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(18.2%) of the referrals while social service départments referred
15 children (16.9%). However, other mlscellaneous agenc1es ac-
counted for 21 (27 2 ) of the referrals. . »

The manner in which children came to the attentlon of Head Start
programs varies by the Sseverity of a child's dlsablllty and. by - pro-"
gram size. As Tabie 5.3 indicates , the proportion of children re-
ferred by outside agencies due to their handicaps increases as the -
Sevg;zzy\of the handigap increases from mild to profound. Also, the
‘proportion of children enrolled- through normal recru1tment/ch11d flnd _
activities decreases with increasing-handicap . severlty. That i '
Head Start programs tended to- identify proportlonately ﬁore MIIZ:;\\\\\
and moderately impaired Chllqren through their normal recruitment . -
actiyities, and proportlonately more. severely and protoundly lmpalred

.l children were referred b)’ Out51de agenc1e5. The same type of trend
.. 1s7related to, prOgram size (5ee Table 5. 4) That lS, the Smaller

‘programs (1- 400 chlldrﬁn) depended proportlonately more on referrals B
from outside agericies than did the larger programs (over 400 child-
ren)’ and the larger Programs enrolled PTOPOI‘tJonately more chrld»-en
as. a result of qormal recrultment/chlld find activities. o

Competltlon With Other Agencles por Enrollmentl/ \

The 1ssue cf competltlon between Head Start and ‘other Communlty

agenc1es that serve handlcappnd children is lmportant because, ip-

public preschool programs are be1ng requlred to enroll
and/or are rece1v1ng incentives for enrolllng hand*capped Chlldren,_ :
Specifically, Head Start, Programs are required qo enroll a mlnlmum 6f
- 10 percent handlcapped ch11dren.t Similar guldelanes that apply to
other publlc preschool Programs 1nc1ude o

“.l/Thesefaate are*pfogfam’specificﬂi s -

5.6




~TABLE §.3
‘ o ‘ \ _
— Hannqr in fhich Children Came to the Aftention gf ya.g Starp Programs hy Severity leve]s o
. . SevcfitVfLeJcl -
: . Notispecified  Mjld - Modergee  geyere Profound Not ReleVantf
Manner_of Recnﬁtmegt - of Colu§n7 1 of Colyun 1;315212&2 - yof Column - ¢ o7 voyumn { of cglumn
; . - R N - —mm
Total** . 100 0 .- 100 EETUE 100 100
| - (=5) - (N=61) ~(Ns111y (N=73) (he7) =Ry
'Réferrcd by outside ' ' ' ) : P
agency, not because of - ) _
‘handicﬂP t 1.6 N 1.4 x . *
! o (N=1) - (N=4) (N=1) -
Referrcd by outside . ” ’
agency, because of _ s g
handicap 40.0 13.1 20.7 -38.4 57.1 - 4L
. . (N=2) = (N=8) (Nx23) (M=28) o (heg) (N=5),
Enrolled through normal o A
fecruitnent/child iira | : . o §
&actl\lltles ) . "'6'0__.0' 57.4 6.8 49_',3. N\ 50.0-
b F(N=3) v (Ne3S) . (N=63) (N=36) EN'I)- (N=6)
Fnrol led through 's ecia ' : L | _
‘ecru1tment/child S -
ictivities J 3.3 1.y 2.7, 28.6 §3 =
i : ‘ (N=2) (Ne7) (¥=2) (N=2) (N=l]
. I
Jdrent rcferrcd’othcr
iblings PTEV1ously 1n : . ‘ ) , N
had Start ] 24.6 17.1 8.2 E '
) (Ne15) (Ne19) (¥=6)
< . M ' T ——— ———




TA'BLE 5.4

M'mnex in Hhich. Children {ame to the Attention of flead Start Programs h» Program Size -
: : _rggnm Site .
, 1 Nanner of . . Not Spec1f1ed 2200 Childvey - ~201-400 Children  401-1000 flllldlell Qver 1600 Unluvrun
Recruitment - % of Column % of Column ¥ of'Colum 1 of Colunn __“% of columin
Pal* . g L R
) ) (36) e e ey
‘ ‘Referred by outside R NI 2.6 | 2.1 - WL
agency, not because of R | )] *(Na2) (N=1) . (M=)
handigap ' | . ‘
Reforred by wtside 26 B owe - we we |
agency, because of . - SN N=14 - (4=9) (N=9) (N=10)
handicap - ' . : X \ : . . o
Enrolled through notmal . 64,3 - .4 " Y 1 X T S
: 'recrmtmentlchlld g (N=9) C(N26) - (eend) (N=32) ‘ (N=53) -
activities : - : . ' _
Enrolled through special v ILEE “. S B b
| recrmtment/chlldma o - _ (N=1) SN N’B)
I activities.. | : ' ' .
Parent teferrediother 7,1 11,1 4 I A T -
sibling previously in - (1) (N=4) C(W17) (M4 (H=14)
SR IlleadSt‘rt I : ‘ Do A :
9 S B — — — 1l

!
. ) N ’ ! ,l N " N : M . i ._\\\ .




e If a State has public programs for preschoolers, PL
94-142 requires that handicapped children be served
in those programs with normal children to the maximum
extent ossible. Further, by 1980, all State Education
- Agencies will be requ1red to prov1de a free appropriate
;o education tc all handicapped individuals between the
ages pf 3 'and 21,1/ which will increase the number of
preschool programs that will ‘be required to enroll
handicapped childreén.-

e Many states disperse fundlng for apec1a} educa-
tional pregrams based, in part, on the.number of
handlcapped ch11dren 1n .the program.

_ In ;lght of these facts it was expected that Head Start programs
would experlence competition with othér agencies as they attempted

7‘to enrcll handicapped ch11dren

Oven hazﬁ 05 Zhe' paogaamé An the. sample neporied that they de
not compete WLth othex agenc&eé 10 ennoll hand&capvad ch&ﬂdnen (52, 5%)

-However, 11, programs had experlenced conflict with other agencies

(18. 6%) and 17 programs (28.8%) which had. not experleﬁced conflict over _

;;ﬁa partlcular ch11d 1nd1cated that the. D0551b111ty for conflict existed
Vfl(see Table 5.5}.%" As Table 5.6 indicates, most of the programs ‘that
“had experienced conf11ct or ant1c1pated potentlal conflict (N 28) identi-
‘_fled the pubrlc schools as the prlmary confllctlng agency (71 4%). Other
.agenc1es 1dent1i1ed as potentlal competltors included other private

categorlcal programs (28 6%) and other private non- categorlcal provrams

(21.4%). 0f the programs that had experlenced confllct or anticipated

: i

[ﬁnless thlS ‘is 1ncon51stent Wlth State‘law or any court decision.

/Slnce 1t ‘was expected that program staff would-be reluctant to

”fﬂ;gadmlt to direct conflict with other agencies, a response of

‘ potent1a1 conflict" was- considered to be 1nd1cat1Ve to conflict..-..-.
_as well, and the. two categorles are combined gor purposes of sub-
Q.sequent analyseq. =



/ | TABLE 5.5
Head Start Programs That Competed With Other Agencies
to Enroll a Particular Child- _ ‘
Competition 5 of Tatal
‘Yes S -18.6
l”‘ L ; . [N'—'ll)
Vo, but the p0551b111ty for 28.8.
confllct exists - (N=17)
| No 52.5
— . S - “(N=31)
v | Totai** “100
- . . (N=59)
. TABLE' 5.6
Agencies With Whom Head Start Does or May
Potentlally Compete
' %genci | ,% of’ Total 1/
| goblicWScﬁboiso 71.4
A e (N=20)
Easter Seal ) 7.1
(N=2)
Uhiversif& Affiliated Progrém ;  .3.6
, o _ v N=1) -
‘ - Other Private Categofical_Progfém 28.6 - T
. : ' SR C(N=8) .-
: ,,O;herl?ri#ate Non«Categorica1 Program 21.4
' S o o (N=6)
\ .- )
State Institution 7.1 -
A R | (aN=2)
“1chef‘Heed'Start Program ’ 7.1
’ o o o , o N ‘”(N:Z)
.. Other- 17.8

Vi

1/Percent ges are based on’ a total of 28 programs that 1nd1-,A
‘ cated thev had- competed or may potentlally compete with -

other 'enc1es over enrollment of a specific. handlcapped
C i ;Some orograms 1nd1cated more than one agency.- :




potential conflict, the prlmary reason glven for confllct was that the
competlng program served the same geographJc area as the Head Start

- program- (75. 0%) -(see Table 5.7).. The second most ﬁaequentij CLIQd

rheasown 50& conflict involved disputes over the mosit appropriate pﬂace-
.ment forn the chtﬂd fo ob«a&n services (46.4%). Seven P oghams,how-
evexn, Lnchath Zhat COﬂgZLcté wene a hesult of 5und4ng consideraztions,

ATABLE_S.7
Reasons for Actual or Potentlal Conflict
Over Enrollment : ‘
Reason ' - - A _' ‘% of Total 1/
‘ D1spute over Most Approprlate ) 46.4 :
Placement for Servlces T o - (N=13)
D1spute Over Obta1n1ng Chlldren - 25.0
" for Funding - . : (N=7)
Serve.Same Geographic Area = - . - 75.0 .
L : ] T (N=21)
= Other T q0.7
y - _ . . A . (N=3)

A I/Pc centages are based ‘on-a_total of 28 programs that
' indicated they had competed:or may potentially compete
with other agencies over enrollment of a specific ,
handlcapped child. SOme programs indicated more. than.. . ...
one reason. : ~ S

x

\\

_iDespitedthe relatlvely small proportlon of programs that erperl--.
‘enced'actual or potential conf11ct experlences in .the tleld and the -
‘ conflicts related by program staff to the 1nterV1ewers suggest that
"confllct between Head Start and other agencles, especlally the pub-
11c schools, may be a serious problem. For example, at least two'

j programs spontaneously related thelr COHfllCt experiences. to f1e1d .
f‘staff In both cases, Head Start and the public schools were each ﬁ)J
attemptlng to 1dent1fv and enroll handlcapped ch11dren to meet spe-“
c1f1c program goals and competltlon ensued over the same group of/ K
hand1capped ch11dren.‘ In one case, poollng resources and cooperatlngr»‘_

N .-



in effdrts to identify handicapped‘children allowed the competing
agency. to, in ‘the words of Head Start staff, "pirate .away" the handi-
capped chlldren they had screened dlagnosed and prepared for pro- .
igram entry. Furthermore, in the same case, "the handicapped ch11dren
‘were ma1nstream=d in the Head Start program but-the conpeting- agency
placed ‘the Phlldren in a self- contained sett1ng, which was not ‘the
least restrlctlve placement avallable to the child. Such a placement_
‘does not reflect a child-centered appmoach to services; rather,
political rea11t1es encouraged an agency'centered—approach Agency
‘"turf! was more 1mportant than the most appropriate p‘acement for .the
‘child pr1mar11y because each agency was struggllng to obtain a suf-
~ficient’ number of handicapped children to meet fundlng gu1dellnes.'

'Although only two programs chose to relate such detalled exper-.
"1ences to the interviewers,.field staff observed other, more. subtle’

*1nd1catlons of competltlonl(‘ln additional programs. It 1is expected
that thls problem was occurrlng in other programs, and the problem
-fmay become more severe as greater numbers of programs are requlred

" to identify and enroll handlcapped chlldren, espec1ally as the re- 7Lj
" quirements of‘P.L. 94-142 become Jncreas1ngly comprehen51ve over the/

next few years.

Desp1te the 1nteragency compet1t10n 1ssue, though of the 269 -
-_handlcapped ch11dren in the study sample who became en#ﬁﬂled in Head
_ Start programs, Head. Start personnel the Chlld'S parents, and the
_mChlld'S d1agnost1c1ans agreed on the: placement of the chlld in Head

'Start as opposed to other avallable programs ‘in 264 cases~(98 loJ
?1¥Thls group, of course, does not 1nclude .any hand1capped children
T‘whose parents con51dered Head Start placement but flnally chose
“Zanother program, nor is there any 1nd1catJon of whether the parents
;7of the sample Head Start chlldren were ‘aware of other placement

~-{~p0551b111t1es.
frlfbsga11y in the‘formgbf-casual remarks made to field .staff. . ;:/;




Entrance Requirements'

The Head Start, Economic Opportunlty,‘and Community Partnersh1p
- Act of 1974 requires that, within each State, 10 percent of the chil-
"dren enrolled in Head Statt must be hand1capped There are additional
con51derat10ns 1nvolved in recruitment activities: ‘the Head Start  °
1’rogram Performance Standards require that children should be recruited-:
from the most disadvantaged lromes, although each program is allowed to
enroll 10 pwscent of its children from above- 1ncome guidelines homes,-
and recrultment act1v1t1es are to be coordinated-with other communlty
agencles. - ‘ ;

Almost all. of the head Start programs in the sample (96 59) had
a chronologlcal age requ1rement for program entry (see Table 5.8).

N

[

|- Almost half of the programs (44. 1%) required that’ enter1ng handlcap-'n
\ped chlldren" famllles must meet an income guideline. Whéﬁe few
othenr eninance nequ&&ementé were wrdezu established among Cthe’ sample
:\vrérted it Ahouzd be noted. that az Least 12 %o 15 peaaent of the /
\programs had dequ&dementé whrch pneczudad Zthe. ennozzment oﬁ Aevenezy
handrcapped ahridnen pant&cuﬁa&ﬁy hose that had phyA&caﬁ impain- . o
menté.” Eight pdogaamé requined ennotffews Zo be toilet trained, n&ne
'iequrned enrollees to be ambuzatony, andf 13 deét&&cted zhc ennoll-
L-/ent 04 Aeuenazy disabled children, '

'7\“' As was noted in the’ 1ntroduct10n,.é h Head Start program.is

allowed to enroll as many ‘as, 10 percent o their children from
.fam111es above income guLdellnes, and at fleast ‘10 percent of'the,en-A
% rolled children within each State must- e'handlcapped Table 5.

shows the percentage of the progr?ms'ﬂ_nrollment thaticon51sted of

”;chlldren who were both hand1capped and from aho;e—;ncome guldellnes
famlles _ In almost half of.the/ programs (47 5%),° thlS group comprlsed
1ess than one percent of the enrolled children. Furthermore few of
the programs (13. 69) enrolled flve percent or more of. their ch11dren"
from ‘this group.; Moszt of Zhe. pnognamé then ennoﬁﬂed 5ew hand&cappedpp
ch&ldnen who wenre. aLAo above anome azthough a Amaﬁﬁ but Atgntﬁtcant -

' rumbea 05 pnognamé 64££ed alt on aszAt/azz 04 the&n above-&ncome S

opcn&ngé WLIh handtcapped ch&ﬁdden.l

5.13




TABLE 5.8

—
Entrance Requirements for Head Start Enrollment
: ~ _of Handlcapped Childz-en
Requirement - e : '% 6£ Totalni/
Chronological Age . | | 96.6
- ~ 2 (N=57)
Certain.HandicappingKEOnditidn ' 15.3.
. | : (=)
_ Certain Severity Level L E 22.0
I S R S e
- Ambulatory T 15.3
e - o (N=9)
Toilet Trained : S L 13,6
| ~ oy L (N=8)
Functioning at Minimum . o 1s.3
Developmental Level = ) . C(N=9) |
‘Parental Commitment to o o 13.6
Participate in Program U g'(N=8)
~ Must Méét_Income,GUidélings : : : 44,1
' | - (N-ze)
-Other . L ‘.‘ . . . Q i v ’ ' 23.7
C o L .  (N=14)

~

1/Percentages are based on a total of 59 programs Prq-_
grams could indicate more. than one requlrement

5,13




e S |  TABLE 5.9 -

7

Peréentage of Head Start Programs' Enrdllmenb Filled by
N Handicapped and Above-Income Guidelines Children -

\ pd i

RN

\
—
g

| Percentage of Enfollment IR 4 ; : “ ‘% of Total .

| None - - - ‘ | _ ‘ 27.2 :
- , . o (N=16)

Less than 1.00 percent S . : ’ 20.3
85! ! cent B | (N=12) .
A ' v . i
"1.00 --2.99 percent ° AR S 22.0
’\ ) .. ) - ] ._» 1 X” . ) {N=13)
3.00 - 4.99 -percent S T 16,9
ereen _ B | | o N=10)

5.00 < 9.99 percent | o e - N
. : | SN N=5)

. 10,b0 percentLand above - | A_ . - \ S ) 5.1 -
LT : / : . \ , ‘ ’KN=3)~

. |
100.0

Total ' ‘ - ' — P
PO IR 3\ L - ;(N=59)




3-ngenc1es That Referred Chlldren to Non Head Start Programs

“varlety of out51de aéenc1es (see Table 5, ll) However,'51nce theae_f.
“data are program speC1f1c.and the Head Start data are chlld speclflc,
”’the data are not dlrectly comparable. - 3 ‘ T

Non-Head Start Drouram Entry - - }/

Data were collected on the recru1tment procedules typlrally uséd

in non- Head Start proglams and the agenc1es tha+,refer chlldren for
placement -in tne non-Head Start programs.- Thes—‘data are program«‘
speclflc. oL R _ o ot Yo g/

Non-Head Start Recrultment Procedures

, Non-Head Start staff were asked to indicate the types of r*cru1t~_
ment procedures they tvp1cally relied upon for purposes of enrolllng :
handlcappedichlldren Most. frequently, the progréms relled on a dual
approach (34.8%) they\conducted their own outreach and child flnd
activities but also recelved referrals from a network of ‘the other

'.communlfy agencles\of Wthh *hey were a part (see Table '5.10). ..Second :
‘most frequently, the programs enrolled hand1capped mhlldren solely asi
- a result of their 1nvolvement in an establréhed communlty referral , ;}f
- system (28.3%). Nine programs (19. 6ﬁ) prlmarlly recruited chlldren: L

through the1r own outreach and chlld flnd actlv1t1es, and 5 Drograms

“(10.9%) did not rely on recrultment procedures but rather enrolled : .f?

chlldren as a result. of parent appllcatlon. On the ba51s of 1'hese f'
data, it appeans that Zhe nonz Head/Stant programs tgp&cazzy iepended ;
on neﬁennazé 6nom othen communlty agenc&eé to a much Kangen extent than
Head ‘Stant prdgrams. Since Head Staiz aopeané to tdenttﬁy monre ch&ﬂ- ‘
dren as a nebuzt 04 necnu&tmeni/ch&&d gind act&v&t&aé {atbeit the same
procedunes aéed Zo necnutt nonmaz chitldren), Head Start p&obabﬁy azéo.
identifies more chtﬂdnen WLIh handicaps who wouﬁd\othenwtée haue gone'

7,unéenuea than do non ~-Head Stant programs. .Non-Head Stant p@ognamé o
:*Aaemed to ennozz pnOpaattonatezy more chitdhen w&fh\pmeu¢ou4£y con- -
| fdnmed - hand&capé than d&d Head Stant pﬂognamé ' S

|

c\ » . R

7 , - S w
- Non- Head Start programs frequently recelved referrals from a

'%7’ | /

LT L < - ; . .7 - cr 0
. "’-';, R ; . . ; o
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TABLE 5.10

~

T p——

- Recruitment Procedures of Non-Head Start-

M <
hY

Programs

5~~__

L :w  _ ? R ! o,
’Recrultment Pr0cedure

|

. e

‘% of“fotal '

\ 4

I jact1V1t1es /

rreferral system

“System -and have-

_{L?Other ._\

1

‘No' recrultment Pr0cndure, enrollment
,baSed Qn parent appllcatlon R

HaVejowﬁ outreach and ch11d
Part of eStabllshed communltny

;part Of establISh.d Communlty referrall -
s . outreach and e
i chilg f;pd act;vltles Sahaba _

1.9
T (N=5)

o 19.6 °
S (N=9),

2873

34.8 7.
‘(N=l6)_;

6.5 -
“iNe3)

'*1(N=13)ff‘

,r¥;v : ;  3. . - (Nfiﬁ)

S 100"

- 5.17




ﬂ'_i ' - .\ . TABLE 5.11
s Agencies That Have Referred Handicapped Children for Placement in
SN *““f"*_“Non‘Headetarpj?fqgrams‘ : e

-

%.éf-Totall[

~ . . . - -~

© Agency

- 80.4
: | | (N=37)
Public Hospital L 58,7 ..
S L - | o (N=27)
c Public/State Health Deparfmeﬁt ‘/// o . ' . 76.1

.7 | .Social Service -Departmeént / S o : 87.0 \ .

Private Practitioner/Consultant

'89.1

- A
\'7l”" Edster Seal Agency : o o N o 28.3 . \
L) T - o T

fPubiic'Stthl_Sysfem -‘

. Crippled. Children Association” - o ‘ . 43,5 :
o o e o . (N=20)"

N ¢ , _ o ot _
 Association for Retarded Children . 47.8 .. .
TR T TR - o @N=22)

BEH First Chance Project oo L oo 3 o 10.9 7. o
A R S0 R S T Nes)
f{ﬁﬁiveféityAAffiliatea FaciiitiéS'f"'_ij. _—  = , 39.1 LS
'Head;Staft Program . . N o '56;5~ ', 

T o L C(N=26)
Other - - = . B Y SE - T
c . o 4 - /P (N=20)
< ' ] : . . ) oo . / . R L
‘ . ‘ . ' j/ ""/., R ,////'/ ' .‘- . | / |
3'l/percentages,éf€/BaSéﬁ/anaftotal of .46 non-Head Start programs.
,:Rrograms'werqmallowed to indicate more than one referring agency.

NI - i : -

Sy . . . ) ..
co T : . .

. .1 . - . . .

~. . . . AN

5.18
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1

'f The three agencies from which non-Head Start programs most fre-
‘quently recelved referralS were pub11c school SyStems (41 programs),
Soclal-services departmentS (40 programs),rand prlvate practltlonerg/

&f”Eonsultants (37 programs) In»tohoataeon private’ practltloners/
consultants d1d not refer a large portlon of ‘the sample handlcapped
jchlldren to Head start programs. ' This flndlrg Would seem to support

ﬁ'dthe assumption that non-Head Start programs enroll -more children with

’_preV1ou51y dlagnosed handlcaps than do Head Start programs.

Non Enrolled Chlldrenl/

In generzl, Head Start PTOgrams °nrclled most of the handlcapped
~ children that Were brought to the1r attentlon. Programs in urban’
ff'areas were moTe 11ke1y to/have ‘waiting 1ists; 12. programs, or 66.7-
if,percent of all Programs unable to lenroll chxldren, were. in urban -areas
u&i(see Table 5. 12). Put another way, 50 percent of the' urban programs
_t had a ha1d1capped waltlng/llst\whereas only 24 percent "of ‘the rural
;,_programs had a waiting 115t ' '

N Twentn of the 59 programs 1nd1cated that they could/not/enjoll
. all/og-the handltapped children they 1EE£€I¥I€& Z/ and" Table 5. 13
;:qut11n8§ the reasons programs could not enroll these ch11dren.-\0ver
f;fhalf of! these 20 programs 1nd1catedathey had no avaijlable openlngs
. The Second most frequent reason for non-enrollment, however, was that
‘the ch11dren did not meet income gu1de11nes§/ (45.0%).  Only one pro--‘
igram W1th a waltlng 115t felt that the attendance of the" child. would _
be detr1mentdl to others and only ‘one’ program could not enroll handi-
capped ch11dren due to 1nadequate fac111t1es. These data and&cate v
that Head Stant p&ognamé,an gene&aﬂ are WLﬂﬂ&ng 2o place hand&cappad

v! |
~5

/Most of the data in thls Sectlon are prOgram spec1f1c..

“E/Although 20 programs could not enroll a11 the” handlcapped ch11dren -

fewer programs (18) had a waiting-list.- The chlldren ‘who weTre not « - 7
-~ _.enrolled in the other two programs were placed in other preschool : N
. settinesy . . . » ST T i

/That is, their famllles annual income was above the'maximum allowed
by Head: Start - . SRR R _ .
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TABLE '5.13

Reasons Why Head Start Programs Were Unable-
- to Enroll Handlcapped Children

Reason o . _"’ o f%,of Totall/

| Did not meet-ineome guidelines. . = 1 45{0 :
- SR | . (N=9)
fNo:available 6penings - - - - 55.0
. s "(N=11)

1-Lack of su1table fac:lltles and/or equipment =~ 5.0
| . . . | | (=1)
=ﬁ” Other agenc1es serve\these chlldren-r'”” ot "';;30.0'

o ‘\”;”'f' oL P o }(Ne4)j'-f
 Felt chlld's attendance would be’ detrlmental to R
"'i_fflothers s o ‘\ . SR . ST | 5.0
i A S L : - L (N=1)

N Childfs parent.refused o T L 40.0
J - T +(N=8)

fq-;f‘Lack of adequate transportatlon :”*":" - S 35,0 o
‘ . ?"fj . . - . i ’ . .\.__ .".. L ‘- ‘ ] - CN::?'} 2

‘E”Other S f",f-t,”.;; IR .- | as.0
. TR Con L AR . | (N=9)\”

-.,Handlcap too severe L. g T e o 20,00

l.‘/Percentages are based on a total of 20 Drograms that were unable t0
~.enroll all the handlcapped chlldren they 1dent1f1ed Programs eould

f“rndlcate more - than one reason.'

5.21 ~
114 -

(N=6) -'f';;S 
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v Referrals to Other Prograns

children in a seiting withvﬂoamaﬂ'chLZdﬁen and thaz the main obstacles. .

Lo enrolling these chlﬁdnen ane azaeadg optimum enaozzmenté and . 5a¢£-
”uneé o meet income gutdeﬂtneé.l' -

| '

ff¥-—~—- Seventeen of the 59 sample programs (28 8’) 1nd1cated that they

":j more: speclal1zed services for thelr hand1capp1ng cond1t10ns al-

'{1nd1cated that’ chlidren were sent to. 'the prllC schools. Seven 5.:'@§
hprograms referred Handlcapped ch1ldren to- pr1vate categorlcal pro--.‘
‘grams, but only 3 programs made referrals to pr1vate non- categorlcal
lprograms. This would Lnd1cate that almost half of the referrals

y-rmade by Head Start were done so that chlrdren could recelve even

’.;1n a ma1nstream1ng settlng. j /

,,; Charactérlstlcs of Non EnrolledyChlldren ;'i e

‘.and_typesnof handlcapped children that were on’ wa1t1ng l1sts for thelr
ka;fprograms. Approximately’ 2211/ hand1capped ch1ldren were on walting
hfldsts'fOr enrollment in l8 Head ‘Start. prognams. (See Table 5.16).
_VfﬂSpeech 1mpa1red ch1ldren were most frequently represented among thlsw_
“ffgroup (35. 8%) There were- no blind chlldren on the.wa1t1ng llsts of

- referred nonwenrolled ch1ldren\;o other programs in the area. The

breaxdown of .these programs by locaticn and- size ls ‘given in Table

“that referred chlldren were located in rural areas. (52 9%).

©5.14, In contrast to programs W}th waiting lists, over half of those

Table 5,15 shows the agenc1és to- whlch referrals were most.' 5%???
often made. . Over half of the 17 programs making. referrals (58 8%) . oo

.ﬂthough the’ chlldren enrolIed 4n categ01‘1Cal programs were not placed

) r :
" Head Start programs were asked - to supply 1nformat1on on . the numbe

the sample programs and only one deaf Chlld

Alternately, ‘17 Head Start programs 1nd1cated tfat they had re-;

”ferred a total of 96 children’ who were not enrolled 1n the1r program

B fl'Thls nunber is" somewhat mlsleadlng sinceé one program had over 100 ;i

children on its.waiting list. The other 17 :programs with waltlng;'-”’
~-lists,. then,. generally had only a few chlldren ‘on the1r respectlve
, _wa1t1ng l1sts. _ B o S L

. . T . . i . - .
i . o " - - S . N

i . N . . o
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TABLE 5,14
. Programs that ﬁefer{ed Non-Enrolled Children ¢ Other Agén;ies,by Program Size and location .

Program Lo;azupn |

1-200 Children

vin

201-400 Children

. Y of Column

401:1000 Children

\

Over 1000 Children

Not ‘Specified

4 Nusber of L
Prograts
that -
have not.
Referred

{ of Column

| Total
vahnnj

Rura}

", "

o
"

o
 Indian/Migrant

{ Programs .. "~ ...

100, ¢

R

(=3)

(he2) -

Children 3

('(M’ilvﬂ“

N1

/N

a3

AT Magt—-— 2




TABLE 5.15

Agenc1es To Which Non- Enrolled Chlldren
.Wete Referred :

Agency - ': » L f 1 %o f Totall/

Pub11c Schools - ..'-v o o _158.8": .

o 'HEaster;;Seal ’ ', . ' . . i ' -1 29.4
I T LT e (=g

x;Aschiationgfor Cripﬁiedﬁchildren I s ' 29. 4

' Othef'Private'Categpfical Program L ' _ '41t2v5 i@ﬁ’ﬂi

‘HOthef/Private NonJCategorical Program"vid- . -'17{6 L

“'StateiInstitution' 'd o . C : 23.5.

'Other Head Start Program x - . Ny . 141.2

Other N .gl e T S ‘_ - d4if2

1/Percentages,,,@re based on a total of 17 Head otart programs that
~referred non-énrolled children to other . agenc1es.. Programs were
allowed to 1nd1cate more than: one agency.?' SR L

"\\"" o

5,24




'TABLE 5,151

7y Dlstrlbutlon of Types ‘of Handlcapped Chllﬂ*en Not
SN O v . Able to Enroll in Head Start

o .

"Handicapping Cond;tlon N : ".".u’ '.: E g of-ibtal

Visually Impaired =~ R S0 S
S o L . (N=6)
_"'.‘ Deaf -‘:"’V’:T'.. : ‘ - o v . . L . 0.5 ’ i \\‘, R
- Hearing Impaired o - o 4. 1 ‘
Physical Handicap" T S 6. 9
| S . | (N=15)
"V‘Speech Impalbed T | © 3s. o
o : RN - (N=8%6)
Health or Developmentally Impalred Lo ' 15;§ e
. e E (N=35) : _
Mentally Retarded o -'  R 9.5 I
o | | | o EERE ' TN=21).
Séx;ousAEmotional Disturbance @~ .- = S .18.1_'“~’
=7 Specific Learning Disability - -~ . L a"3 6

LoTetal*x . T -Ft,'#fff:.”;f;fwloqmqﬁ;w_,ul_
ot T Co T ey

5.25
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to other communlty agenc1es/programs. Tables.5.17 and 5.18" show the - /‘
types of handicapped chlldren referred and the severlty level of hand1/

s
\

- ;capped ch11dren referred resﬁpctlvely. '7 E oy

The greatest number of the'-96 ch11dren referred were those with
'speech- impairments (25, 09), which 1s consistent with the -move frequent
“occurrence of this type of hand1capp1ng condition in the general popu-
'1atlon. 0Of secondary and tertlary frequency of referral were the '
~ser10751y emotionally dlsturbedu(15 69) and mentally retarded (12.5%).

- These' same two. categories comprlsed the two hlghest occurrences of the
1Severe1y handicapped ch11dren referred to -other. -prograns (Table 5. 18)

Stated .another way, of the 12 mentally retarded ch11dren referred
to other programs, 11 were severely hand1Capped of the 15 serlously :
emotlonally disturbed ch11dren referred 10 were severe cases.. These
two handlcapplng conditions’ account for just undér one half (4‘.7%
of all. severely handicapped chlldren referred to other program§ rather

than enrolled 1n Head Starty

The Head Start programs w1th wa1t1ng llStS supplled field 1nter-'if
‘,v1ewers w:th ‘the names of two to three children on their wa1t1ng llsts,
and the- field staff then attempted to- contact and 1nterv1ew the parents

';fof ‘these. chlldren." Informatlon on a total of. 13 non- enrolled handl?Vggg
)5;acapped ch11dren was obta1ned in. this manner.l/_ . ‘“ ' e L
“ Slt types: of handlcapplng cond1t10ns were represented by the.

k‘13 non enrolled cases on whom data were. collected with Lhe lar- _
"1bgest number (5) occurring 'in the area of spee h. 1mpa1rment There -
fwere two ‘cases each of health 1mpa1rment -and multlp]e hand1caps, ‘and - -
‘.~;one case’ each of visual 1mpa1rment physlcal handlcap, and serious ;%,’
-emotlonal dlsturbance. More than half of the 13 non- enrolled child- |

iéren*were not*enrolled—tn—any~other—type—o<

' /
;”17F1e1d staff encountered a great deal of d1ff1ru1ty in completlng 1n-*
. _terviews w1th parents of non- enrolled childrén due to non-response, -~

program, “‘However, several

""Lf’refusals, etc. -This accounts for thé"small number of caSes (N=13),

‘:5"V4 in the sample of handlcapped chlldren on Head Start wa1t1ng llsts.};f

- ) "/




TABLE 5.17

Iype of Handlcapped Children Referred
.to Other Programs by Head Start

Handicapping'Conditioh_ S N 3

of Totdl =

. Visuailf Iﬁpaitedi

‘{beaf - | . I L

“-VHéatiné Impéired_
-Phy;itéi‘ﬁéndicap
Spéeth Impaired:
.Health orT . Developmentally N

lt,Mentally Retarded

‘itiSetiduS_ﬁﬁotioﬁal Dist;rggﬁce S

| Seecific lesmaing Dismbuiiey ) -

K Other ‘ A'\ . \.. . 7._1"_'__”_,4,__*_,_»4_-,_,__

Blind . 2.

1
{

Impaired E _ . ’{

Ctetats T 100
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" TABLE 5.18

o . Tyne of Severely Handicapped Chlldren
Referred to Other. Programc by Head

tar‘t‘ . :‘

/

ZHard;capang Condltlon

% of total |

Bllnu‘

——y

/

/ Hearlng Impdlred

Speech Impaired .

Health or Developmentally Imﬁaired
4 ’MeﬁtélliﬂRetarded

Serious Emotidnél'Distufbanéel 

Specific flearning Dissbility

e

| other.

Visuall? Impaired Co . o .:' ..;m'"_\

;Physical Handicap} ;' I _’“'F  /;_~7 13

4.5
(N=2) .-

2.3 -
. (N.':'l-),




gl

kinds of spec1a1 services were provided as a result of contact Wlth
Head Start -wMedlcal or dental treatment was prov1ded in five cases'
through Head Start contact. Head Start was also instrumental - in
"arranglng for serV1ces for the sample of non-enrolled ch11dren, in-
clud1ng the prOVISIOD of day care, educational 1nstruct10n famlly

counseling and therapy (other than occupational or physlcal therapy) v
-~

Program,TermlnatlonZ/

_ Head Start programs are expected to prov1de comprehenslve ser-

‘ v1ces to hand1capped ch11dren in 2 ma1nstream setting. The frequency
of and reasons. for chlldren s termination from the programs are 1mport-.u
ant 1nsofar as 'they indicate potent1a1 barr1ers to this goal That is, -
'an examlnatlon of: the cond1t10ns surroundlng termlnatlon will help
Hdetermine if the ‘Head Start’ programs are encountering problems 1n )
‘fprov1d1ng appropr1ate serV1ces to -the’ chlldren.

Tables 5.19 and 5 20 show the reasons for ‘parent- 1n1t1ated and .

'_-center 1n1t1ated termlnatlons respectlvely - A little over half of

the 59 ‘pPrograms reported only small numbers of chlldren (1- S) who left o

'the program voluntarlly._ Only 14 programs reported’ center initiated _
~termination of handicdpped children; again, the majority 1nd1cated that
- this occurred only with a small number, of chlldren (1 5 per program)

The major. reason for parenf 1n1t1ated W1thdrawal of children was
’that the famlly moved. A total of 31 programs reported that this
.occurred; 28 programs (47.1%) indicated that this happened only for a-
_gfew children (1-5); 1 program (1 79) for 6-10 - ch11dren, -and two pro-
_-grams 1nd1cated ‘that over 10 ch11dren w1thdrew from Head Start due to
;=a famlly move . The second major reason for. parent initiated W1th- '
11drawa1 was. that the ch11d transferred to another program Eleven
iiprograms had a few (l S) ch11dren that transferred two~other_programs
i!xndlcated that thlS occurred 1n six'or more cases. S ' '

A ~

iﬁii
T2/

These serV1ces were home based

These data are program spec1f1c o s _'> . "{l S

123
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Conditions of Pa\renthnit‘iated Temination- fron Head Start Programs-
| Mmber of Children Conditions of Ternination
1 Termtnated | . \ |
- Darental S | Total of: Prograns
-~ Dissatisfaction -Child No Longer Child Transferred Hith Voluntary -
- Moved - With Program - Needed Progran  to Another Progran Unknown Withdrawals
‘Sof Colum §of Colum  $of Clom % of Colum % of Colum | § of Colim B
ot W W w o w o |m
) (S (59). 0659 R | (k)
L U T YO T3 RIS |
B R %) e N = I
C 60 ildren 17 I N o lu
- e e B3
e - |
| Children =~ 34 ¥ A 1.7 ko 3.4
| el (1) (2
‘Nong/no - | - ‘ ,
* | response .5 6.5 93.2 18,0 9.5 s
) (R (¥55) Oed) (eS| Qe

TABLE §.19

l-,“'\xrr o
J o
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‘ ‘Ov.er.lﬂ

MBIES.20 ’
Conditions of Center-Tnitiated Temination fron Hiad Start Prograns - gu
Nmbr of Children Conditions of Te. inaticn o
{ . Terningted e | | R
Seeeo Classroom Entrance into Inability of Staff Entrance into (Total of Prograns
Managenent,  Age ~ Public School- to Deal Ifith Other Service [¥ith Center .
Difficulties Ineligible Special Class Handicap -~ Progran - |Terminations
5 of Colum % of Colum & of Colum % of Colum s of Colum . [¥lof Colum
a o | ‘ o ) ‘ ‘] .
al®™ W ww, o 0 |
- Loy (RS9 esg) (¥59) CS8) g (59)
L R O S 5 S S SR 155 |
1 (¥1) (&5} () (¥ IR 10 B )
R U S T T R B T
S (¥3) D) | (D)
o |Gilden o * g * L '5;1/ |
o IR A )
. | if,-/,,_.'/ I '
None/no | S . ,’
response . %3 88 g9 S X R | N | S
~ U 5 I ) M) (g | Ok
3 l' ' ‘1



The major reason for ‘center- 1n1t1ated termlnatron of handlcapped
children was entrance intc the pub11c school system. - Of ‘the 59 ‘sample .
programs, 8 (13. 6 %) indicated this occurred. for 1-5 chlldren in their ‘
programs; 3 (5. 1%) programs lost 6-10 chlldren in this manner; and 7
programs (11 9%) reported that over A0 ch11dren ieft the1r programs to
enter the public school system. of secondary frequency, children en-

" tered other service program and were -thus terminated by Head Start

- Out -of 59 2 qgrams, thlS reason was reported by 10 programs (16 99) as
xan01V1ng 1-5 of the1r puplls “and one other’ program (1.7%) reported |
-6-10 children. enter1ng other serV1ce ‘programs., In general, then,
center- 1n1t1ated termlnatlon did not result in a complete w1thdrawa1
of services, but rather was 1n1t1ated ba51ca11y as a means to. change
or improve the’ serv1ces rece1ved by handlcapped ch11dren Only one
-program (1. 79) indicated classroom management dlfflcultles ‘as the’
reason for center- initir ~ed termlnatlon and three programs dlscontlnued,
children because their staffs weré’ unable to deal with partlcular- ,
handlcaps. In both of these cases however, ‘thé numbers. of chlldren
affecgfd were small (1 5 cases) ' ‘ |

Approx1mate1y three- -quarters of the programs (76 3 ) 1nd1cated
they conducted follow-up activities in order ‘to ensure continuity of
' serV1ce for the children who left. their programs. The nature of the
follow-up activities was unspec1f1ed Follow-up act1v1t1es will be’

. -investigated more systematlcally durlng the second phase of th1$1W
f'study. o ‘ ' ’




- . - Summary of Findings
| . ) ” .

\

1

'_OTNHead,Start‘programs reported the use of some type : -

- of "outreachk/recruitmént activity to identify I o .

- "handicapped children,  but the sample handicapped » -
children were predominantly enrolled as a result - :
of the outreach/child find activities conducted
for normal children. It appears that few Head
Start programs used outreach/child find activities
specifically targeted at handicapped children, but-
rather identified handicapped children from the _
group of economically disadvantaged children they - #

-

- identified through normal procedures. "

- ~ . . . ~

® Less than half of the Head Start programs indicated
actual or potential conflict with other agencies in

- efforts to enroll handicapped children. . However, )
‘informal observations of field staff -indicated that g ' -

., -the problem may be more pervasive than it was re- - e

"ported to-be.

@ .About one-quarter of the sample' handicapped children
- were referred for Head Start enrollment by other
.community agencies, and about one-quarter of the
- Head Start programs referred handicapped ‘children
they were*unable to enroll to other programs in the
community.. B ' o L T

® Few Head Start programs -imposed entrance requirements
beyond the two established by the Administration for
- Children; Youth and Families (age and income -eligibility).
In about hal? of the programs, less than one percent of

the programs! enrollments were comprised of handicapped
‘children-who were also. from above-income families.- x
= In a few programs, however (about 15%), half to-all of
" the programs’ above-income. openings were filled by
.+ handicapped children. ' ST -

e .AbQut;pne-third~of the-Head'Start'pIOgrams were unable to
S enpoll;all'of;the'handicapped‘children-they;had;idenpi—.
S ;fied.a‘RegsonSEWerejprimarilyhlack-of‘openings, but = - - g
- slightly Tess than half of the programs with non-enrolled : P
T ﬁ‘3handicapped‘éhildren“had been. unable to enroll the chil- r .
4: dren because .they were from above=income families. A - .- -
' few programs.were unable to enroll handicapped children for L

- ~'Teasons related to-a child's handicap. "However, most of

. the programs ‘that were unable to enroll "handicapped chil- "

-.;'*y.dyggifeferredrthemwtp.othef programs/agenciesjin,the o :
af"-ébmmunity,fprimarily'to,thg{public schools or private .~~~ =~ _ __

.. «. -categorical programs.’ - . - o S : _ < -

5.33




o primary reason was that the. family moved.

R

Non- Pead Start programs: did not often solely rely on .

“their. own outreach/child find act1v1t1es to identify

"About one-third of
they depended on-

and enroll handicapped children.
the programs used a duar’approach

. réferrals from- other’agenc1es and also conducted out-

reach/recrultment activities. Aprt one-quarter- of
the programs enrolled handicapped children solely as
a result of referrals. From these data, it.appears that

non-~Head Start programs primarily enrolled children who

were referred to them because of their handicaps, where-
as Head Start primarily identified handicapped children
for enrollment from the group of children they identified
through normal recruitment procedures. '

'Sllghtly mdre than half of ‘the Head Start'programs-had

experienced voluntary withdrawals of . handicapped chil-
dren, mostly invVolving small numbers -of children. The
About one-
quarter of the programs had themselves termindted

" handicapped children,’ mostly because the children eﬁtergd

..the.public school system Or other programs of service.

Finally, three-quarters of the programs indicated that

"they conducted foilow-up act1V1t1es for the children who
Jeft their program. ,

o s.34



SCREENING SERVICES

i

_ Screenlng, a process that 1dent1f1es children Wlth potent1al A
' _handlcaps, is: the flrst step ‘in a ser1es of procedures that Head Start
programs utlllze for the purpose of- 1dent1fy1ng, evaluat1ng, and serv-
~-{;1ng ‘children with special needs. Screenlng is provided to all
:Head Start’ ch11dren, although diagnostic services. (con51st1ng of
,conf1rmat10n of and a functional assessment related to the suspected
handlcap and recommendat1ons for serV1ces) are dellvered only .to those
‘children 1dent1f1ed as "at risk" as a_ result of screen1ng procedures.":
"]Thls group 1nc1udestsome chlldren that further testing will reveal as
functlonlng within normal limits and some ~hildren ‘that further test-
ing will confirm as hand1capped Screer ;, then, is the process by
'whlch children who may have potential handicaps or problems are tar-nl
‘)geted for ‘an’in- depth dlagnostlc evaluatlon. 'However, 5creen1ng re-_
, 1sults are not suff1c1ent _1n ‘and of themselves, to determ1ne whetherj
" a Chlld should. be 1abeled as handlcapped ’ |

As stated in. the Head Start Program Performance Standards—/ each
:Head Start Chlld shall be prOV1ded "...'a thorough health screenlng..r
AFurthermore, thls screen1ng "‘;; should be completed w1th1n 90 “days
“1;after the. Chlld is enrolled or entered into the program...." Thel““
;metandards go on to 1nd1cate several areas in wh1ch Head Start chlldren
’must be screened 1nclud1ng V151op; hearlng, speech and language,év3'~

17"D_Hs Head Sttt Pollcy Manual, 0CD ‘Notice N-3( ~364-4, DHEW,
uly '976_ ~The. 90- -day time. frame for completlo‘wof screen1ng

a?gu1de11ne and not ‘a program requlrement .

}. .‘-.: 6 .1



physical coordination and_development,lintellectual develbpment, and

!
: ] /
Thls chapter descr1bes the screenlng services that were re—

social/emotional~development S ' : :; .- /
ceived by the 269 hand1capped children: 1ncludedM1n the study sample.

~ These services are compared to those generally recelved by . ch1ldren

‘in non-Head Start programs. The follow1ng screen1ng related ‘questions
1/. ;

‘~are examlned in the context of” thls chapter— :

/,

o.~. How complete are the screening - serv1ces prov1ded by Head
Start to the sample . andicapped children? In what areas
were the sample children predomlnantly screened7/
: . )
° . Was complete screening prov1ded to the sample Head Start
children within 90 days of program entry, as suggested 1n
'the Head Start Program Derformance Gu1de11nes7/*
8 Who prOV1dedfscreen1ng services to the sample dead Start
‘children? With what ageiicies were the’ screenrng prOV1ders

~affiliated? Who pa1d for screen1ng serV1ces7/

- /
. What technlques were used to’ screen the samp{e Head Start'
. children in each screen1ng area? . = . ’/_ :
* How frequently did screen1ng results 1nd1caée potentlal

handicaps, including .secondary handlcaps for the sample
Head Start children? Did- screening results indicate poten-
. tial handicaps in the areas in which the sample children
? were later determlned to be primarily hand1capped7

/

= How many of the sample Head Start ch11dren were confirmed
as hand1capped in the areas in which schenlng results in-
d1cated potential hand1caps7 e e - .
@ fWhat type of screenlng services- did the non-Head Start pro-

.grams typically provide to handlcapped children?  What profes;

.sionals+were used to provide screenlng services? Wlth what ;

| Aagenc1es were they aff111ated7 I o
Atfvo~hanhat types of techn1ques did non-Hehd Start programs use to
- conduct screenlng in each of the six developmental ‘areas? - .

~

: R},”

5

1/;All Head Start .data are Chlld spec1f1c and aill non- Head Start data
_are: program-spec1f1c.fwm _ . E . o




o How do the .s¢reening procedures typically .used by the non- ..
Head Start programs:* compare to the screening services re- L
ceived by ‘the sample of Head Start handlcapped children?

It is also _important to note ‘the types of screenlng 1ssues not
con51dereo in. thls Teport. Since- the screenlng Services recelved by
a group of children who were- 1dent1f1ed as handlcapped were examlned
‘it is outside of the scope of the study to describe the types cof-
screening services or the efflclency of screening provided to all Head_
Start chlldren ~4ﬂand1capped and non- hand1capped 311ke. Data Only
perm1t an investigation of whether the approprlate sequence of screen- .
1ng and diagnostic services were prOV1ded to this group\of children,
glven that the children were identified as handicapped. A direct h
determlnatlon of the- quallty or validity of screenlng and d1agnost1c
procedures used in Head Start was beyono *he scope of the study as |
well ' o ' o

Head Start Screenlng Servlces'

Completeness of s Screen1ng Services , -
| Accordlng to the Head Start Program Performance Standards, all
Head Start children should be screened in each of the- six prev1ously
- mentioned developmental areas. 17 A child who 1is screened in each of
' these six =reas through regular program screening procedures was con-
 sidered to nave rece1ved cokplete screenl_g,serV1ces. Screenlng in

"any addltlonal areas. and/or more 1n depth Screenlng in any of the $ix

preV1ously mentloned regular areas const1tutes addltlonal screenlng
: Some chlldren may recelve ‘the Tegular screenlng services 1n fewer than,g
~the 51x ba51c areas,dthese ch11dren are considered to have recelved

partlal screenlng serV1ces F1nally, a. Chlld who 15 screened in fewer‘“

<:’\

"“/The standards however, do not. conta1n a clear Statement of screen-
‘ing. requirements for ascertaining potentlal handlcaps in areas | . -
~other-than those that are health- related. . The: discussion of health
“standards covers. ‘vision and- hearlng screenlng and physlcal develop-.
~ffent, whlle the other threé- areas are-mentioned .in ‘the section of

'he program standards related to mental health obJectlves.,- -




than the six standard areas but who also receives aadltlonal screen
' 'ing is considered to have received partlal plus addltlonal screening.
Keeping these definitions in mind, Table 6.1 presents the number of

’chlldren who rece€ived each of the four configurations of screen1ng
.serv1ces, accordlng to Staff report.

Program staff 1nd1cated that 49 of the hand1capped children in
‘the study sample (18.2%) received complete screening. serV1ces as

-f_sPeclfled under Head Start Performance Standards, and an addltlonal

87 ch11dren (32. 3%) received complete ‘screening services plus addi-
tlonal screening. 1/_ Thus,- acconding to staff reports, a total of
50.5 percent of the handtcapped children in the sample necedved com-

© . plete Ac&een&ng Aenv¢ceé as épQCLﬂLed by the Performance Standards .

o Partlal screenlng or partlal plus addltlonal screenlng was Te orted
‘ 2/

for 118 children (43, 89) and no screenlng serv1ces were. Teported:
for 15 chlldren (5 6%). . , | o | .

Data were also examlned concernlng the proportlon of chlldren who
were: screened in each of the six spec1f1ed areas (see Table 6. 2)
Vision and heaaLng were the areas in ‘which chitdren - ‘were most fre-
‘quently screened {84.4 and §7.0% respectively), while zhe fewest
numben o4 children wenre Acneened in the areas of Lntetﬂectuaz deveﬂop-x
ment and Aoc&at/emot&onaz devezopment (70.1 and 68.0%, nespectively).
The relatlvely lower proportion of children screened for. 1ntellectual
"and soc1al/emot10nal problems may be due to .the fact that the screenlng

-
;o

; ]lhis dlstrlbutlon Varlec by program IEEafIGﬁ‘Tsee TablefAé 15
: }Appendlx A);.57.1 perrent -0of the_children who recelved complete .
" ,.screening were enrolled in rural programs and 32.9 percent of the -
‘children who received complete pPlus additional screening were en-=l
rolled in rurzl programs. - Thus, rural programs reported the use. of
’fjmore complete SCreenlng procedures than urban programs : N

/Thls flgure 1ncludes chlldren who weré not screered as well as .
~children for whom the screenlng serV1ces were not reported or = &
T recorded ' _ _ :




R o TABLE 6.1 = )

~

N Py

Completeness of Screenlng Servlces Provlded to. the
Head Start Salee Chlldren
Completeness of Screening B ' -.% of Total
. 5No.5creening services reported : 5.6
B . . . . ’ _{ . - : . - R (N=15)
. Complete screenlng as spec1f1ed under Head T
, . |- start Performance Standards'“ B ' - 18.2 :
R B X - - - - (N=49)
s ‘Complete screening as specified under Head '
Start Performance Standards plus addltlonal 32.3
'screenlng Serv1ces o . (N=8T)
B ParL1a1 screenlng S 2 ‘ . S 24.5 ‘
. : L o (N-661
| partial screenzng plus some =~ ° _ 19,3 _
2l addltlonal screenlng - - ?\(N=52)
- Total** IR L .. 100
} ' B : S (N=269)
3




| “+ - TABLE 6.2 . -7 \
_Proportion\of Sample Children Screened in Each
\ " Screening Area
" Area Screening '\R'.__. ; . L % of Totali/_
L Vision . _ ! .\\ o L ‘ 84.4 .
- | S ‘ . S (N=227)
e Hearing - S - o 87.0
-Physical Coordination and Development - . -~ 76.2 .
- L o - e (N=201)
- Speech and Language : ‘ B o . 76.6 .
) | L S . (N=206)
" Intellectual Development . S 70,10
' T , . S o . (N=191)
Social/Emotional Development . 68.0
T - S . ’ (N=183)"

=1/A total percentage was not compﬁfed.Since.children-cou1d o
be screened in more than one area. Percentages are based
-~ on the sample of children (N=269). . - o

e .




jrequlrements for these ‘areas are’ not clearly defined 1n the Head
Start Performance Standards (see f, n., p. 6.3),

';Tlme of - Screening Completlon

v ~In order for children to. _receive serv1ces appronrlate to the1r ‘
speolal needs durlng the program year, the children with spec1al needs

- must be 1dent1f1ed (i. e.,_screened ‘and dlagnosed) early in the program '

~.year. The Performance - Gu1de11nes suggest that screenlng should be -com-
'pleted within 90 days, or three months, of program entry.. ThlS gu1de~-
'llne was, of course, met for those chlldren who: were screened prlor
“to~ program entry (24 9% ; see Table 6. 5) . For those chlldren who were
{screened follOW1ng enrollment (N= 172), Table 6. 4 presents. the distri-

. _bution of the study sample by cheﬁlatest month in whlch\screen1ng was’

‘\{conducted lK; Screenlng for 109 of these 172 chlldren (63.4% ) was con-

'h-ducted prior to January’, or within three months of program, entry (81°

of the sampleschlldren were enrolled by the end of September and an
additlonal é'S‘, or ‘a total of 90. 3%, were enrolled by the -end of
OCtober) Screenlng for 31 children- (18. 09) was conducted between .
_'"January and May, and "the date of the latest screenlng was not spec1f1ed'

- for 32 chlldren (18.6%). Theneﬂone, 4nc£ud&ng Zhose chtﬂdnen who were .
{f‘Acneened prion to ennozﬂment most of zhe’ sample childnen (65 4%). &e-;'.”
yf_cetued azt £eaét panttaz Acneencng WA ZLhin thnee monzths of pnagnam entry
ittn accondance WLth the gutdeztneé 4nc£uded in Zhe Penﬂonmance Standandé.

S Table 6.5 prov1des 51m11ar data for those chlldren who rece1ved '_.“
lffcomplete screening services. TAlmost-all. »:the”ch;ldren who recelved o
Screened. prlor to January (69 or

compld&e screening serv1ces wer
1867 39), or within three months of program entry. Thué Acnecntng was
f'conduczed earlien in the progham yean. 60& children who necatvad com-
fapzete Acneentng AQAVLQQA than fonr chtzdnen who &ecetued pant&aﬂ dcneen-
SAng services. ) ) ‘ ‘

»\l Tabie 6 6 1nd1cates the month of completion of regular screenlng
iifor each screenlng area.’. This table con51ders only those chlldren for
fjwhom screenlng was completed following enrollment In flve of the $ix

L= /These data 1nclude chlldren Who'dld not receive com lete screenlng
These data simply indicate-the latest month in which some form of
‘screenlng was’ conducted ' e . .

6.7

13y




TABLE 6.”

tompletlon of Streenlno Prior to/After
' Enrollment 1n Head Start
When Screening is Completed =~ © % of Total i
‘No.screening°5ervices reported - 10.4 A I o
. o R L - (N=28) -
Prior ‘to enrollment ‘ | o 24.9 -
I C. (=67
B B ' - . ) -
'After-enrolﬂment L 63.9
A . Ce : ' » (N~l72)
Inltlated prlor to. enrollment . ;0 7
'“jand completed after enrollment . (N=2) :
| Totalsx ' . C 100 )
: ' S o (N=269)

/Includes 15 children for whom no- screen1ng services were'
provided ‘and 13 children referred to Head Start because of

- identified handlcaps ‘but for.whom Head Start staff had no:

ﬁ.knowledge of screen1ng services these chlldren may‘have
-recelved . ‘ :



J
/
;

“TABLE 6.4

 -§atés§:Mthh Screening Condudted After'Enrdllmentl/ -

o
w

‘Month Screening Completed SO s of Total

August, 1976 - o 1.7
,. ' Lo L ' : .; o (N=3)
Sepfember,.1976 o - R .‘ 5.2
. | ’ _ | ‘ - (N=9).
| : : S : , S
 October, 1976 = = - ' . 18.0. -
o) o 31y
| November, 1976 . . | . 2009
bt ] | -l ' | (N=36)
| December, 1976 o o C17.4 .
| _ N : o (N=30)
January; 1977 o o o  ~' " 3.5 .
.February, 1977 - ' : - f-~ T 59.9 ' o
" '{.March, 1977 | - . e o 1
S . Tl o T (N=3)
Ff:‘prrii, 197Zf5-._ o LT . 0.0 .
| R o SRR ‘ R0y
My, xer7 o f T g
1 SR Co R A T (N=s)
_Not Specified 2/ S 186
. . S R . L 77~' L(N=32) :

A

| Totarx - - 100%% |
| o A (N=172)

fiuvi/InCIudéSIOnly.children;for-whom screening Eefvites'WérbiconduCﬁed‘ =
<+, after their date of enrollmént  (N=172). These data reflect the

- latest date screening was reported for sample ‘children. Theserdaté;_f.

“therefore; also include the.latest date of screening for children .

who did not receive compléte screening in accordance with Head Start
Performance Standards. : B S P

daté of screening completion was not reported. .

r

F'Z/Theééfthiidreh had received complete screening services., but the

6.9
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TABLE 6.5 | .

- Month of Screening Completion |for Children /
Who Recelved Complete Screenlng After Enrollment=

FEERY: T“/*‘{ e

D “;Mohth Scregnlng Completsd

S S — - L

. ] ; _‘ " /-
Prior to August, 1976 : s S 1. 7
L C //. - S 14)//’
) Augﬁét*- October, 1976 e ‘}/ o 7/4
o ' R 6 / (N‘26)
o C > - . £ N //
 _November, 1976 - January, 1977/ . 44,2
" February - April, 1977 . 9.5
. B o . ' (N“9)
‘After April, 1977 . A
e . (N= 4)‘2

L-

" Totar . - 1000 =
SOl e (eesy

/)

/Does not 1nc1ude 41 chlldren who recelved complete screenlng v
.services that were, in part, provided by ‘agencies other than

“Head Start (and not coordlnated W1th the Head Start screenlng
process) : - L o



 TABLE 6.6

Nonth of. Completion of Regular'Screeningl/by_Scfeéning Area-

| fowth
.| 9Creening-
Cbmpletes l

Vision.

 Hearing
¢ of Column

§ of Column

| uRegular Screening Area :Q‘f o

Phy51Ea1
- Coordination

Sppech and -
. and Devel vment

Language

A of_Column % of Column

Soc1a1/

Intellectual Enotional,

! Development  Dévelopment
{ of Column

{ of Column

| Totaltt

1. Prior to

v August

|- January, 1977

| Februaty -
- April, 1977

VI‘ ‘After
K ;Apr11 1977

| August, 1976 :

| October, ;975”
‘Novemher; 1976~

or Not. Spec1f1ed/-fl" |
B ,Not Screened S

o,
| o ()
Bl
“ete)
(e
B4

Ba

(N=66) "

wo o ow g
e N=172)

I 151
(N=26) - {‘ (He26)

34 3 01
(N=59) (N=70].

TR B 197
(N=sq1 s (Nd0) (a3

A T

YRR

40T
(N=70)

ey

13 [
(N=31) o

| ‘[N#172)

100
©(Ne172) ¥

18
(NéZZ)‘ -

: (N=22)

36,0

ety |
180 |

- (W),

: 5.8
(7). ‘,ﬁ.,.(N=3)- L

N T R L 8

(N'10)

EXE
(N?3)‘-

5.6
Vi)

‘Viiflnciudiﬁgbniyﬂsgmple children fq;,whohlécrééﬁingﬁascpmpleted aftor entollnent (he172) e
R B S SR S




I

‘areas (excludlng hearlng), ccreenlng was predomlnantly completed be-
tween August and ‘October- (ranglng from 34.3 to 40.7% of the cases),
..~ and was secondarlly completed between November and January (between'7'
- 718.0 and 29. l%) Jn hearlng, the order- is reversed hearing screen-.:‘ﬁ
. ing- was predomlnantly completed between. November and January. (38.4% )

fand secondarlly completed between August and October (33.8%). The .
relatlvely later time of completlon of- hearlng screen1ng may be due’
to the need for spec1al equlpment and d1ff1culty in obta1n1ng/schedu11ng
the requlred equ1pment or serv1ces of speclallsts '

' In summary Acneencng Aenv¢ceé 504 mos % 05 the ch&tdnen in the i
' Atudy sample wehe conducted pnlon Zo. ennotzment On within three. monthé,
05 program entny, in accondance with the Head Stant Program Penﬁonmance

;GuLdeﬂ&neé (776 .ok 68.0%). Howeven comgﬁete Acmoentng wmA nepoated
fon only 50 pencent 04 the ent&&e sample. )
|

Profe551onal Prov1ders Used for Screenlng SerV1ces _

For’ most of the screen1ng areas, screenlng was most freqﬁently
';&conducted by a speC1allst tra1ned in that area—/ (see Table 6 7) .
. Vision _screening, for example,

5 was most often conducted by . a pub11c
ﬁﬁ;health nurse ‘(20. 46) or. a medical profe551onal (14, S%) An. audlologl

Lor speech theraplst was most frequently used for hear1ng screen1ng
(35 7%) For phy51cal coord1nat10n and development theqmost freque;t_
used screeners were medlcal profe551onals (29. 49) or Head Start staff
‘(19 0%) Speech theraplsts or audlologlsts most frequently conducted
'peech and langLage screenlng (33.1%). Flnally, however Head Start
wtaff were’ most frequently 1nvolved§1n screenlng in the areas of . |
”jflntellectual development and’ SOC1al/emot10nal development (45.4 and
4fd40 9%, reSpectlvely) 2/ The pattern of prov1ders used for addltlonal
T\ifscreenlng 1s much the same (see TableAA6 2 Append1x A) except that

g . .." ot " - .(, ‘ ‘_ ".. x N ) Y 4 o ) . ] .
‘,l/A speclallst may have been on the Head Start staff in- wh1ch .case he’“
'~ she ,was’coded. into- the approprlate speC1allst category rather than“,
“as. "Head Start staff. " ) - S :

| /Observatlon technlques aéd d1agnost1c tests, whlch can be admlnlst-

- ered. by gead Start staff who are trained to. do SO, were frequently
used to screen 1n these areas. - : -
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“epsyChOIOgists or psychiatrists are the primary \TOV1derS of addltlonal

‘ screen1ng in intelléctual development ‘and socialAemotional development
(5.2 and 7. 8%, respectlvely, of the total sample a d 31 1 and 47.7%

. respectlvely, of,chlldren who received. ‘additional sareening in the

. areas) Furthermore. most of the agenC1es or profess'onals who were'

'chosen for prOV151on of screenlng services were. selected because they

were regularly used as part of the program's establlshe screen1ng//

. network ‘(see. Table 6.8) as. opposed for example, to selec ion for a
partlcular child., It As appadent then, that, on a deguﬂaa estabe

Hﬁﬂtéhed basis, the H@ad Stant p&og&amé Atudted ‘are often ut& Mzdng

’,the éQdV&QQé 05 paoﬂaéélonaﬂé tnalned An dreas aezeuant Zo t@h ‘ _
scheendng areas 60& a zanga pO&t&Oﬂ 0f thein éC&QQnLng éQdV&Ceé even :;

Afwhen these pdoﬂedé&onaﬁé have o be bnought in 6¢om othexr agenaleb

‘g 7‘~"Agency Afflllathn of Servlce PrOV1ders

: A The Lnd&V&dudﬁA who pMOVLde Acaeenlng Aedv&cab ‘to Head Staat
iw{f.“]hand&aapped ch&ﬂdnen wenre mosz 6dequent£y empﬂoyed by. Head Stamty/
“:1fregardless of screenlng area (see Table 6.9). The second most }- :
‘ﬁfrequent agency aff111at10n of scneenlng prOV1de7s var1es by screen-f
"1&1ng area. Profe551onals aff111ated w1th publlc or.state health

L;departments prOV1ded V151on and’ hear1ng screenlng for 19.0. and 19.3
‘?fpercent of the sample ch11dren, resaectlvely. In the areas of- phy51cal
-cﬁcoordlnatlon and development and speech and language, pr1vate practr
vtloners or consultants provlded screenlng to 14.9 and 12. 6 percent
‘lTiof the . sample, respectlvely As Table 6.10 1nd1cates, pr1vate ”
.ﬂlpract1t10ners/consultants, hospltals or pub11c school systems were

”most £requently used for provlslon of addltlonal screenlng serV1cesf

. If is .very . noteworthy though that prov;ders aff111ated w1th publlc

! /Thls group 1ncludes Head Start Staff w1thout a speclalty area (1 e.,
' regular teachers; aides) as well as specialists (l.\.,.&UlelOglstS
psychologlsts) on the Head Start staff S : : o

. 6.14
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- T T - “‘-—-—-—-_———.._...—_.—.._q
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. | Jgeney Used 0T o goce
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school systems are very 1nfrequently used for regular screening
services Tfrom 1.1% to 10.90%; dependlng on the screening area).

:Funding SoUrces

__Regardless of screening area, §treening services were usually
funded by Head Start Basic or Supplemental Grants for about 50 per-
cent of the children, depending on the screenlng area (see Table 6.11):
State or public school monies ‘WeTe a secondary source of funding for
screenlng.l/ However, Head Start staff d1d not know or did not re--
port .the funding source for screen1ng services for up to 33.1 per-

. cent of the sample children, dependlno on the screen1ng area. It 1s
therefore difficult to’ accurately descrlbe fundlng sources Wlth such

~a large '"no response“ ategory 2/

Technlques Used for Screenlng

Table A6.3 - A6. 14 (see Appendlx A) outline’ the technlques used 1
for regular and addltlonal screenlng in 'each screen1ng area. Since  r
most children did not receive addltlonal screening (between 74.0 and -
87. 7%);;on1y the pr domlnantly‘used techniques for regular screen1ng
of sample ch11dren w1ll be summarlzed below:

\

° - For v151on the Snellen PIcture Chart and the Tltmus were

most frequently used (43.9 and 10.8%, respectlvely) A o
e ° An unspec1f1ed audiometric exam was the most frequently SRS
: used ,technique- for hearing screening (43.5%).. This cate<

. gory encompasses a variety of techniques that are used in
o conjunction with audiometric.equipment (e.g., pure tone-
;sweep, air and/or bone conductiony, etc\Q /

e . In the .arega of phy51cal coordlnatlon and\development, a
- ‘ phy51cal exam or the Denver Developmental Screening Test
-.were, most frequently used: (29.0 and 13.4% \respectlvely)

= ) An unspecified formal (standardlzed) test. was most fre-
quently used’ for purposes of speech and language. screening
(24.2%) although the Peabody Picture Vocabulary\iest ob- .
servation technlques and locally de51gned assessments were

\‘
N,

.v 1/It is not known 1f State funds 1nc1uded Med1ca1d monies. v\\

Z/AlthOLbh the large "nig" réSponse——category to the. question. co\cern-ff”
- ing sources of .funds-for screening services makes ~conclusions \ _—
s 1nfrequently\\\ -

r

tenuous, it is interesting to note that EPSDT wa
' tloned in thlS regard (see Table 6.11). -
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TABLE 6.11

Fundihg Sources for Régulnr Screening by Strecning Area
Screening Afeﬂ Funding Source .
)/'{., i . s L =
< g ) - llead Start - Joint Funding .1/ .

/. S : - Head Start Supplemental (Head Start/ Public State : / No
Total** Basic Grant (P,A. 26) other agency) Schools Fupds OtherZ Response
¥ of Row . i of Row $ of Row $ of Row 3 of Row "'$ of Row % of Row % of Row

N ’ L i ) B ; -
‘Vision . 100 . 44.6 : 6.3 RIS . 7.8 - 9.3 14.9 17.1 -
. o " (N=269) - (N=120). (N=17) ) (Nf'Zl) (N=25) ‘(N=40) (N=46)
Mearing 100 S31,2¢ 17.5 . 0.4 8.6 12,3 15.6° . 14.5
R . (N-269) (N=8§) (N=47) (N-l) (N=23) (N=33) . (N=42) (N=39)
‘Physical 200 : 3.9 9.3 - * o202 7 l' : 13.4 24,2
Codrdination (N=269) {N=118 N=25 S =6). - (N= (N=36 (N=65
‘and -Development . 5 { o ) o Fl‘ (N=19) . Af” 36) ™ 95{;
“Speech and .100 . Z4.5 . 24.2 - .57 . 7.8 8.6 . . 8.9 24.5 »
:quguage (N-269): (N=66) (N=65) - - -/{N-4) . *7 (N=21) (N=23) (N=24) (N=66)
“Intellectual 100 . 47.6 7.4 VAR . 2.2 4.8 0 6.3 30.5
_Developmgn; i (N=269) (N-128) {N=20) - e (N=3) (N=6) - (N=13) (N=17) - ‘iNJéZ)
Sockal /tmotional 100 2.0 - 12.3 4. 0.7 2.6 3.7 5.6 33.1
Developmcnt (N=269) (N=113) '(N-33) {N=2) “(N=7) "(N-IQ) (N=15)° {N=89)
l/I)ocs not include Ndad ﬂtart/BlH Joint Iundxng

/lncludes Head Start/BFH Joint FLnding, EPSDT

.
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also used with-.some regularlty (8.2, 11.9, and 8.2%, re-
spectlvely) ‘

®. A diversity of techniques were used for screenlng in in-
tellectual development, ‘including the Denver Developmental
‘Screening Test, the Learnlng Accompllshment Profile, other
formal (standardlzed) tests, and locally d~ signed assess-
ments (14.1, 12.6, 11.5, and 14. 5%, respec .vely).

¢ Again,. no one technlque was predomlnantly used for soc1a1/
emotional development screening,. although frequently used
techniques include observation, the Denver Developmental -
Screening Test, locally. de51gned assessments, and the Learn-

- ing Accompllshment Prof11e (17.1, 13 0, 11. S , and 9.3%, re-
spectlvely) _ ‘ ' - ' T

Ident1f1cat1on of Potent1a1 Handlcaps_

-Table: 6. 12 1nd1cates the proportlon ‘of sample ch11dren for whom_.
screenIng 1nd1cated a potent1a1 handlcap in each screenlng area by .
primary hand1capp1ng condition. The areas enclosed in boxes indicate .
the relevant screenlng area(s) for each primary . handlcapplng condltlon;
:For example, V151on is the relevant screenlng area for children who g
" iwere classafled as V1sua11y 1mpa1red - Moszt o4 the ch&tdaen who were
’cﬂaéététed Lnto a given nandtcapptng categony were 4dant45ted as N
o potent4a£ y handtcapped An ZThe neﬂevant écneentng anreq. (ranglng from‘
Y ~71.0% to 93 3%, dependlng on” the handlcapplng cond1t10n/screen1ng
~ area). The table also 1nd1cates that for ch11dren in-any of ‘the
ii _ hand1capp1ng condltlons screenlng results: often suggested potent;al
) hand1caps 1n other secondary areas,‘as well. ' '

Lo Theoretlcally, w1th1n each handlcapplng condltlon screenlng
“results should have 1nd1cated a potential handlcap .in the relnvant
area for 100 percent of the children classified as handicapred. 1In
_d‘reallty, potentlal hand1caps in the relevant developmental areas
e were 1naJcatea for 71. 0 to 93.3 percent of the children in given
x handlcap category The other 7 to 30 percent of the children in
a glven handlcapplng condltlon were 1dent1f1ed as handicapped’ Wlth-
.out hav1ng been screened 1n the approprlate area or else the1r /

y _T,\
b

i
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" TABLE 6.12

’
-

Areas Hheré Screening Indicated a Potential Mnndiqnp‘by Rgpbfted Prtmary H

- . Screening Areas

andicapping Condition .

o e Physical Coor- - . Speechand  Social/
e . - | ; ‘dimation and  Intellectual  Language Fnotional
“tondicapping : Total**  Vision . flearing Bevelopment: Dovelopment  Development Develoment
 Condition . oo YofRow VofRow. 1ofRw SofRow 4 of Row $ of Row’ Y of Row -
“Visually Inpaired S 7 Y Y Y W0
o . ‘ (8=15) 1 (N~14) (N=1). L) (N=3} MN=2) . (Ne3)
Bling ST 2 I 1 S B B R X
S T I Y R (1 R (' Lo ey - {N=2) (N=2)
Nearing Inpaired - 8 los |z B LY T 19.0
_. o SR ) el e e (t=9) )
‘ . . ?~ P K T LT . .
Deal . R T S v 00 *

(n2) - L IR S 7

"“[?hysically'llan;licappcd Y- 54 RN b X S
o W3 - D). ) ey
Spccch ln‘paired'f T N N Y R LN o
I 0e50) 02 ) ()
liealth/Dévelopnentally * C T8 168 feeg
Tpsired o o (E30)(E) ) (He20)

Mentally Retarded

TR N 18.9
o) )

o3z 15,2
(=55) ()

. N
0.0, . 30
(N=12) N9y -

- V86 W3 s14
. , S35 (3 (RS) (N
leariing Disabled . - S g 2y o2
L ' W ’ (N',‘3l)' B (1) MR (1.7 ) ;(N'N)_ T
Brotiorially Disturbed R ¥ U T B PR
Y ) R ™ S - e

T S
) (1)

R ER T A
620y pern)

B fes | ]
LR o)

.
\

. ‘ v

te- Each percéntage was derived from the total maber of cases withis cack Handicap clagsification., - This, the First celL/shms that 14,

- .or 93.30, of the 15 cases in which visual impairment was.reported as the primarv handicapping condition, received screening in the 5
. vision dingrostic ar}__the screening areas of primary concern to each handicapping condition are enclosed fn boxes. | S




~.

;crgeniﬁg-results'did not indicate a potential handicgp'in that aréa.
Howéver, this:finding does not imply that this groupﬁbf children
feééived substandard screening services. Some children were diag-
nosed as handicappe&‘pr&or to program entry ‘and, in these cases, the
program staff may have elected to omit screening in ;he-diégnosed
areaé er'thése children - in which case, the children may still

- have been appropriately classified. Screehing may also have been ..

considered to have been an unnecessary step-:for children’who are

' Rélationship:BetWeen-Scfeening and Coﬁfirmationl/"

obviously, visibly handicapped and’these.dhilaren may have been

- directly referred for diagnostic éervices., For example, HeadIStaff‘:

stafﬁlcan iﬁmediately determine that a chiidlwith an artificial limb
will have problems with:physica1 coordination without waiting er
scréening rééﬁlts,fand that child can be immediately referred .for a
functional asSessment in that area. o ‘ - :

b

\.

When scfeening‘indicates a potential‘handicgp in a developmental .

’area,lqhildren should be referred to épproP;iaté specialists for mcré@f

extensive evaluation. Frequently children may mahifest7poteht}al
handicaps in more than one developmental aréa,g and, if this is the
case, they should be evaluated in each of the suspect areas. A child

'shbuld only be identified as handicappedlin a given area if his/her

handicap is confirmed by a ptefeSsiopal7diagnostician,'

FTable_é.IS{ilestrates the-frgquency with which potential.handif 

-éaps:identified,;hrough'sc;eehing were diagnosed.as confirmed handi-

caps.. In_aﬂmqét‘70 pg&cent~05‘aﬁﬂuinétanceé 0f ddentification 0§ a
potahtiqﬂ.handicap, chiﬂd&an‘aecaivad a confirmation of a'hand§gap

&

i é-'/Th_ese.dataiinciude primary-as well as secdndary handicaps. Thus,

each child may be represented in more than one developmental area.
. . . \\

'Z/For-eXamﬁlg, heéring impaired childrénloften have\broblems in the

: ,arealof speech and language as well as hearing.

v 6.22

157 -




TABLE 6.13

.ﬁ! - ¢ CaSés_in Which.SuSpected Handicaps Were.Confirmed
Number of Cases in which Percent of Screening
Screening Indicated - ' Cdses in which
Screening Area B . 'Potential Handicap ' Handicap was confirmed
| Vision J B 41 R 61.0 .
- SR _ L : (N=25)
szearing : A N T 47 - . S éé.7.
L . ) Rt ‘ _ o “ - {N=29)
[Physical Coordination ° 106 3 T 7508
s - and Dévelopment - B - , ' (N=78).
Mrntellectual Develoﬁmeht - 87 o . 66.7 _
. e : - ~ - (N=58)
& peech and-Language N -146. o : 1 82.2 :
_ _ : o n . (N=120)
Bsocial/Emotional - . - 91 I 56.1
|~ Development . B ~ SR (N=51)
grotal - s18 | 69.7 |
h } v : . . R ' - (N=361)

IF/Thié figﬁre exceeds_the3sample.size,(N=269 childfenj because some children
had more than one suspected handicaps. ' ' ' '

6.23
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- £

in -the nelevant debekopmentaz area. The hlghest proportlon of con-
flrmed hand1caps was in the area of speech and language where 146
cases were identified as potentlally handicapped through the <creen-
-ng process, and 120- -(82. 2%) of those were confirmed. Social/
emotional developmert "had the lowest correspondence 9l children
- were 1dent1f1ed as potentially handlcapped in this area, but only
}51 (56. l%) were confirmed as hand1capped in soc1al/emotlonal . .
development. ) ‘ |

Non Head Start Program acreenlng SerV1ces

,~Type of Screenlng Services Provided S

Accordlng to non- -Head Start program staff report, 19 of the pPro-
grams screen enrollees at the time of admission to the program (41.3%),
and in an additional l4 programs (30%), enrollees are identified as
'handlcapped prior to adm1551on (see Table. 6. 14). It ‘is not clear. '
whethe? screenlng is a part of ‘the identification procedures used in
these 14 programs or not. As Table 6 15 indicates, non-Head Start
programs that serve only hand1capped chiidren do not provide “com-

'prehen51ve screening to their enrnllees upon program enrollment,

On the whote, then, non- Head Start pnognamé seem to provide compre=
hensive Acneentng services to thein ennozkeeé Less 5naquent£y than

‘do. Head Start’ programs. However, it is also clear that Head Start

is a more comprehen51ve program than the group of non- Head Start _

;programs ‘studied, and it was. expected that the non-Head Start pro-

‘ grams would not provide screenlng serV1ce, to the extent that Head
Start does. Additionally, non-Head Start programs enroll chlldren
who are already diagnosed as handlcapped to a _greatetr extent than .
Head Start programs. do, which reduces their need to conduct complete

screenlng services.

. . - . -
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s TABLE 6.14

‘Screening Services Provided in Non-gead Start Programs -
Sctgening Service Type R 3‘:A % of Total
d " ] e ———— ——.

| Enrolleés screened at time of =~ - | 41.3
program admission ' , ' - (N=19)

Enrollees identified as handicapped ] 30,4 ]
before entering program o ' (N=14)

Otﬁer' - . - : 23\91
- ' o s - (N=11)

] No /‘Response - o | - . 4.3
' ‘ ' o S (N=2)
e ——— e
M
- | Total#* . ' _ - 100 -

N , . . . . ',‘ . (N=46)
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'. - o . " TABLE 6.15 . - i '
i . ] . i . ) [
) |

v
Screening Services Provided by Non-Head Stare Prograys to Lnrollees by Services to Non-llandicapped Children
G . ‘ . i .
. Creening Services
ArAing services .
iPresence of ' Enrallees Identilicd As Enrollees Screencd At Time -
en-danicarped - Totalx= Handicapped Prior to Program Entry of Program Admission Other
CRildren .73 of Row s of Bow .+ - 70 . 4 of Row ) % of Row
— . - : ;
Programs

Serviag only . . T S 1 D B - S L L0E2=6)
hanldicapped- - (N=10) ] oo (N=1) . ‘ ‘ o
children R oo -

Programs serving 1e0 : , .t ‘ > 38,9 , : : 19.5
handicapped and- (N=36) T (N=15) . - (N=19) : : (R=7)
nen-handicapped. R . :
chillren - ] . .
g
: ~ o 161 H
— 1
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‘Professional Prov1d°rs Used for Screenlng Serv1ces

Across screening areas, non-Head Start programs pr1mar11y relJea

. on stchologls*s/pSVchlatrlsts speech theraplsts/aud101001st= medi-
ical profe551onals 1nterd1sc1p11nary teams and staff teachers for
screening services (see Table 6. -17). - As with Head Stant programs,

'.écaaantng waé moAI 6ﬂaquant£y conducted by -a épQQLa£¢5t t&atnad in the -

_appdopm&ate area. The most cbvious dlfference between Head Start and
- non- Head Start Drograms is that non- Head Start programs pr1mar11y
'used psychologlsts/psychlatrlsts for intellectual developme t and -

social/emotional development s;reenlng, while Head Start hand1capped

'chlldren were primarily screerz=d by program staff in these areas. . -

Agency Affiliation of Service Providers

The non- -Head Start programs tended to use approx1mate1y the Same .
3pattern of agencies for Screening serv1ces as did Head Start programs
(see, Table 6.18-and 6. 7, respectlvely), except, of course, that Head
Start programs relied more heaV11y on Head Start staff, while non- -Head
Start programs used the publlc school system more exten51ve1y This"
ilS, in part, a functlon of the publlc 'school- aff111at10n of some. of
the non- Head Start programs.; ' '

-Technlques Used for Screenlng

Tables A6.15 - A6.20 (see Appendlx -A) present the technlques tnat"
non Head ‘Start programs reported they used for _Screening in each
screenlng area. ApprOX1mate1y one-half of the programs. did not Te-
port techniques used ‘for. each of the screening areas or did not con-
“duct screenlng in the area, but the predominant types are summarized
below The techniques used are very similar to the ones used by Head
,Start, except that the non- -Head Start programs 1nfrequent1y reported

w

162 -
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TABLE 6.16

Type of Screcnnng Provndcd in Each Screcning Arca by non- Hcad Start Progrnns]/'

¢

bcrcenxng Area

-

:hi/lncludeg bnly progréusfthat"providéd screening sefvices (N=30).

Ca
t
w

P

o

. * Speech and  Intellectual 'Socxal/Fnétxonal
~Type of - Vision . Hearing Physxca‘ D"velopm‘nt Language Development Development -
. ocreening - - \ of Column % of Column -4 of Column . i-of Colqgg } of Column % of Coluun
* Toralse 100 106 B 1 " 100 - 100
PR O Ne30) L (Ne30) (wesgy . 30) 7 (Ne30) (N=30)

c(.nml (provided 43,5 S 00 10,0 . 40,0 2 B £
‘| to, all cnrollees) (N-IJ) ,(N'IZ) _ (N=12) . : (N-lZ) (N=10) {N=10)
Specific (provided 209 00 s ¢ .9 . 36,7 3.3
;o selcctcd enrol. . (N=6) . {N=9) (N=9) . (g;Jl} © T (Ne11) (N=10) -
ees _ - . . o
Do not screen in 36,7 30,0 ©300 - gy T o300 L 33.3
| that arcs ' (N-ll) :(N=9) . (h=9) N ) I X)) . o (N=10)




x_ -
) TABLE 6.17°
_Type of Service Pitgj;ider ho Performed Sérewing in Each Screching .Ar.ei.v for Nou-licad Start Prosrams :
:géreéhigg Area : vai@i
S Pedistrician/ - o
. Other .Y . Pura- } L
: Licensed Speech  ° professional s Public Interdis- ' .
" o Paychologlee/. Medical  Therapist/  Medical Social-  llealth -ciplinary - Staff S
Not Reported Psychiacrise  Professional Audiclogist - Personncl Worker Nurse Temn Teacher - Other
Vision w2 s, 81 . R T T
S (N=10) o (N=9) o g_(N“I) . ‘ (7)) -3} (e2) {N=8) ...
lhﬁl‘ing 28,1 . o L \ 15.6 © 46,9 ‘ 3.1 - A .‘9.4 15.6 l b2 .. 15.6-
- (Ne9) . T (tks) - (815 . ey B L I () BN (A ) - (Ns5):
Physical 61 . X Y A T TR Y Y ,.31.2!?:‘
Coordination (N=9) 3 Ne13) o (WR2) (=2)  (N3)  (Nw6) (N=2) - (Nr10)
and fievelopment - S . S T TR L
Langiage 8. 8 . 3 Y I B Yv O [ S T % 3 62 -
S (N=9) R (1)) . +(Ne21). . o (Ne2)  (Nw6) (N=4) (#=2)
Intellectual L e
Developent O3 T g62 3 L o % B £ 50 L2009 18.8 6.2 .
AL (N11) . (Ne18) ) (K1) s ) e ) ()
Sociat/ W2 s2e .3y 31 D1 sa, 31 By %o . s
Baot fonal < (=10) - usl0) - (D) =1} (K1) - Na})"  (N=1)  (Ne9) AN=B) 7 (N=4)
e ‘ o e L L

m:’:.m{l' i Aternate progruss provided scrcening services (including the prograss, that did not vespond to the questivn , ce
+ related to type of screening services provided; Table b.14). Percentages in-each cell ure coiputel bn the hasis of ' '
. 32 rather, than Tow or colusn totals because programs were allowed to indicate more than one: type of provider for
- euach screening area. ... o - ’ . T | : _ S

RN
. . s
13

v+ U

'

L . : . . B L
Y . . . Lo h
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| TABLE 6,18 ' I
Agencies That Provhlod Screening Services to Mon-Head Start Pfograms by Screening Area
| Screening Area - B A ‘ Agency
| | | Public
R - Private - or State  Social Public  Easter University
. A Not - Practitioner/ : Hlealth Services School -Seal - Affiliated -

. o " Reported  Consultant fospita:  Department  Department System  Agency laci:ities  Other
L T T o.ons SLoo 80 31 9d s
i . _ (N=10) (N7 M=), () (D) (N=8) -(Na1) (N=3) L (Ned)
learing B0 125 31 94 - 34 A 62 156 25.0
e ({=8) - (Ne4) (=)  (#=7) M) (N (N=2) (N=5) - (i=8)
< Physical - R S Y T S 6.2 STV S P
Coordinat on L (NeB) (N=12) ‘ VT (D (N7 (NeS)  (Me2) CE L e
“and Development o ‘ o o ' T
Speech and Y N IR WA 94 62 a6 | -
“language - (D) (¥=3) 5 (¥=2) (1) L (Nl (NeD)  (NZ (N=13). |,
Intellectal . 51 0.4 X I TR w6
£ Developnent (N=9) (N=3) (N=3) (N=3) . (NelL) (Ne) (Ne2) {N=13)
Secial/ B 94 . * nps g M4 31 04 Y g |
- Emotional ; (N=9) (=3) : (N=4) (N=2) (Ne11)  (N=1)  (N=3) o (NeD3)
Development : . - ‘ ' -

“Note: Only 32 Alterrigfé‘programs provided scfeening services (including the programs that did not res
B type of -screening services provided, Table 6,14). Percentages in cach cell are
column totals because prograns were allowex! to indicate more than one type of p

pord to-the question related to-
comuted on the basis of 32 rather than row or .
rovider for each screening area. | :

o1
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use of the Denver Developmental Screening Test or :the Learning Accom-
- . _ o s ' ‘ : e
plishment Profile, both of--which were moderately used by Head Start
in three screening areas. : |

° For vision,fthe Snellen Picture Chart was most frequently
used (19.6%). - ) ' ~ o ,
®  An unspecified audiometric-exam was most frequentiy used for

hearing screening (23.9%). _As with the Head Start programs,

" Trcendivnction with audiometric equipment. . .

° A physical examination or a formal;(standar&ized) test
were most_frequently used for physical coordination . v
and‘dqvelopment_screening (17.4_and 10;9%, respectively).

e  In the area of speech'and language development, locally- -
designed assessments, the Peabody Picture Vocabulary . .
Test, or other formal (standardized) tests were most
frequently used (15.2, 10.9, and 8.7%, respégtively)ﬁ

0

Unspecified formal tests were most frequently used
- for screening in'intellectual-development.»' o
P e A diversity of techniques were used te screen in
: X SOcial/emotional,development, inicluding observation
techniques, the Vineland Social Maturity Scale, and
other formal (standardized) tests (13.0,. 10.9, and

8,7%,;respé;tive1y). ' e

H

Summary of Findings

® . About half of the sample handicapped children in Head
Start .received complete screening services (i.e., were
screened.in each of the ‘six developmental areas), slightly
less than half of the children were screened in fewer than
- the six developmental areas and no screening. services
reported for a small proportion of the children.  In ge¢rms
-of -the individual developmental areas, almost all the £
dren were screened for vision and-hearing problems, a
A intellectual
. - development and social/emotional development. . o
Y e At leastASOmefscreening'geTVicesqwere conducted -for 65.
' o percent of the sample children within three months, of .
' ?rOgram entry as recommended by the Performance Guide-
inggfw_Further,‘prqportionately more children who re-
ceived complete screening services were screened within
three months Sf program/entry as .compared -to children who

> the screening areas most often omitted were

. : <
. oy
e .

Teceived partial screening services. . However, this also *

indicates that screening was not conducted “within the time
frame suggested. by the Performance Guidelines 'in more than

one-third of’the‘casesﬁ

~ : T -

this category encompasses a diversity of techniques used in

Y
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‘In most cases, the sample hand1capped chlldren s screen1ng

was most often conducted by a specialist trained in the

appropriate area, except that ‘Head Start staff (excluding
specialists on the Head:Start staff) most frequently con-
ducted intellectual development and soc1a1/emot10na1 de-
velopment screen1ng Across all screening areas,. the pro-
viders of screening services were most" frequently employed .
by Head Start. Other predominant screening 'providers-

were affiliated with publlc or .state health departments
(vision and. hearing screening), or wére private practition-
ers (phy51ca1 coordination and development and spéech and
language screening). . The Head Start children were in- .
frequently screened by professionals affiliated with the
public school system.. Finally, screen.ng servicés were
usually" fﬁnded by Head Start Basic or Supplemental Grants.’

In a maJorlty of the cases in which screening results in-

.dicated a ‘potential handicap, children received a confir-
‘mation in the relevant developmental area. About .30 per-

o

'Less than half of the nomn- Head Start programs generally
 screen their enrollees at the time of admission. In about

cent of the secondary suspected hand1caps identified
through screen1ng were not conflrmed in the: d1agnost1c
process. o e . . :

one~third -of the progryms, children are diagnosed’ as
handicapped prior ‘to pnogram entry.: These and other data.
indicate that non-Head ‘Start programs enroll” prev1ously--

Vleagnosed children to a greater extent than do Head Start:

programs and that Head Start programs provide screening .
dnd diagnostic services .to' previously nondiagnosed ch11-
dren more often than non-Head Start programs.

Non-Head Start programs primarily used spec1allsts‘1n the:
appropriate developmental area to conduct screening ser-

‘vices. The agency affiliations of the screening pro-

viders were..similar to those of the’ Head Start providers; -
except that non-Head Start programs used the pub11c '

.school system extenslvely

. Non-Head Start. programs reported us1ng the same pattern of
. 'screening “techniques as did the Head Start programs, except’
" that non-Head Start programs used- the Dgnver Developmental

‘Screening Test and the Learning - Accompllshment Prof11e to ..

- a lesser extent that Head Start.s‘

6.32 -
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DIAGNOSTIC SERVICES . ' _77
Upon completlon of the screenlng process, those ch11dren/'dent1-
fied as at "risk" are Seen by appropriately trained rofe551onals .
Y approp y P e

for further evaluatlon. The ObJeCt of this second evaluat1onkpro’éss o
3occurs to 1dent1fy handlcapped children from those who are function-
l'1ng within the range of normalcy or who are only temporarily tmpa}red
h;or delayed.. 1hls second more comprehen51ve evaluatlon is termed -
“dlagn051s. A ch11d may be con51dered to have an’ 1dent1f1ed handl-.
tcapplng condltlon only 1f d1agnost1c results so 1nd1cate.'

The ba51c issue addressed 1n thlS chapter is the extent to Wthh ‘
the sample Head Start handlcapped ch11dren rece1ved complete and
approprlate dlagnostlc serV1ces/ This 1nc1udes a dlscu551on of\the'

';follow1ng key questlons o /; X ' -

\_‘ﬂv”:Dld the handlcapped ch11dren in the samvle recelve
' 'd1agnost1c services? - How~thorough ‘were the reported
d1agnost1c evaluatlons7 : - Co :

e . Did the reported prlmary handlcapplng cond1t10n of each
' child cotrrespond to -the developmental areas(s) in -which ' _
‘diagnosis was. performed? . Wege: any children identified .
_as: handlcapped w1thout an approprlate dlagnostlc evalua— T
‘tion? . ; a

. When in .the program year were d1agnost1c evaluatlons
' :completed? "Did this - ‘allow Sufflclent t1me for plannlng ,
‘classroom and home act1v1t1es? S . ; S

‘o Were properly tralned professionals respon51b1e for
" diagnoses and what agenc1es were prlmarlly ut1112ed9

Cme
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® D1d Head Start pay for d1agnost1c‘serv1ces oT were - other'
' methods of payment arranged? To what extent were Head
Start yrograms able. to secure inkind services?

e !/ What types of techn1ques were most frequently used to
- diagnose children? . v

°. To what extent were parents involved in the- d1agnost1c
process9 "How were they 1nvolved7 - ,

e Were d1agnost1c files. ma1nta1ned on each child? What
' type of information-was included in these files?

‘e - What types of dlagnostlc services did non-Head Start
.programs provide? -

/

_~~" For the purposes of thlS study, a model of the 1deal d1agnost1c
process was developed .This model was constructed in part; from the
’guldellnes set forth in the Head Start Performance Standards and, to B
a greater extent from extenslve conversatlons Wlth the staff of theAvQ
" Admlnlstratlon for Chlldren, Youth and Fam111es Therefore, some
components of thlS model are mandated for all Head" Start chlldren
while others. are con51dered des1rable, yet are not formally required.,

4';:The 1deal d1agnost1c process may be viewed as -consisting of . three;ﬂ
hfcomponent functlonS' 1) conflrmatlon, 2) functlonal assessment and
- 3) dpvclopment of service recommendatlons A handlcap can only be
‘conflrmed by a trained profe551ondl and conflrmatlon may (but does -
'not.necessarlly) entail the assignment of a caﬁegorlcal label, such
S as) "v1sually 1mpa1red" or "emotionally disturbed.” A functional
:»,;4assessment is a descr1pt1ve summary of what the- ch11d can and cannot
"‘4do. While a conflrmatlon 1nd1cates the nature of "the haﬁdlcap\(v1sual
'emotlonal), a functlonal assessment spec1f1es the. egtgnt of the
'Q“developmental dlsab111ty (cannot focus on close QbJects, short atten-
“tion span). - Finally, recommendations. are maip for any necessary ‘
'~dtherapy, medlcatlon, spec1allzed serV1ces or . educat10na1 1ntervent10n

ryDlagnostlc recommendatlonc 1nd1cate the approprlate treatment ‘to be
PrOV1ded . T SR ' '

Furthermore, the d1agnost1c process should not be an 1solated
foccurrence, 1nv01v1ng only the child and the d1agnost1c1an Ideally,
_the child's parents and teacher should be 1nvolved in each step of
_the process; ‘Their input-into the; pre11m1nary gather1ng of 1nformat10n




‘and the1r full understand1ng ‘and awareness are needed to ensure that
ﬂapproprlate services are 1dent1f1ed and utilized, F1nally,-all

. relevant. diagnostic 1nformatJon should be translated into a compre-
hensive Plan of" services wh1ch is tailored to meet the 1nd1v1dual

,needs of each -child.  This plan should encompass not only 1mmed1ateh S
~treatment relat1ng spec1f1cally to the hand1capp1ng cond1t10n(s)' \

keach chlld but also should 1nclude gu1de11nes for educatlonal in- -
,structlon parent 1nvolvement social services, health and nutrition.

A d1agnost1c file (whether part of the 1nd1v1dual plan or as a

. Separate entity, should:be maintained for each hand1capped child. ThlS
file should include written. documentatlon of all 1nformat10n gathered-
through screen1ng and d1agn051s

Informatlon was gathered concern1ng these aspects of the d1ag-
nost1c process as well as the time of completlon of d1agn051s pro- -
V1ders of d1agnost1c services. their agency aff111at10n technlques,
and fund1ng ©8ix developmental areas which- correspond to the areas 1n

which screening is. conducted were identified:. vision, hear1ng, _
'phy51cal coord1nat10n and development 1ntellectual development speech

‘and language, and soc1al/emot10nal development. Pertlnent d1agnost1c .
'1nformat10n was recorded for each child according to the developmental - Lj
area(s) in which d1agnost1c services were performed In addition, o
comparlsons with the 46 sample non- Head Start programs were addressed
when appropr1ate Withln this chapter,'all Head Start data are chlld-
specific and all non-Head Start data are. program- spec1f1c

Head . Start D1agnost1c Serv1ces

A551gnment of a Categorlcal Label

_—

The Categorlzlng of hand1capped chlldren has always been a - ‘_u»f
sen51tlve issue because, in many cases, the a551gned label will be N
fapplled to a child throughout hls/her 'school career. Furthermorei
1n llglt of the recent accusations of cultural or rac1al biases in-
herent in many of the testlng techn1ques, the appropr1ateness of -the
labels a551gned often falls into serious question. This study d1d
not attempt to determ1ne if chlldren who were 1dent1f1ed .as handi-

capped were - categor pzed approprlately but rather if ch11dren were




assigned a_lahel,on the basis‘of'apdiagnosis conductéd by a quali-
fled diagnostician.  That is, no assessment of the quality of exist-
'ing.confirmation services was‘undertaken,fbut rather an examination -
of whether the children-received the confirmation component of

d1agnost1c serV1ces

WhLﬂe moat oa the Aampﬂe chitdnen ecedved a confirmation 05
handtcap in Zthe developmentaﬂ aaea appropriate o theth aepoated pa4~
many hand&capptng condtt&on mang did not. Table 7 1 shows the fre~
.quency of confirmations performed in the developmental area cor-

0.

respondlng to the reported primary handicapping condition. The

appropr1ate developmental area was determined on the' basis  of OCD : '“‘/
T ‘Notice A- 30-333-4, "Announcement of D1agnost1c Cr1ter1a for Reportlng//
‘;Handlcapped Chlldren in Head ‘Start. Therefore, a child with a re-

ported EI&EEIX handlcap of visual 1mpa1rment or bllndness should have hf
Teceived a confirmation of a handlcap in-the area of vision. Slmi‘ N
7\7n"1larly, a deaf or hear1ng impaired child should "ave been confrfmed

as handlcapped 1n the hearlng developmen -al area. /.

A ch11d reported to have a physlcal (orthopedlc) handlcap should

"show ev1dence of restr1cted development of gross or f1ne motor func- "
‘tiors and; as such, should have a conflrmed d1sab111ty rn the area
"of physical coordination and development. This saie developmental
area was consldered appropriate for health”or developmentalglmpalr-
‘deflne these disabilities

[ments also, since the dlagnostlc;criterl _

as "1llnesses of ‘a chronic nature or with prolonged convalescence 1n-,-;
_ cludlng, but not llmlted to, ep11epsy, hemophllfa, severe asthma, ’
'fetc.,'all disorders which would be dlscovered confirmed and affect

/

7‘a chlld's thSlcal development "1/ , . // . . B ‘ '?%

A speech 1mpa1rment (communlcatlon dasorder) 1ncludes "receptlve

'1and/or expressive language 1mpa1rment stutterlng, chron1c v01ce _
‘disorders, and serious articulation problems. i While the d1agnost1c le
cr1ter1a p01nt out - that speech probLems may be a result of other | '

S , /_-
o /

- ‘lllt was explained to’ respondenté that the developmental area of - :
N "physical coord1nat10n and development" included all health- A //7
a related disorders. ,/ R

. . ' . .o / - ’ N ’ . - . - . N .“‘
T e e - . - o : _ e

/ ' - o . . 3 . R __
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TABLE 7.1
Frequency of Diagnostic Confirmations Made in the Appropriate Developmental-
: . Area by Reported Primary Handicapping Condition
Handicapuing Condition and ) i/
(Appropriute Developmental Area)=’ ‘ )
L o - ~Confirmation No Reported
Total . Performed Confirmation
% of Row $ of Row = i of Row
Total - 1000 ° 89.2 10.8
: (N~269)A (N=240) (N=29)
‘Visually Impaired - 100.0 93.5 6.7
{Vision) (N=15) (N=14) (N=1)
“'Blind '100.9 83.3 - 16.7
(Vision) . -(N=6) (N=5) . - (N=1) -
Hearing . Impaired 100.0 9s.2 L. 48 .
(Hearing) (Nr21) (N=20) © (N=1)
Deaf 1000 100.0 ' *
(Hearing) (N=2) ’ (N=2)
Physical Han&icap . 100.0 - 94.6 5.4
(Physical Cgordination and . T (N=37) (N=35" (N=2)
"Development) : )
" Health/Developmentally Impaired " 100.0 80.0 .20.0 .
© (Physical Coordination and . (N=30) (Nw=24) (N=6)
Developqent) ) . . . .
.- Speech Impaired 100.0 98.3 2.0
- (Speech and Language) . (N=59) ~ (N=58) (N=1)
Specific Learning- Disability +100.0 74.2 . 25.8
(Intellectual Development) - : . (N=31) (N=23) (N=8) . v
' Sericus Emotional Disturbance = 100.0 T 727 S 2743 - ' ’
(Social/Emotional Developqent). \( . -(N=33) . (N=24) ] (N=9).
‘Mentally Retarded = \e 1000 - c2p
(Intellectually or Social/’ N - ; (N=35) - =
Emotional Devqlopment)_ " - . '

Y 1he appropriate developmeﬁ;al areawas determined on the basis of OCD Nofﬁcg
A-30-333-4, "Announcement of Diagnostic Criteria for Reporting~Handicapped . -
Children in Head_S:art‘" . , . - . -

_A/Twénty~seven'ﬁentally'retarded cases receivéd/; confirmation of handicap in S
intellectual development; 11 mentally retarded children received a confirmation

of ‘handicap in social/emotional development. ‘Some of the total 35 mentally
retarded cases received a confirmation of handicap in both areas. Due to this
overlap, .it was considered that all mentally retarded children received a confirma-
tion of handicap in an appropriate developmental area.

: . -

>
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disorders such as hearing loss, mental retardatiou, emOtionalndisturb-
-ance or health'impairmeht? if. speech 1mpa1rment 1s the- prlmarv 1

handicapping cond1t10n reported a confirmation of a dlsablllty should
~have been reported in the area of speech and language. Chlldren with

secondary speech and language disorders’ should also receive a con-

- firmation of handicap in this area, but the flgures for thlS do not
appear on Table 7.1. 1/

Children reported to be mentally retarded show “51gn1f1cant subx
average intellectual functioning. accompanled 5;~Iﬁpa1rment in adap- -
tive behavior.”  Since the diagnostic criteria for this handlcapplng
condltlon apply to both 1nte11ectua1 and soc1a1/emot10nal development,‘
these two areas were con51dered approprlate for a COnflrmatlon of '

-

_ mental retardatlon

‘ Chlldren c1a551f1ed as seriously emotlonally dlsturbed who Te-
celved a conflrmatlon of handicap. in the area\of soc1a1/emot10na1 _
;‘development were " considered. to have receivid approprlate d1agnost1c
services, because. thlS dlsablllty includes . such behaV1ora1 symptoms
'as‘-’”dangerously aggre551ve towards others, self destructlv
severely withdrawn “vetc . ' '

Flnalry, a ch11d reported to have a spec1f1c learnlng dlsablllty
was’con51dered to have received. appropriate. dlagnostlc service if
bthere_was a confirmation of handlcap in .the area of 1nte11ectua1 de-

' veIopment' Since a great. deal of confu51on seems to. surround this
: partlcular handlcap, ‘the d1agnost1c cr1ter1a are c1ted in full

' Children who have a disorder in‘one or more of the ba51c i
\psychologlcal processes involved in understandlng or in
using language,,spoken or written, ‘which disorder may
manifest itself in imperfect ab111ty to listen, think, . S
speak, /fresd, write, spell, or do mathemat1ca1 calculatlons S
Such- dlsorders 1nclude such conditions as perceptual handi- - E
caps,.brain injury, minimal brain dysfunction, dyslexia,

. and developmental ‘aphasia. Such term does not include

. children who -have learning problems which are primarily

.the result of visual, hearlng, or motor’ handlcaps, of

S

17Tab1e A7. 1 shows the conflrmatlons of handlcap (prlmary and second—

ary) performed in all developmental area for children according
to the1r reported prlmary handlcapplng cond1t10n (see Appendlx A)
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mental retardatlon of emotlonal dlsturbance, Or 0f en-
V1ronmenta1 dlsadvantage. Forn preschoof children pre-~
curnsor functions to undenétandtng and ysing’ Zdnguage Sdpoken
or whitten, and computational oh neasowing ability are in-
cluded. (Profe551onals considered qualified to make this
diagnosis are physicians” and psychologiSts With evjdence of
special training in the diagnosis of leafhlng disabjiities -
and at least Master's degree level specj?l eduCators with.

- evidence of special tra1n1ng in the diagRosis °f 1earnlng

' disabilities.)l/ v

It 1s obV1ous that a learnlng disability is 4 Qomplex Condltlon re-_
‘ qu1r1ng specialized tra1n1ng in order to confitm such a handlcap :

' Since the cond1t10n is 'a result of pszcholog;Qal malfuthlonS 1n the

understandlng or use of language, rather thap the'EEQQHStng of

speech, per :se, a’ conflrmatlon of handicap ip intellectyyg - development.

(as opposed to speech and language) is: necesgﬂry - _'F_-

Retu_nlng to Table 7., it is obV1ous thﬂt for a- Slzeable number
of ch11d"en, there was no reported conf1rmat10n of handlcap 1n th _
developlental area that corresponded to the chlld S rePOrted pr1mary
hand1capp1ng cond1t10n A total of 29 chlrdren (10- 8% 0f ‘the sample)
“had no- reported conf1rmat10n of dlsablllty 1h the aPDTODrlate developzi
mental area. Serlous ‘emotional dlsturbance b@s the handlcapplng con--
dition with the greatest dlscrepancy, of the 53 cases reportlng this .
as the prlmarx hand1capp1ng condltlon, only 34 (72.7%) received a cOn*_v'-d
f1rmat10n of handlcap in soc1a1/emot10nal development There were “n :
n1ne chlldren ‘to whom" the label of. emotlonally dlStuTbed was asslgned';fQ‘f
-without approprlate d1agnost1c confirmation. SDeCIflu ]earnlng dis-- o
ability was 'the hand1capp1ng condition with tpe next largest dlscrep~“~'“'“
“ancy, eight children of the: 31 cases so labeled 4id’ ot report a : o
conflrmatlon of hand1cap rn the area of 1nte115Qtual development t,-{?e};}

[ G

1/7OCD Not1ce A-30-333-4, "Announcement of DiggRostic. Crlterla for Re-
portlng Handlcapped Chlldren in Head Start," September 19875, p. 3.
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‘ The learnlng dlsabled also recelved a large number of conflrma—h

‘ tions 1n 6ther . developmental areas wh1ch further 1nd1cates that there

- was some conqu1on surroundlng the approprlate criteria for conflrma-
_tion of this hand1capp1ng cond1t1on (see Appendix A, Table A7.1). ‘In i

the order of descend1ng frequency the flgures are as’ fcllows 24 of

the 31 cases reported to be learnlng disabled (77 49) recelved a con-i
B f1rmat10n of hand1cap 1n speech and language; 23 (74. 29) were con-'
firmed as hand1capped in - 1nte11ectual development, 13 cases (41. 09)
reported a confirmed. d1sab111ty in soc1al/emotlonal development,.lz
(38 7%) had a- conflrmed hand1cap in. the area of phy51cal coord1nat1on o
:kand development four cases (12 9%) reported a conrlrmatlon of handl-
. cap in hearlng, and two (6. 5%) children also has conflrmed dis- ]
L ab111t1es in VlSlon ~While these figures, 4in pant neﬁzeat ahtzdnen N
WLIh multtpze handlaapé -the. Low: pnopontton 0f the Leanntng disabled. -
WLIh conétnmed handicaps in inteflectual deveﬁopmeni and the. thh i
5nequency 06 aonﬁ&ﬂmed dLéabLZLtLeA in’ zhe areas of 4speech and
£anguage, Aoc&aﬁ/Qhot&onaﬁ deuezopment and phyélaaz coond&nat&on ‘
and deveﬁopment Lndlcata a gene&az conﬂuélon and £ack o{\&nowzedge f s

. 2

cpncenn&ng this hand&capp&ng cond&t&on.

n contnaét daaé,.épeech mealned . and haantng med&&ed chtﬁdnen
~.had the h&gheAt 5naqu¢ncy 0f appnop&&ate d&agnOAth conﬁtnmatton. ' ’
Both of the deaf children in “the study sample rece1ved a conf1rma;
tion: of handlcap in- hear1ng, 58 of the 59- chlldren for whom speech

'1mpa1rment was the pr1mary handlcapplng cond1t1on (98 3 ) had a;“f :*ﬁ'
conf1rmed d1sab1l1ty in speech. and language, and 95. 2%. (20 of the Zl ‘
cases) of the hearlng 1mpa1red ch11dren were conflrmed as - such 1n

the area of hearlng _~~“Z“ '. o e . o 'Hb%@;

g Desplte the fact that no "hard data" were collected on the valld-?*

, 1ty of the asslgned hand1cap labels, even the ones that were a551gned3‘f
_f as a result of appropr1ate conf1rmat1on procedures, f1e1d staff had"
’W exten51ve opportun1ty to observe ch11dren 1dent1f1ed as handlcapped
The 1nterV1ewers reported that examples of both abuse and proper use..

7;:of categorlcal labels were eV1dent in the sample Head Start programs.

'Some ch11dren had. been labeled as- hand1capped due " to a temporary ear;[vf

~

1nfect1on (hearlng 1mpa1red), an allerg1c reactlon to a deodor;:er'” s

7.8




A*(health or dcvelopmentally delayed) or an ”unusual navel 51ze”
(physical handicap). One Head Start d1rector £expressed.concern be-
cause of the large number of Black children- d1agnosed as '"'speech

.1mpa1red” because of their rural dlaiect In- contrast, other pro—
grams were extremely cautlous about the procedures and outcomes of-
a551gned cateqorlcal labels ' Translated tests and’ tra1ned b111ngua1

"testers were requlred in one program wrth a predomlnantly Spanlsh~

vspeaklng population of ch11dren - In another instance, a ch11d who
'was ‘assumed at first to be.-a behav1or problem was later dlscovered
to be hearlng impaired. As a result ‘the teacher altered her class—
room approach to the ch11d (seatlng ‘him close to her, ~making sure he
watched her as she gave 1nstruct10ns) and the behav1or problems dlsi

“-

.appeared _'” S ;g'

F1na11y, f1e1d staff. encountered one; case in wh1ch a child was
referred to Head Start by . the pub11c schools because of a’ learnlng
fdlsablllty Several weeks in the program conv1nced Head Start staff
jthat there was nothlng abnormal about the child and he was reevaluated
by "an_ 1ndependent dlagnOstlc team. This subsequent evaluatlon Te-
'Vealed no ev1dence of a 1earn1ng dlsablllty and the ch11d's.records
were corrected accordlngly ; ' : '

T1me of Completlon of D1agnost1c Serv1ces .

. After screen1ng 1nd1cates a potentlal handlcap, the prompt Te-
;ceapt of d1agnost1c serV1cn is of the utmost 1mportance "Delays 'in
professlonal diagnosis 1mpede remed1at10n and/or treatment ‘and - thus
;effectlvely withhold needed services for. hand1capped ch11dren An
71nd1V1dua1 plan of - serv1ces cannot be properly«drawn up 1f‘the'
;eX1stence, nature, andvextent of a ch11d's hand1cap are not known .fﬂ;'
Flnally, conditions of a m11d or temporary nature may develop into
more: severe or chronic" problems 1f Ieft undetected or untTeated fori

'ahlong perlod of t1me.

: | Table 7. Z shows the¢ time of completlon of d1agnost1c conflrma-
tlons perform°d for Head Start children. ® Table 7 3 ‘shows when the
sample ch11dren, accord1ng to the1r reported pri mary hand1capp1ng
cond1t10n, received ‘a conflrmatrgg of a dlsabldlty in’ the develop-
mental area wh1ch corresponds«to ‘this pr1mary hand1cap (the area of

L
{

Ll




TABLE 7.2 - .

Dates of Confirmation of Handiqap_fof Head Start Children

Percent of Primary"f Percent of al 177

_Conflrw?tlon Dgte Handicaps . . Handicaps

August 1 - | 12,4 14.6
October 31, 1976 _ . (N=36) - ' (N=69)
November 1, 1976 - -~ - 21.6 S 29.3 -
January 31, 1977 : . (N=58) . T (N=139)
February 1 - .. 15.6 - 20.2
- April 30, 1977 - . o (N=42) © AN=96)
After April 30, 1977 - . 1.5 . 1 - T
, . ‘f} o | | o (N=4) '(N=6):q L
~Prior to August 1, 1976 - - 33,5 /340 , .
o R ’ - 7 ‘v (N:QO) /o (N‘=-161)
* No Confirmation .7 - 10.8 n/a
SO . N . U iN=29) 3
Date Unknown -, | R T 0.6
; - . ' (N?}Q) 5 o (N?3)?ﬁ';l 5

 TOTAL ** 7 = . o100 100
o T (N=269) - . (N=474)

'~ Includes both primary and §ecqﬁdary confirmed handicaps..

EBiq{Agf- O s 1.10




TABLE 7.3

Dates of Confirmation of Handicap in Area'nf Primar
‘ -for Head Start Childr

Confirmation Date

/.

Y Concern by handxcapplng Condition

Niagnostic' Area and’]andlcapplng Condltxun ‘

Vision Confirmation Hearing Confirmation Phxstal Conflrmatxon
Visually . llearing Physical llealthDevelop-
Inpaired Bling Impaired Deaf liandicap  mentally Impaired
, S oF Column * of Column  § of Column § of Columy $ of Column  § of Columy
Tota]#s 100 100 100 100 - - 0 R
. : : (He15) (N=6) (N=21) (N=2) - (W37} (N=30)
August 1 - October 3, 13.3 . g ' * 13.5 13.3
1976 (M=) N=5) (N=4)
November 1, 1976 20.0 o .9 * 10,8 .7
dsnary 31, 1977 (N=3) o (N=9) (M=) (N=2)
February 1 - 13.3 16.7 5.5 50,0 L 16,7
Hpril 30, 1977 (=2 (lsl) (¥2) (N=1) Ne1) (k=5
Alter April 30, 1977 8.7 A *' ke A *
o G . |
Prior to August 1, 1976~ 40.6 = 447 4.9 50 64.9 43,3
h {N=6) - (N=4) N9 e (N=24) (N=13)
No Confirmation 6.7 16.7 4.8 * 5.4 0.0 -
: (N=1) (N=1) ~(N=1) - (N<2) (N=6)
Date Uﬁknnwn A ¥ * o Sur ot ‘
/ (N=1)
Confirmation Date . Diagnostic Area and Hgndicappihg Condition
, . Speech Confirmation Intellectual Confirmation Socxal/Emot:onal Confxrmgtlon
‘ - Speec], Specitic Learning Wentally Mentally — Serious Enotional
Inpaired ~ Disability - Retarded Retarted Disturbance
§ of Column 1of Column- - % of Column ¥ of Column - § of Column
Total#4. 100 100 L U T
- (N=59) (N=31) (N=35). (N=35) (N=33)
August 1 - October 31, VIN 16.1 2.9 v 12.1
1976 | (H=15) - - (§=5) L (N=1) - (N=t)
November 1, 1976 - . 15.8° 5.7 5.7 - I
January 31, 1977 (N=17) (N=) . (N=9) * - (W=2) (N=6) ;
February | - 154 9,7 .6 2.9 /R
“hpritl 30, 1977 ~ (N=15) (N=3) {N=3) (N=1) N=9)
After April 30, 1977 b ' Ly £ A
R : (1) ) (1)
- Prior to Mugust i, 1976 169 W6 W1 0.0 1
S (N=10) (M=) (N=13) (N=T) .. (¥=3)
No Confirnation 1.7 5.8 R oy 68.9 0.3
o (§=1) (N=6) (N=8) () (M=9)
Date Unknown - 17 b h .9 L
| (Nel) (N”l)\




vision for the blind and visually impaired, etc.). This will be
- referred to as the area of "primary concern" throughout' the text
and tables.' L o v

Prlor to the beg1nn1ng of the program year (August 1, 1976) 90
of the sample cases (33.5%) had already been confirmed as handicapped -
in the area of primary concern ThlS would include.children who had:
,been\gn Head Start the prev1ous year and received d1agnost1c services
-at that tlme OtheTrs were diagnosed at b1rth or soon after and
'Lelther were recru1ted y Head Start as handlcapped ‘¢hildren or were
froutlnely enrolled (with or without prior knowledge of the handicap).
:1The manner in which Head Start programs dealt W1th 1nformat10n con-
cerning preV1ously dlagnosed hand1caps varied greatly In some cases,
the parent wq\ld simply tell the Head Start Stoff of the. child's
-'_,f_condltlon° The 1nformat10n would be accepted as true and the ch11d
categorlzed as t}e parent 1nd1cated In other programs however a
‘,concentrated effo t ‘was made to contact the orrglnal d1agnost1c1an and
 to obtaln cop1es 0

»all information pertlnent to the ch11d T2 ‘one N
‘case, thls 1nvolwed trac1ng the d1agnost1c1an to another State some

¢

'."\1 000 miles away.

Durlng ‘the flrst quarter (August through October) of. the 1976 77
.:progran year, only 36 of the sample” 269 ‘children (12 49) recelved a
- “;COnflrmatlon of handlcap in the area of prlmary corncern. The rate of
) completlon rose in the second: quarter (November through January), oo
‘ when 58 cﬁlldren (21 6%) recelxed a dlagnostlc conflrmatlon in the f
e, ‘area of prlmary concern. Thus, anﬂudt'g Zhe chitdren whobe handtcapé.
L. were. canﬁ&&med pAlon to: program entry, 1§4 eh&ﬂdnen (68 4% )= 1/ had ne -
Sg’;y ca&uad a congtnmatton og hand&capfaa the area oﬂ anmaky concenn bg
'w-.qﬁthe end o4 Januaay Thls corresponds to - the. fact that screening was
' completed for 65 percent of the chlldren by the end of December for
'inw1th1n 90 davs of program. entry) and “indicates that ‘the screened ) _
Echlldren were subsequently referred to dlagnost1c1an§\£or confmrmatlon

/

f;/Thxs 1nc1udes the 90.cases dlagnosed priof to the program year 38
K jcasechonflrmed as. handlcapped in the:area.of: ;primary concern\durlng
o the first: quarter of the program year, and 58- .Cases- rece1v1ng dlag—

nostlc conflrmatlon durlng the second quarter.

B L.
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services. However, within this time frame, theése children d1d not re-

ceive diagnostic confirmations until almost half of the school year
-was over. This allows little time for appropr1ate plannlné and
development of an individual plan of services. Furthermore|, one- th1rd
of the. children’ $ hand1caps were not confirmed by the time the program

year was half over. v . . ) \ ' T

.Dur;ng the third quarter of the program.year (February through
April) 42 kases (15. '6%) were confirmed as handlcapped in the\area of
_primary concern ~ After April 30th four mece chlldren (1.5% )\rece1ved
d'a d1agnost1c conf1rmatlon In- several cases, a conflrmatlon of handi -

cap was not performed until shortly before the scheduled site V1s1t
for this study CLleanrty, degnOAth congirmations of a handlcap gre-

quentﬁ; occurned too Late Ln the pnognam year forn necessanr. planning
and pmocunement 0§ services. ' '

\

Those chlldren clas51f1ed as seriously emotlonally dlsturbed did
. not receive as complete or prompt conflrmat on services as the chlld-
'ren w1th other types of handicaps (see Table. 7. 3)." Of: the 33 cases '—;
reported to be pr1mar1ly emotzonally d1sturbed _nine chlldren (27.3% ) /
were not conf1rmed ‘as hand1capped in soc1al/emot1onal development unt;l
the third quarter of the program year; ‘two cases (6 1%) d1d not. rece1ve
. a dlagnostlc conf1rmat10n untll after Aprll oOth and n1ne more cages
'(27 3%) had no reported conf1rmat10n in the area of - prlmary concern

/

The duplicated total column of Table 7J2 shows the number of ™~
'_dlagnostlc conf1rmat10ns performed for the sample chlldren in all .
developmental dreas. _ ‘This includes - confirmations of handlcap in the'
.ddevelopmental area that corresponds to the child's reported primary
E handlcapplng condition as well: as any confirmed. handlcaps of a’ second-
ary nature (such as the hear1ng 1mpa1red child who. also has -a confirmed. '
"1mpa1rment in. speech and language) A total of 474 d1agnost1c con-
'gfllmatlons .were' reported for the S¢mple/269 ch1ldren Most of these

'conffrmatlons were performed either prior to the program year (N= 161) L

g.or between the months uf November and January (N= 139)
. N . . .\ .' - . . . ) 1 '




Professional Jiagnostic Providers

_ It is 1mportant that any conflrma ion of handlcap be performed
~ by approprlate and qualified personneW. If lay people without spe- ’
cific training or profe551onals outside their area of specialization
\ are performing diagnostic conf1rmat10ns then resu1t1ng misdiagnoses
: _~end/or 1nappropr1ate treatment may occur. The importance of using-
the ‘proper professional\for diagnostic services is underscored in
Ehe ‘"Announcement of. Diag ostic Cr1terla" (OCD Notice A-30- 333-4),
which indicates, in many nstances, ‘the approprlate profe551ona1
whe may- conf1rm spec1f1c types of handlcapplng conditions. For
example, "profe551ona11y qualified personnel” who may confirm a
”hlld as serlcusly emotlonally disturbed are c1ted as psychologists
or psychiatrists. A child may be diagnosed as learnlng disabled by -
phy51c1ans, psychologlsts or master s degree level educators, all of
; whom must have spec1a1 tralnlng in the’ dlagn051s of- learnlng dis-

e e et R et

abilities. : .. ' e e

, .The pntmanu pnov4dené 05 d&agnogttc confirmations 60& Zhe Aampze'(
-_chtzdnen—, (Table 7.2) wenre,~in. genenal, appropridie and quaftﬂted
" pensonnel. Pediatricians’ and other 11censed medical profe551onals
prov1ded the maJorlty of vision (76 5%) and physical development (54 9'

’handlcap contlrmatlons 2/ Speech theraplsts/audlologlsts did the

major portlon of the hearing (65 4% ) and speech and language f74 1%) _
handlcap copflrmations.é/ In 1nte11ectual ‘and soc1aIfemet1o”’-_——' ,"
development, psychologlsts or psychlatrlsts were respon51b1e for most-
handlcap conflrmatlons (SR 2% =nd. 71.2%, respectlvely) 4/ o

b

/Thi//dlscu551on is based on Chlld spec1f1c data.

/These profe951onals performed 26 10f the 34 conflrmatlons of handl-"?l
‘cap in v151on and 56 of the- 102 in physlcal coordlnatlon and develop-'
vment,_ : :

A

. . ; ‘ ) . . . ) : - * . N '. . ‘.!v.

/These profe351onals prov1ded 26 of'the 41 conflrmatlons of handlcap
‘in hear1ng and 103 of the 139 in speech and language AT }

/Flgures represent 48 of the 87 1ntellectua1 conflrmatlons of handl- ff
cap and 52 of the 74 in. SOC1a1/emot10naJ development o .
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| TA’LE 7,4 j
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/ . Profcséfonal«?rovidurs Who Did Confirmation of Handicaps by.Diugnosfic Arcu
I ’ ' : "
A )/ -/ . ‘ : ) ‘ '
Diagnostic ‘Area : Provider of Confirmuation of Handicap
; ) | . R ! : -
’/ . .
- Do ‘ ,
] - Pediatrician/ _ : oo |

j e o Other , Parapro- - ' ilead -

i ‘ Licensed. = Speech - fessional Interdisci- Start

. S Psychologist/ Modical Therapist/ Medicul plinary Staff . i
o Total ** - . Psychiatrist Professional Audiologist Persomnel Team " Teacher *  Qther
Lo -] { of Row 1 of Row Y of Row V of Row Y of Row . { of Row f of Row  §] of Row
vision | ¢ a0 . 29 ST a o w B zp.’& .
N (N=34) - (N=1) (N=26) =~ IR . /_/{.(Né.']) .
Hearing |~ poo SR VT O S W R N 2.4 B4 |
o ' (N=41) - - " (N=14) - (N=20) . (N=1) -
Physical: Coor 100 14,7 54,9 . L ' ST T R A L B
diriation hnd C(N=102) - (Nm18) : (anﬁ) o (N=1) _ (N=11). =) (N=16)
fevelopmept o R N : , g . -
Antellectyal - o p00 - 5572 -~-;-;13 8- R T * BNt N B R 8.0 -
‘DéveldPNUXt | (N=87) . (N=48) K (N-Il) - : C(NeB6) T (Nmg) ‘(NeT) "
Speech uﬁ+ el - 6.5 © .36 . M1 0.7 6.5/ 14 S N
Language (N=ISJ) (N=9) S (NRSY T (NaB03) (Nm) - (NAD) . (N-Z) (N=10) -
Duvelopmedt . j . Ty . A oL Vs - . .
3sucxa1/xm9:nona1 Jio oo ua g 1.4 T 2.7 RN
xnevclopmyvt o ‘;(Ng73)f o (Nes52y Sy I(N*l) A (N“llf‘?ﬁf e (N-Zjv [N‘Z):f
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In contrast to the frequent use >f Head Start teachers for
screenlng purposes (see Chapte1 6 Table 6. Z), especialiy in the

-areas of intellectual and soc1al/emot10nal developmen » very few
vyHead Start teachers provided d1agnost1c confirmations of handlcap 1/
"+ This undoubtedly reflects the high degree of tra1n1ng necessary to

- become a qualified diagnostician, whereas screening providers can

be relatively easily and quickly trained. Teachers are often
in the best p051t10n to objectively observe their pupils every

‘day and thus are used frequently for screening purposes. Thexrefore,

Head Stanrt teachené provided screening services with great frequency,
but for tF more specialized function 05 d&agnOAtlc conﬁ&&mat&on
othér pro ssionals wene uéed

Agency Afflllatlon of D1agnost1c Pr0V1ders . : -

The agencies W1th whlch profe551onals prov1d1ng conflrmatlons of

'=hand1caps were afflllated indicates the degree to which dead Start

- sought out and coordlnated with external resources in the prov151on

of diagnostic services (see Table 7.5). ‘Private pract1t10ners/

E‘consultants and other ‘unspec1f19d agenC1esg/ were the two most’. fre- .
. quent responses. of - the “total 476§/ conflrmatlons of hand1cap, pri-

[
/

N

wvate pract1t10ners/consultants prov1ded 134 dlagnostlc conflrmatlons

. ,\-‘

;l/bf the'87 confirmations of handlcap in 1ntellectual development, only,

four were performed by Head Start teachers. However, 122 chlldren

were screened .in the area of intellectuadl development by Head Start'

teachers. Similarly, in soc1al/emot10nal development Head Start

teachers confirmed a handlcap in only two cases, but. they screened ’

110 children -in this aréa.- ‘ A .
N\
2/These would 1nclude pr1vate hospitals, publlc or private clinics
and  cases where the agency affiliation was unknown. This latter.
response occu.ted fairly frequently due to, the number Qf ch1ldren
- diagnosed at birth or soon after and cases where the’ d1agnost1c1an
- was known but the agency afflllatlon was unclear or amblguous.

/Thls flgure 1ncludes conflrmatlons\of handicap in the ‘area o%\\
~primary concern, as well as confirmed handlcaps of secondary im= .
portance for the multlply dlsabled ‘ . . > : \\'

. . - A 1\
. ey X Loos S -
i
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TABLE 7.5

LT 2L

4
Agencies Providing Confirnation of Handicap by Diagnostic Area ‘
Diagnostic. Areg - o CApency
‘ Y Easter Sea)/
Local Crippled .
or State Children '
Heatth/ Assoc./
Private ‘ Social Pubiic Assoc, University
Practitioner/ tlospital Jervices  School for Returded  Affiliated
BRIFILL Consultant  (public) Hepartment  Systew Chitdren Facilities ead Starg Nther
L A ™ Eol T R Falbow ol bow o poy
Vision 0o .4 B8 " b [ SN 4.7 ! Ny
N=34 (N=18) (N=3) =3y (§=1) (N=5) (N=6)
llearing o g K U IR 03 R
(N=41) (N=19) (N=2) (M) =) (=2} - ey {N=13)
Plysicul Coor a0 g8y T gy 2 R ¥ R s
dination and (N=102) (N=26) (N=15) {N=8) (N=4) (Ns10) . (N=10) (H=5) (N=24)
Development ‘ R . e \
Wtellectual 105y S AT L1 e g2 g, |
fercloment ) ey e W e ) ey (N=28)
Sl W e oy T g BEms s gy
language (=139). (W20} (h=5) {N=5) (N=21) - (N=8) {N=1¢) (¥=21) - (N=35)
| Social/twotionat 100 - wy ., L L N N YT T oo
levelopment’ (N=73) (N=28) - (H=3) (§=4) (N=1} | (N=4) ~(N0) o (Ne2ny
e — .



(28. 29) and other agencies also prov1ded 134 handicap conf1rmatlons‘
- (28.29%). Conblned then, these agencies Tepresent over half of the
d1agnost1c confirmations performed (268 d1agnost1c conf1rmat10ns or
56.3%). Sometimes the same d1agnost1c1an was used for several chil-
dren, so that children W1th suspected handicaps would he routinely
referred to these establlshed profe551onals for d1agnost1c services.
More frequently, however, each Chlld was seen by a different pro-
fessional and these dlagnostlclans were not necessarlly used again
for similar services for other- chlldren

. Unlver51ty Affiliated Facilities were used Wlth the next greatest
'frequency, professionals associated. with this type of organization pro-
vided 48 (10.1%) of the totail number of confirmations. Programs lo- .
cated 1ear unlver51t1es often tapped the abundant resource of student
apprentlces espeC1ally in the area of speech and languange and in-
tellectual developr D1agnost1c providers associated w1th unlver—' »
“sities prOV1ded 21 of the 139 conf1rmat10ns of handlcap in speech and o
language (15. 1% ) and e1ght of the 87 (9.2%) performed in the area of -
1ntellectual development¥ Such arrangements with local colleges and
unlver51t1es seem - to be mutually beneficial: - students- ‘have-an orpor-‘
tunlty to train under actual field cond1t10ns and Head Start ch11dren"
receive prompt; 1nexpen51ve and thorough d1agnost1c serV1ces

Head Start staff were respon51ble for 43 or 9.0 percent of all
conf1rmatlons, the majority of these in speech and language (N 21).

- The hlgher number of d1agnost1c conflrmatlons provided by. Head Starti
istaff’ as compared to the number done unyead Start teachers, 1nd1~i

cates that the Head Start programs ‘had a number of non- teachlng pro-
fe551onals on staff (speech theraplsts ind: psychologlsts were most

. ‘ | - . |
1/I-Iead Start teachers. were reSpon51ble for ll dlagnostlc conflrmatlons
(see Table 7. 4 ). ‘However, .when. looking:at the figures' for the

prdV1d1ng agenc1es, Head Start ‘as an'agency, was responsible for 43 ..

handicap cbnfirmations. Therefore, -32 confirmations of. handicap _
(43 total.- 1l-performed by teachers) were prov1ded by non- teaching -
"HeadyStart profess;onals., v ,

. . . - ) . o

A
o L
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frequent) who provided diagnostic conf1rmat10ns) Other agencies
such as the public school system, special pulpose organizations,
health or social service departments provided 1nfrequent diagnostic ,

services to Head Start children. 1.

The reasons for using the varlous agenc’' s/professionals were
'baSically two: these providers off=red the best service available. -
Oor were part of an establlshed diagnostic service (Table 7.6). 1In
every developmental area these two responses were con51sLently the
h1ghest ‘with the figures ranging from 25.6 percent (in physical
coordination) to 41.1 percent (in social emotlonal development).
rIt is important to note that a great many of the respc 'dents felt
that -their establlshed[dlagnostlc procedures were also the best .
services available, "so these two responses should not be considered
as mutually exclusive. These two Categories comb1ned account for-
nearly three- -fourths of all responses across alil developmental¢
areas. The expense of the service had little to do with the .
utilization of a particular professional or agency The maxlmum
" number. of cases in which cost was 4 factor in the choice of dlag-‘
-nostlc serv1ces was only seven out of 125 d1agnost1c evaluatlons
(5.6%) in the area . of physical . coordlnatlon and development Avall-
ab111ty of serv1ces (that is, the d1a~nost1c1an .was used because'
he/she was the only available service in the.. area) did not seem to be
a 51gn1f1cantly frequent ‘reason either, ranging from no ~Teportad. cases
in vision to 10 (6. 39)/1n speech and language. A more 51zeable pro-
portlon of cases - were/dlagnosed prlor to enrollment and, therefore,
'Head Start had no ch01ce Ain . the -agency or professional used. The
sz:gle largest area in which: pre- enrollment diagnosis occurred was
thy51ca1 coordlnatlon and development where nearly one- fourth of the
leS conflrmed handlcaps (31 cases or 24.8%) were daagnosed before the X
chlld's Head Start enrollment

;
15

/Publlc schools Were respon51ble for 40 (8.4%) of the total 476 coa- |

. firmed- handlcaps, special purpose ‘agencies such as Easter. Seals;_ :

Crippled Children's Associations. and. the Association for Retardnd -

Children provided a combined total of 24 {5.0% $) diagnostic. conflrma-
tions; and Health or Social SerV1ce Departments 26 (5 5% ) of the
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- _TABLE7.6 . N
. ‘ -t
"Reason for Use of Agencies/Professionals for hingnosticuScrvicesAby-Diuggnstic Arca

— — .

~Dlagnostic Ares : g - Reasons

T . . / . . . -
_ { \\ - . - No Choice

v . R : i Part of in the

: i ) _ ' -~ Established Matter \

Least = .- : . Diagnostic Child Was |
‘Expensive Best Only - ~Service with  Diagnosed |
/ a : Service Service Service -Which Program - Prior to : :

: D Total ** Available Available Available = is Associated Entrollment . Other
e Y of Row % of Row % of Row ! of Row { of Row .- Y of Row " i of Rou
I j -' /’, . . R ° .- i ) . ) » - . . - ) TN .
Yislen - \" 100 6 9.1 £ M5 -, 164 T (W

\ (N=55) (N=2) ~ (N=16)~ S (Ne19) / NeD) VT (Neg)
Meuring 100 3.3 N N e, T 13,

o (6D W s ey L el N R (L

Physical W' s 27.2. - 0.8 - 25.6 - 748 - 16,0
‘Coordinatien .\ (N=125) . - N=7 N=3 C s S ety T o N=20
.and Development | . (=7 (=34) ) (N=32) Lo ‘(N#?l?- F g
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Funding Sources o ) e ) :
Perhaps the single most difficult'aspect of the_diagnosticu ,
_Process to determlne was who paid for the services. - Many respondents
simply did not know where the money came from or, in fact, if services
. were reimbursed. ‘Table 7. 7, . which shows the. types of funding sources
~used to provide confirmations of handicap in each of the develop--

mental areas must be- 1nterpreted keeping in m1nd these d1ff1cult1es.-

‘Head Starit 5und¢ (Bab&c G&ant and Pmognam Accoun c-26) wene the
paadomcnant sounce of 5und¢ng used Zo pay for diagnostic: conﬁ&dmat&oné.
Utilization of Progran Account 26 funds ranged from 16.7 percent of
the conf1rmat10ns of handlcap in physvcal coordination and develop-
ment to 39.6 percent of the confirmations of handlcap in speech and
language.  In addltlon 'Head Start Ba51c Grant monies ‘were used . from
8.8 percent of .the-diagnostic confirmations in physical development

_ to -28.8 percent of the conf1rmat10ns of handicap in soc1a1/emot10nal
.development ‘ Comblned " Program Account 26 and Basic Grant fund1ng
hprOV1ded well over half of -the con ‘irmations of handlcap 1n 1ntellec-7

tual, speechJ and soc1al/emot10nal development

-While t

fHead Start monies may be used ‘to prOV1de dlagnostlc serV1ces, the

'Standards also- make it clear that . thlS fundlng ‘should be used only as"

e Head Start Program Performance Standards 1nd1cate that \Q

a last resort ""Head Start funds may be used only -when no other

1/ While Head Start does not seem-

‘source of- fundlng is avallable "
to make use of alternate sources of fundlng, 1nk1nd serV1ces seem

‘to be V1rtuallv untapped Inkind service dellvery ranged from. _
-only 0.7 percent (1 of the 1.7 speech and language diagnostic, con—\\?ff\\f
.f1rmat10ns) to 7.3 percent (3 of the 41 conf1rmat10ns of handlcap -

_1n hearlng) Head Start programs we*e apparently able to- locate

only a small'number of profe551onals who would perform d1agnost1c

conf1rm tlons for free or. less than the market value of thelr

v

serv1ce.x pﬁfwﬂfi S , r“f"’i‘ \t

Y

\l;Head;sﬁ:;{ poovam Performance Standards Oéﬁ:Notice.N-36~364-4,‘ o
DHEW, Juir 30 3yrp27.00 000 e T T e
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TABLE 7.7 ﬁ
| ) A . .. . /Z"',;'j
Distribution of Funding Sources Used to Obtain Con?irmﬁtion'bf Handicap by DihgﬁostiO\Arcu _:/f’j
‘Diagnostic Area . Y Source of Funding 7
| | '
oine VAT
aint - T
.  Funding - C ' ;7{/
- " (Head- .. ~ 7
o llead Start - Start/.. T lic Scheels Y-
e Head Start . Supplemen- Inkind . Qther:. LReimbursement,/btate.'“; l/
Total Basic Grant tal (P.A,26) Services agency) of Services);///andS“ ' Other :
' dof How % of Rew "~ ¥ of Row, 3 of‘Row . 1 of Row 4 of Row ° /3 of Row: 4 of. ROhr
Vision L U R * . i"2.9 7w owsas. -
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Social/Eaotional 100 28,8 UL 6872 2,7 .55 . 11.ois "ils 7
Pevelopment (N=73) (8721) (N'm (N=5) - (N=2) . - (Neq) Weg) e m)
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Confirmations of handicap in the remaining developmental areas
(vision, hearing and physical coordination) were fuhded predominantly
by a combination of other funding sources such as EPSDT, joint funding
arrangements with BEH, etc.l/ Included in this category would also be

'thoS§ occasions when parents paid for diagnostic services or when the
fundipg source was unknown (this occurred primarily when children

were diagnosed-prior to Head Start enrollment).

-
7

Diagnostic Techniques

Tables A7.2-A7.7 (see Appendix A) show the'types of technigues AN
most frequently used during the diagnostic process. 1In aff cases
except social/cmotional development, objective, standarndized instru-
ments wenre primarily used Lo cdhﬁinm a handicap. Thus for vision,

- hearing, and physical development, routine opthomological, audiometric
or'physicaifexams weré administered in the majority of cases (35.3%,
53.7% and 46.6%, respectiyely). In intellectual development, the
Stanford Binet and other standardized tests combined to account for
over 65 percent of the technidues used in that area. Similarly,
standardized testing comprised nearly three-fourths of the speech and
language diagnostic techniques (73.6%).3/ In social/émotiohal develop-
ment, however, standardized tests accounted for only 34.7 pefcent of

. .>the techniques used; observational confirmations, on the other hand,"

were reported in 28 (38.9%) of the cases.

: l/ViSion: 12 of 34 confirmations of handicap or 35.3 percent; -
. hearing: 14 of 41 confirmations of handicap or 34.1 percent; physi-
cal coordination and development: 38 of 102 confirmations of handi-

cap or 37.3 percent.

E/The Peabody Picture Vocabulary‘TeSt; Goldman Pristoe Test of Articu-
lation, Carrow Test for Auditory Comprehension of Language, and
other unspecified standardized tests were the most frequent standard-

ized techniques used.
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In all developmental areas, the Head Start staff did not know the

“type of technique utilized for diagnostic confirmations a substantial

portion of the time, probably because the staff was not frequently
involved in the confirmation process. This occurred most frequently

in the area of vision- (50.0%) and least in speech and language (17.1%) .

Involvement of Parents in the Diagnostic Process

\Rn'imporpant part of meeting the needs of handicapped children
and a basic foundation of the Head Start philbsophy is the involvement
of parents in the health and welfare of their children. Without
appropriate explanation and understanding of the special needs of
their children, parents are not in a position to contribute toward

(and may even impede) the development of their child. An examination

of Table 7.8 shows the extent to which Head Start ensures parental

understanding and involvement in the diagnostic process. In only
s4ix cases (2.2%) wene diagnostic resulis not generally shared with

1/

parents.— For the remaining children, however, parents were in-
formed of these results--1in over half of the caseé, by both the
diagnostician and Head Start staff.g/ The favored method used to
present diagnostic results to parents was a ;ombination of written

and verbal reports (93 or 65.5%). In addition to the presentation

anid explanation of diagnostic results, parents of over half the

sample children (65.8%) were included as part of a diagnostic team
(see Appendix A, Table A7.8). )

1-TFrom these data, it cannot be determined the extent to which
parents understood the diagnostic results or even if they fully
understood that their child had been determined to be handicapped.
During the early stages of data collection for Phase II of this
study, field staff discovered that some parents did not know,
prior to the interview, that their child was considered handicapped.
This issue will be explored in greater depth in the Phase II
final report. ' /

g/Of the total 269 sample cases, both Head Start.staff and . the diag-
nostician explained diagnostic results to parents of 142 children
(52.8%).  In 77 cases (28.6%) the diagnostician alone was respon--
sible for explaining results and in 30 cases (14.5%), Head Start
staff explained the diagnostic results to parents.

7.24
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TABLE 7.8

Manner in Which Diagnostic Results were

Explained to Head

i Start Children's Parents
!
|~
! ‘Way Explained % within Group % of Tetal by Group
|
!
| Not Generally Explained 100.0 2.2
j - (N=6) (Y=0]
Explained by diagnostician: 23.6
-y
methcd not specified * S
written report 24.7
{N=19)
verbal report 48.1
(N=37)
written and verbal report 27.3
(N=21)
Explained by Head Start staff: 14:; )
method not specified 2.6 =)
. . : (N=1)
written report 15.4
: (N=6)
verbal report 59.0
. . (N=23)
written and verbal report 23,1,
- (N=9)
Explained by staff/ |
. diagnostician together: 52‘3
\ method not specified 0.7 (n=147)
| (¥=1)
: written report 10.6
. (N=15)
verbal repor: 23.2
(3 =33)
written and verbal report 65.5
(N=93)
1.9
Not reported 100.0 CN=5Y
(N=5} S
Totals# - 100
' (X=2069)

O

ERIC

Aruitoxt provided by Eic:

N=269
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Development of a Diagnostic File

The maintenance of all records pertaining to the diagnostic ser-
vices a chi}d feceives is of the -utmost importance. Written reports
of diagﬁostic evaluations, recommendations for service deliyerj‘and
records of the services actually received are necessary to ensure that
proper treatment 1is being provided. Furthermore, these records should
aid in the development of an individual plan of services, especially
in planning educational services and providing for health and nutri-

tion needs.

Pnsgﬁam reconds were Located by fceld stafs for 268 0f
the sample chifdren; cf these 268 children, 251 children (93.7%)
had a diagnoszic §<ife. For the remaining 17 cases'(6.7%), no written
documentation of any diagnostic services was found. The quality-and
usefulness of these files varied greatly. For some children, copies
of .all test results, lengthy assessments and recommendations, and
detailedrprocedufes for referral -and monitoring ofﬁ§pécial services
were included in the diagnostic fiie. In othéfwéases, however, the
diagnostic file consisted of several scraps of paper containing
prescriptions or;appointments and little else that would be of help
in planning or procuring services. In several instantés, the
diagnosfic file did nbt“support the assigﬁment of handicapped
labels.

- ~ . . /
The Functional Assessment Component of the Diagnostic ProcessL

In the ideal diagnoétic‘process, a functional assessmént (state-
ment of what the child can and cannot do) is an integral part of the
diagnostic evaluation of each child with a suspected handicap. In the
best circumstances, the same professional who provided the confir-
mation of handicap would also have performed a functional assessment
and provided recommendations. Furthermore, to be of use to the

teacher and family, a functional assessment must be easilyAtranslated
”intoiguideiines for(classroom’and home activities. |

_£7bn1y"major differences between the functional assessment and the

confirmation components of the diagnostic model will be-hlghllghted.
Patterns of completion dates, providers, agencies, funding or
techniques, etc. were similar for these components of the
diagnostic process.

o | \\_ | © 0 7.26185




When the total number of rerorted functional assessments was
broken down by those performed onliy in thie developmental area Co s
ponding to the child's primary handicapping condition (see Table 7.9),
jt is obvious that functional assessments fall somewhat behind con-
firmétions of handicap in number. Only 221 o the sample 769 cases
(82.2%) recedlved a functional assessment, but 240 chiidren (89.2%) nad

a confirmation 04§ handicap {n the area 0§ pidimar-y concain.

While the learning disabled and emotionally dlsturbed children
had a low frequency of functional assessments, wh1ch in turn corres-
ponds to the relatively low incidence of confirmation of handicap

1/

for these two groups,— health or developmentally impaired children
received the lowest number of functional assessments (18 of 30 cases,
or 60%). This may reflect the feeling that for this handicapping
condition no assessment was needed because the extentvof the child's
functioning capabilities was self-evident or because the impaifment
was so mild that it did not limit the child’s functioniag at all.

For example; one child reported to be health or developmentiff; im-
paired due to an anemic condition was in no way affected, either
mentally, physically or emotionally by this condition. In fact, the
only provision made for the child's condition was to watch the child's

diet more carefully than for the other children.

The major areas in which functional assessménts show divergent
configurations from confirmations of handicap were in the types of |
professionals and agencies providing these services. Whereaé Head
Start provided only 9 percent of the diagnostic confirmations, 20 per-

- cent of the functional assessments were provided by Head Start (see
Table 7.10). This increase in Head Start's panticipation in this stage
0f the diagnostic process Lindicated that fewer funcitional assessments

“wene provided by professional diagnosticians. |

47On1y 74.2 percent of the learning disabled . (N= 23) and 72 7 percent

. of the emotionally disturbed (N=24) .received a functional assess-
ment in the area of primary concern. .These figures are identical
to those for the confirmation component of the diagnostic process -
for these two groups.

7.27
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TABLE 7.8

Frequency of Functionai Assessments Made in the Appropria::JDevclopmen:al !
Area by Reported Primary Handicapping.Condition
Handicapping Condition and 1/ /
(Appropriate Developmental Area)=~
functional No Reported
Assessment Functional
Total Performed Assessment |
$ cf Row ¥ of Row 3 9f Row !
Total (Ac§oss all Areas) 1¢0.0 82.2 7.8
(N=268) (N=221) (N=4a8)
Visually Impaired 100.9 60.0 40.0
(Vision) [ (N=13) (N=3) (N=6)

- Blind 1060.0 66.7 33.3
(Vision) (2=6) N=4) (3=2)
Hearing Impaired - 100.0 81.0 19.0
(Hearing) “~—x—" (N~21) (N=17 (N=4)
Deaf 100.0 i00.90 *
(Hearing) : (N=2) (N=2)

. Physical Handicap 100.0 94.6 5.4
(Physical Coordination/Development) (N=37) (N=35 (N=2
Health/Developmentally Impaired 100.0 60.0 40.0
(Physical Coordination/Development) (N=30). (N=18) (K=12
Speech Impaired 100.0 91.5§ 3.5
(Speech and Language) (N=53) (N=54) (N=5)
Specific Learning Disability 100.0 74.2 5.8
(Intellectual Development) (N=31) (M=23) (N=§)
Serious Emotional Disturbance 100.0 T2.T 27.3
(Social/Emotional'Development) (N=33) (N=24) (N=2)
Mentally Retarded 100.0 2 5/
(Intellectual or 3Social/ (N=33)

Emotional Develorment)
R l/The appropriate developmental area was determined on the basis of OCD Notice

A-30-333-4, "Announcement of Diagnostic Criteria for Reporting Handicapped

Children in Head Start.”

2 ’ L

=/Twent -five mentally retarded cases rec
: ;i Y e A
intellectual development; 13 mentally 1
ment in social/emotional development.

eived a functional assessment in
etarded children received an assess-

Some of the 35 mentally retarded

children received assessments in both areas. ‘Due to this overlap, it is
assumed that all mentally retarded cases received an assessment in an
appropriate developmental ares.

- éllt is. assumed that N=0.

ERIC

Aruitoxt provided by Eic:

W
%,



62 " £

TABLE 7.10

g

Agencies that Provide Fapctional Assessment by Diaghostic Area

feve lopnent (K=81) {N=31)

Diagnostic Area Agency
' Faster ©al/
Local Cripple
or State Children
llealth/ . Assoc./
Private Social Public Assoc. . University
Consultant/  Hospital Services  School foy Retarded  Affiliated
Tatal*A Practitioner (public) fiepartment  System Children Facilitios Head Sturt
pol Rk b of Row o tofRee o TofRov Yol R bl R ol hon b of Bu
Vision Lo 0.0 5.7 B0 Ly 2.9 51
' (N=331 (Ne14) (N=2) (N=3) (H=1) (N=1) (N=4)
Hearing g 19.5 4.9 24 1.y 1.9 1.3 U
(N=41) (Ni=h) (4=2) (N=1) (H=3) (1) (N:3) (¥:10)
Physical Coor- 100 0.4 1.4 8 5.8 b .8 16.
dination and =103y {N=21) (¥=13) (N=8) (N=6) (N=9) o {NsB) (N=17)
Development
Intellectual 100 0.6 ] {1 1.3 w3
Nevelopnent (H=97) (N=20) (N=2) (N=4) (N=11) (H=2) (N=10) (¥=22)
Speech and Lo 13,1 3.4 3.1 Wy 5y 8.8 04
Language (N=147) (W3 (N=5) (N=5) (N=21) o (Med) (N=13) (N=24)
Social/Emotional 100 3.1 ' 4.4 5.5, L1 4.4 23.1
(N=4) (N=5) (N=1) (H=4) w0y

T T

Othet

<ol o

14,3
[N=5)

9.3
(N=12)

04

(N=21)

26.8
(N=20)

25,2
(N=37)

0.5
(N=25)

14




,Head Start teachers provided proportionately more functional
éssessments than confirmations of handicap for the sample children
(see Table 7.11). The proportion of teacher-conducted functionail
assessments ranged from 2.9 percent of the vision -assessments to 15.4
percent<Qf_thena5$essments,in social/emotional development. The
remaining asseésments perférmed by professionals affiliated with Head
Start, but not by a Head Start teacher, were most often provided by

speech therapists, psychologists or nurses on staff in the Head Start
brograms.l

The funding sources used to obtain functionai assessments re-
flect the increased utilization of Head Start personnel (see Table
7.12). ‘'se of Head Start Basic-Gfant monies to obtain functional
assessments ranged from 11.6 percent of the speech and language
assessments to 42.9 percent of the vision assessments. 'Head Start
supplemeﬁtal funds (Program Account 26) were used to pay for func-
tional assessments from 17.1 percent (vision assessments) to 41.¢ per-
éent (speech and language assessments) of the cases. Combined, Head
Skaat funds paid forn more than half of all functional assessments. In
cbntrast, while Head Start funding was used to obtain a large number
of functional assessments, Head Start did not pay for the majority of
ail diagnostic confirmations (see Table 7.7). "

The patterns of providers, agencies and funding sources, com-
bined with the lower frequency of functional assessments vis-a-vis
confirmations of handicap, all strongly indicate that the same profes-
sionals were not providing both a confirmation of handicap and an
assessment. Head Start staff were the major providers of assessments.Z

l/These professionals were responsible for approximately 55 of the
functional assessments. This figure was derived by subtracting
the number of cases in which teachers were the providers (N=48)
from the number of cases in wh. cth Head Start was the providing
agency (N=103).
2/ o .
~ The qualifications of the Head Start staff to perform functional
assessments cannct be determined on the basis of the data. How-
ever, a teacher who has been trained in the administration of a
prescriptive diagnostic instrument, such as the Learning Accom-
plishment Profile, is qualified to perform such a functional
assessment. Therefore, one cannot assume that Head Start staff

are unqualified to conduct functional assessments.

- 7.30 .o,
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TABLE 7,11

frofessionals Who Provided Functjonal Assessment by Diagnostic Arep

——

Diagnostic Area

Provider of Functional Assessment

- Pediatrician/
Other Parapro- Head
Licensed Speech fessional Interdisci-  Start
Psychologist/ Medical Therapist/ Medical plinary Staff
Toralr* Psychintrist Professional Audiologist Personnel.  Team Teacher Other
Yol Row % of Row 1 of Row $ of Row 1 of Row § of Row i of Row { of Row
Vision. 1o 2.9 08.6 * 8.6 | v 2.9 1Y S
(N=35) (N=1) (N=24) (t1=3) (N=1) (N=0)
Hearing 10 * 31.7 63.4 A 4.9 * *
N=d1) (N=13) (N=26) (H=2)
Physical Coor- 100 0.8 422 ' * 14.7 12.7 19.6
dinatioa and (N=102) N=11) ° N=43 < ‘ = (N=
Developnent (N=11) (H=43) (N=15) | (N=13) (N=20)
Intellectual 100 48.5 5.2 * A 23.7 12.4 i0.3
Development ™N=97) (N=47) (N=5) (N=23) (N=12) (N=10)
Speech and 100 s 2.1 69.4 0.7 6. 5.4 8.2
Language IN=147) =11 = - - . N=8 N=12
Bove lopment (H=11) (N=4) I(N 102) (N 1)_ (N=9) | (N=8) (N=12)
, N i
Social/Emotional 100 59.3 3y 11 1.1 14.3 (15.4 5.5
Revelopment” (=31) - (n=s5a) (H=3)  NeD) L (Nel) (=13 - o (=D (6

90}
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Funding Sources llsed to Obtain Functional Assessments by Diagnostic Area

— e ————

Diagnostic Area

(ul

- Source of Funding

Joint
Funding
llead Sturt (Head!
Supple-  Service Start{  Tublic Schools
llead Start mental Provided  other (Reimbursement State 1/
Tota] ** Basic Grant (P.A. 26) 1In kind agency) of Services)  Funds Other -
Yof Row $ofRow tofRow % ofRow % ofRow % of Row L of Row § of Row
Vision 100 42.9 17.1 % * 2.9 14.3 2.9
(N=35) {N=15) (N=6) C(N=D) (N=5) {N=8)
Hlearing 100 .4 22,0 2.¢ ] | .t | 2.0 29.3
(N=41) (N=10) (N=9) (N=1) (N=9)‘ (N=12)\
Physical Coor- 100 19.4 19,4 3.9 1.0 4.9 3.3 28.3
dination and (N=103) (N=20}) .. (N=20)  [h=4) {N=1) (N=5) (N=24) (N=29)
‘Development - ' - o ‘
Intellectual 100 2.7 0o 21 1.0 6.2 1.5 1.4
. Development . (N=97) (N=22) (N=39) (N=2) (N=1) (N=6) (N=15)  (N=12)
. Speech and 00 1.6 s 1 1.4 7.5 1.9 23.8
language (N=147) (N=11) (N=61) (N=2) (N=2) \ (N=11) (N=19)  (N=35)
Social/ 100 319 37.4 .47 1.1 5.5 .1 11
Emotional (N=91) (N=29)  (N=34) .. (N=d) (N=1) (N=5) (N=7)  (N<T1)
Development h ' o

‘ !flﬁcludcs EPSOT, Head Start/BEI Joint Funding, and other Lducation for the Handicapped Act Funds

\
i
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The Recommendation Component of the Diagnostic Process

The final step in the ideal diagnostic process entéils the
development of recommendations concerning treatment, therapy, educa-
tional instruction or any cther special services. This-last component
is of vital importance for, as the Performance Standards state:
"Examinations which do not 1ead to needed remedial or rehabilitative

nl/

treatment represents [Sic] a waste of time and money.

Tabla 7.13 shcws tnat 46 of the sample chifdren (17.1%) had no
nepoited recommendations 4An Zhe developmental ahrea con&eépandtng Zo .
the primary handicapping rOnstLon. Children classified as emotionaily
disturbed most freauently were without recommendations; 11 of 33 so
cateoorlved (33.3% %) had no’ repor ted recommendations in the develop-

2/

mental area of primary conCern. .

As in the case with functional éssessments, the quality and use-
fulness of diaghostic recommendations varied greatly. In sSome cases,
an appointment for a later check-up or an eyeglass prescription was
considered as a recgmmendation. In others, specific types of therapy,
health considerétions, suggestions for classroom activities or refer-

- rals to more specialized professionals/agenbies for treatment were

included.

The pattern of recommendatlon providers was 51m11ar to that for
provision of conflrmatlon of'handlcap Head Start staff made recom-
mendatlons in cases in which they 'did not perform confirmations, but'
this ocuvurred infrequently. For example, Table 7.14° shows that N
13.2 percent of the reported recommendations (62 of the 469 total N

-recommendatlons) were provided by Head Start. Conflrmatlogs of handi-
cap prov1ded by Head Start only comprised 9.0 percent of the reported
diagnostic confirmations (43 of the 476 total conflrmatlons) "/

47Head Start Program Performance Stdndards, OCD Votlce N 30 364 4,
DHEW, July 1975, p. 26.

g/Ernotiorially disturbed children also had the highest proportion of
cases without reported diagnostic confirmations in the area of
primary concern: 9 cases or 27.3 percent.

E/See Table 7.4,




TABLE 7.13

Frequency of Recommendations Made in the Appropriate Developmental Area by
Reported Primary Handicapping Condition
Handicapping Condition and / .
(Appropriate-Devglopmental Area)~ C -
' Recommendations No Reported
Total Made Recommendations
% of Row . % of Row %5 of Row
Total (Across all Areas) 0.0 82.9 17.1
(N=269) (N=223) (N=46)
Visually [mpaired 100.0 73.3 26.7
. (vision) (N=15) (N=11) (N=4)
Blind - 100.0 . ’ §3.3 16.6
(vision) : (N=6) (N=3) ) (N=1)
Hearing Imptired 100.0 81.0 s 19.0
(Hearing) ' (N=21) (N=17) . (N=4)
-Deaf ' 100.0 100.0 *
(Hearing) (N=2) (N=2)
Physical Handicap ) 100.0 83.8 ’ . 16.2
(Physical Coordination/pevelopment) (N=37) (N=31) “y (N=6)
Health/Developmentally Impaired S 100.0 73.3 s 26.7
(Physical Coordinator/Development) © (N=30) (N=22) . (N=8)
Speech Impaired ' 4 1 100.0 93.2 . 6.8
(Speech and Language) ﬂN-SQ) {N=53) (N=4)
" Specific Learning Disability 100.0 74.2 75.8
. (Intellectual Development) (N=31) (N=23) . . (N=8)
Serious Emotional Disturbance 100.0 86,77 33.3 .
{Social/Emotional Development) (N=33) . (N=22) {N=11)
/ € -7 » .
Mentally Retarded 100.0 .2/ : 3/
(Intellectually or Social/ - (N=353)
Emotional Development) . .
A : |

L-/The appropriate dévelopmentai area was determined on the basis of OCD Notice
A-30-333-4, "Announcement of Didgnostic Criteria for Reporting Handicapped
Children in Head Start." ' . ’

g/Twenty-six mentally retarded cases received recommendationé’?ﬁﬂintellectual'
development; 13 mentally retarded children received recommendations in social/
emotional development.  Some of the total 535 mentally.rﬁtarded.children.received
recommendations in both areas. Due to this overlap, jt is- assumed that all
mentally retarded cases received recommendations in an appropriate 4evelopmental
area. ‘ . : . -

3/1¢t is assumed that N=0. » : 4 V . oo

7.34 |
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MBLE 7.4/
: Y
Histribution of Agencies Providing Recomnendations by Diagnostic Area
i _ 1
Liagnostic Area Agency | , : : :
| Laster Seal/ - -~
Local Crippled
or State Children
flealth/ Assoc./
Mrivate o Social Public Assoc, University
Consubtant/ Hospital Services  School for Retarded Affiliated
Total** Practitioner (public) Departient  System Chitdren Facilities flead Starr  Other
I Vol Row 5ol Row bl Row bof Row 1 of Row § ol Row v ool fow % ol Row " of Row
|‘ - . - 74./.—, . : v—-v e Ce e ey e -—'-r---r«-v. ‘o “_‘-_.-..----_.--..._Tv_l.,.... ———
ST S [ NN 7% AR (N 0. 33 13, * 0.0
(30 (W) (N<2) (Ne3) (v-2) (1) (1) (H=b)
.
Hearing Lo 35.3 5.9 5.9 .9 5.9 8.8 8.4 20,5
(Na34) (H=12) N=2) . (N=2) (N=1) (N=1) (N=3) (N=3) (N=9)
Physical Coor- <100 AW .2 6.1 7.1 w2 1 2.4 !
dination md (N=04) (Me21) (N1) " (NeB) (N=6) (N=1) (1) el) . (wen) |
Deve fopment . ‘ . i
. Intellectul 100 W1 L 1.0 .1 13,2 11.3 9.7
' Bevelopment {(H=91) (N=21) (N=1) (Na4) {N=10) (N=1} (N=12) (¥=13) N=27): - |
: ) b
0 Speech and 100 19.7 RS T L 5.1 10.2 s up
Language Lo (1) (N=27) (NS) (N=§) (N=21) (N=7) (N=14) (N=14) (Ne34)
SSocialfEmotional 100 342 ' 5.1 6.3 ' .6 13.9 3.9
Nevelopment (N=79} (N=27) (N=4) (N=5) (N=6) {N=11) (N=26)




Completeness of the Diagnostic Process

Table 7.15 illustrates the relative frequency of completicn of
each of the previously discussed diagnostic components. Broken down
by nreported primarny handicapping condition and\appnopniate develop-
mental anrea for diagnosdis, it is clear that the emotionally disturbed
and Zeamhingldiéabﬂed have the Lowest Lincddence of complete diagnos-
tic services. The average rate of completion for all sample chil-
dren is as follows: 89.2 percent of confirmation of handicap (N=240);
82.2 percent for functional assessments (N=221); and 82.9 percent
for recommendations (N=223). 'waever, for emotionally disturbed

. children diagnostic confirmations were reportedﬁfor only 72.7 percent

“of the 33 cases so classified (N=24); 72.7 percent reported func-
t10na1 assessments (N=24); and, 66.7 percent *éported recommenda-
‘tions (N=22). Slmllarly, only 23 of the 31 children reported to be
learning disabled (72.7%) received complete dlagnostlc serV1ces

Of the 30 children classified as health or developmentally im-
paired, 24 (80.0%) received a confirmation of handicap in the
appropriate developmental area. This figure drops to 18 (60.0%)
when looking at functional assessments and then increases to 22
(73.3%) cases reporting recommendations.

Inééummany, the diagnostic cbmponentA specdfically required by
the Tnanémittaﬂ Notice 75.11 (conginmation of handicap and recommen-
dations) anre the components of Zhe d&agnOAILQ process that are com-
pleted most frequently. While functional assessments are not re-
quined, these were neported almost as often as recommendations.
However, children with certain handicapping conditions neceive much
Less thorough diagnostic services than the average fon the total
sample. Specifically, emptionaﬂﬂyfaiétunbed, Learnning disabled,
and health/developmentally impainred children were Less Likely %o
receive thé full range of diagnostic services than children with
othen disabilities.
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TABLE 7.15

Frequency of Completion of Diagnostic Components by Repcrted Primary
Handicapping Condition and Appropriate Developmental Area

Handicapping Condition and 1/
(Appropvxate Developmental Area)=~

i . . Functional
; ) Confirmation’ Assessment Recommendations
J : Total _Performed Performed : Made
' § of Row % of Row $ of Row . $ of Row
-Total (Across all Areas) 100.0 89. - 82.2 32.9
o ) (N=269) (V-ZdO) (N=221) (N=223)
Visually Impaired 100.0 © 93.3 '60.0 - 333
(vision) (N=15) (N=14) (N=9) (N=11)
Blind o 100.0 ; 83.3 66.7 83.3
(Vision) . (N=6) ~ (N=5) (N=4) (V=S)
Hearing Impair:’ ) 100.0 95.2 8l1.0 A 81.0
[Hearing) . (N=21) (N=20) (N=17) (N=17)
Deaf - \x\ . . 100.0 100.0 100.0 - 100.0
(Hearlng) . R . (N=2) (N=2) (N=2) (N=2)
Physxcal Handicap 100.0 .94.6 ) 94.6 83.8
(Physical Coordination and (N=37) (N=35) (N=35) (N=31)
Development)
Health/Developmentally Impaired o 100.0 80.0 60.0 : 73.3
(Physical Coordinatiun and (N=30) (N=24) (N=18) (N=22)
Development) ) ) S
Speech Impaired ; ' 100. 98,3 _ 91.s 93.2
(Speech and Language) (N=59) (N=58) (N=54) (N=55)
Specific Leafning Disability 100.0 74.2 S 73, 74.2
([ntellectual Development) (N=31) (N=23) (V-ZS) (N=23)
" Serious Emotﬁonal Disturbance 100.0 2.7 - 72.7 66.7
|(Social/Emoﬁional Development) (N=33) (N=24) (N=24) K (N=22) -
I Mentally ReJarded 100.0 2/ g/-' Y
* (Intellectually or-Social/ (N=35) . ’ o

>

Emotional/Qevelopment)

r
L

.The appvgprlate developmental area was determlned on the basis of OCD Notice A-30-333-3,
"Anrouncement of Diagnostic Criteria for Reportlng Handicapped Children in Head Start. '

/Twenty seven mentally retarded cases received a confirmation of handlcap in intellectual
development; l1 mentally retarded children received a confirmation of handicap in social/
emotxonap development Some of the total 35 mentally retarded cases received a confirmation
of handicap in both areas. Due to this overlap, it is assumed that all mentally retarded
chxldren received a confirmation of handicap in an appropriate developmental area. This

‘assumptjon also applies to functional assessments and recommendations as well. //V /
- I N .
°/Twenty five mentally retarded cases received a functional assessment in intellectual
‘develophent 15 mentally retarded children received an assessment in social/emotional " K
development,

3 : 1 . : . .
—/Twentylsxx mentally retarded cases received recommendations in intellectual development;
13 mentally retarded children received recommendations in social/emotional development.

ERIC
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Non-Head Start Program Diagnostic Services

Comparability of Data

For the 46 non-Head Start programs (those serving preschool

_handicapped children), similar information was collected concerning

the diagnostic process.. The same model of the ideal diagnostic

process (containing a confirmation of handicap, functional assessment,
and recommendations) was used to determine the type and extent of the
dlagnostlc services available to children outside of Head Start. How-
ever, the focus of the questions asked was different. Non-Head Start

~ responses were on the program- level only; no child-specific questions

were asked. Furthermore, since non-Head Start responses pertalned

to diagnostic services, in gemneral, multlple responses were allowed.
_ A .

Diagnostic Service Providers

In general, nbn-Head Sfart programs used~thevsame-types of pro-
viders as Head Start. For conflrmatlon of handicap (xable 7.16),

_ped1atr1c1ans or other 11censed med1ca1 personnel prov1ded most.of the-

confirmations of handicap in v151on (52 2%) and physical development
(52.2% ), speech therapists or audiologists confirmed most handicaps.

in hearing {52.2%) and Speech -and 1anguage (71.7%); and the maJorlty
of programs reported psychologlsts or psychlatrlsts as the primary
prOV1ders of conflrmatlons of dlsabllltles in intellectual development

(67.4%) and social/emotional development (54. 35 Y. Teachers were a'.
relatively frequent provider of.confirmation services in non-Head

Start programs, whereas teachers infrequently confirmed hardicaps

" for the Head Start sample children. "Similarly, non-Head Start pro-

grams more often utilized the services of d15c1p11nary diagnostic

teams. For funct10na1 assessments and recommendations (See

' ‘Appendix A, Tables A7. 9-A7: 10) the basic pattern ‘of relatively -

more- predomlnant utlllzatlon of 1nterd15c1p11nary teams and
staff teachers in non- Head Start programs remains about the same.
The incr ased utilization of teachers in non-Head Start programs in

the dlagnos\lc process reflects: a ba51c staffing dlfference between
N 7.38
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TABLE, 7.16
L

!
|

' Professionals Who Provided Confimation of landicapin Non-llead Start Prograns by Diugnostk Area

Diagnostic Arca

!

o .
Provider of Confimmation

Pediatrician |
Dther ‘ Parapro- \
: - Licensed Speech fessiona) -h.terdisci- :
Psychologist/ - Medical Therapist/ Medical plinary - Staff i/
Psychiatrist Professional Audiologist Personnel Teay - Teacher | Other
Vision 2,2 52.2 2.2 . 13,0 2.7 2.9
(N=1) © (N=29) (N=1) (N=6) (N=1) - (N=11)
llearing 5 2.3 52,2 4,3 13.0 A 17.4
(Na13) © (N=24) (N-2) (N=6) (N=8) |
Physical Coordination 8.7 52,2 * 4.3 26.1 10.9 By
and Development , (N=4) (N=24) (N2) (N=_lZ) (N=5) (N=11)
Itellectual 6.4 S43 g ' 30.4 87 1.9
Developnent (N3 (N=2) (V=14) (V1) (N=5),
Speech and 2.2 2.2 .7 ' 19.6 1.3 10,9
Languag: Developnent (N=1) (N=1} (N=33) (N=9) (N=2) (N=5)
L Social/Emotional 54.3 . 2.2 . 2.1 1.4 2.9
| Development (N=25) (N=1) (N=11)
. ' -

(N=12)

(N=8)

I . . .
| «/lnclmulcs social worker and public health nurse

Note:

prograns were allowed to respord more than once. Percentages were derived from total mmber of non-flead Start prograns (46).



these two types of programs. Non-Head Start programs have'better
"qualified personnel in terms of educational backzrounds (see
Chapter 4),1/

Agency Affiliation of Diagnostic Service Providers

Another basic difference between non-Head Start programs and
Head Start was that professionals affiliated with the public school
system furnished diagnostic services to non-Head Start programs
relatively frequently, while public school providers were used far
less than providers from other agencies for the sample Head Start
children. Table 7.17 shows that professionals who performed con-
‘firmations of handicaps were affiliated with the public schools in
11-17 of the non-Head Start programs. In part, non-Head Start pro-
grams used the d1agnost1c services of public school systems more
because they were more often affiliated with the school system.
Furthermore, this indicates that d1agnost1c services are available
through the public school Ssystems 1n Head Start com’anltles, but
that resource- sharing between Head Start and the schools has not
taken place to the extent that it could.

Jheasons for Use of'Professionals/Agencies

!

As in the case of Head Start programs, the major reasons for
;yusing the diagnostic services of particular professionals were . .
primarily that these people were part of an established diagnostic
service and/or these professionals represented the best available

service (see Appendlx A, Table A7.11).
\
-‘Basically, theksame types of teLhnlques were used 1in non- Head

Start and Head Star
~Tables A7.12-A7. 17) \ Non-Head Start programs seemed to rely on the1r

programs to confirm handicaps (see Appendix A

own locally- de51gned assessments proportlomarely more often, however

1/Head Start teachers\tend ‘to have backgrounds in early childhood i
development as opposed to special education. - This trend is re-
versed for teachers in non-Head Start programs.’

7.40
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TABLE 7.17

—— ‘ e, -
Agencies that Provided Confirmation of llandicap in Non-lead Stupt Programs by Diagnostic Ayeq
Disgrost i Area R Agency
: Easter Scal/
Local Crippled
or State Children
‘ lealth/ Assoc./ .
Private Secial Public Assoc. Unjversity .
-+ Practitioner/ " fkspital Services School for Retarded AfEiliated .

Consultant {piblic) Department System Children Tacilities Other
= , : ~— ' N _ .
Vision . o 34.8 N Y 3.9 I R W9 7 b
. ' (N=16) (N=4) (N<4) S () (N=2) . (N=5) (N=4)
learing 3.9 03 8.7 .4 6 e 217
o , : (N=11) 0 N=2) (N=4). (M=16) (N=3) () I " (N<10)
Physical Coordirmt ion S s BTl a3 g w1
aul Devoloment S 5T I ) (N4) 1) =) ) (N=12)
Intollectual. = N R T L 3.1
Developuent K -~ (W13) (N=1) (N=7) M) e (N=6)  (Ne18)
Specch and X Y I T 19 .1
Fanguage - (N8) (N=1) (N=2) . - (N17) (N3) (N=9) . (N=18)
Social/faotiom! ,' %.1 1.3 52 34 2 gy s
Develoment (M12) ()] C(NeT) (N-14) M) N2) (H=22)

=,

y

o , . . , ‘ ¢
Note: prograns were allowed to respond more than once. Percentages were derived from total muber of non-llead Start Programs (46)

212




This-ie'especially noticeable in the area of speech and.language

where 1oca11y.designe§ assessments were frequently used in non-

Head Start programs, but they were one of the least frequently used
teohniques for Head Start children. The other major dlserepancy be-
tween the two types of programs was the preferred technique for con-
firmations of handicap in social/emotional development. Head Start
primarily relied on observations, whereas the non-Head Start pro-
grams primarily used formal tests especially the Vineland Social
Maturity Scale (13 of the 46 programs or 28.3%) and other unspecified
standardized tests (13 programs, 28.3%). ' ’

Parent Involvement in the Diagnostic Process

As in Head Start, parents of ¢hildren in non-Head Start programs
were also involved in ‘the d1agnost1c process. The primary method of
exp1a1n1ng dlagnostlc results. in both programs was by the staff and
-'d1agnost1c1an together, using a combination of written and verbal
reports (see Table 7.18). Twenty of the 46 non-Head Start programs
(43.5%) reported using staff and d1agnost1c1ans together to explain’

" results to parents; 14 non-Head Start programs (30.4%) reported staff
only, and in the remaining 12 (26.1% ), d1agnost1c1ans alone explained
results to parents. For those programs using both staff andvdlag—

nosticians together, 16 (80.0%) used a combination of written and
verbal reports ’ '

‘some general qonc1u51ons,concernlng-the dlfferences.ln the diagnostic
services provided by both. In general, ncn-Head Start programs seemed .
‘to use interdisciplinary'teams andnstaff teachers as providers_of
diagnoétic services more frequently. The public school system was
also more frequently the agency respon51b1e for diagnosis, in non-
~ Head Start programs. Finally, locally de51gned instruments were -
" used for diagnostic assessments more often in non- Head Start pro-
grams ‘than in Head Start. '



TABLE 7.18

Manner in Which Dlagnostlc Results Are Etplalned to Parents
in Mon-Head Start Programs
Way Explained , % within Group § of Total bv Greup
- !
Not Generally Explained *
Explained by diagnostician: ) 26.1
method not ‘specified ' 8.3 (N=12)
' (N=1)
written report *
verbal report . 41.7
’ (V’S)
written and verbal report ' 50.0
- . . . (VaG)
Explalned by program staff: - ' ’ 50,4
method not spec1f1ed 7.1 (x=4)
-1 | (N=1)
written report i *
verbal report ’ o 21.4 ’
_ . (N=3)
written and verbal report’ 71.4
(N=10)
Explained by staff/ . .
diagnostician together: s . i5.3
method not specified * (N=20)
written Teport 5.0 -
. ] (N=1)
verbal report s 15.0
i (V=.))
written and verbal report’ _ 80.0 f
: (V=16)
Total** . ' : o 160 y
N : ' © N=d6 (r=46)

7.43
O . i B : N . p
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Summary of Findings

The following is a brief sumiiary of the major findings concern-
ing the diagnostic services received by Head Start children and used .
in non-Head Start programs:

[ Approximately 10 percent of the 269 sample children
had no reported confirmation of handicap 'in the
developmental area corresponding to their reported

. primary handicapping condition. :

e By handicapping condition, the emotionally -disturbed,
learning disabled, and health or developmentally im-
paired were most likely to be identified as handi- -
capped without appropriate diagnostic confirmation.
Approximately 80 percent of the health/developmentally
impaired children, 74 percent of the learning dis- ,
abled, and 73 percent of the emotionally disturbed

- children reported a confirmation of handicap in the
appropriate developmental area. '

¢  Seriously emotionally disturbed children most frequently” .
experienced inappropriate or belated diagnostic services,
or received no diagnosis at all. Of the 33-emotionally.
disturbed children in the sample, there was a reported
appropriate diagnostic:confirmation of handicap for only

* 24 children, and of these, 11 children were not confirm-
ed as handicapped in social/emotional development until-
January of the current program year. ‘

° The diagnostic criteria for specific learning disabili-
ties seemed to be complex and confusing. As a result;
children identified as such were often confirmed as
handicapped in a variety cf developmental areas. While
in part this reflects cases of multiple handicaps, it
also strongly suggests that the category of learning
disabled is nnt clear to those responsible for diagnostic

N _ ¢lassifications. Although intellectual development 1is
" the appropriate developmental area in/which to confirm,
a child as learning disabled, the maiority_of these chil-
dren were confirmed as handicapped in speech and language
(approximately 77%), followed by:inp@l}ggtugl development
(approximately’75%jjfandfsociii7éﬁ6fional development
(approximately 42%). Confirmations of handicap were also
T repcrted for these children in the areas'of physical
coordination, hearing and vision. .




Most diagnostic confirmations occurred relatively late

in the program year. Including those chilidren diagnosed
prior to the current program year, by the end of October,
‘less than. half of the sample children (approx1mately 47%
or 126 cases) had been confirmed as handicapped in the
developmental area corresponding ‘to their reported primary
handicapping condition. BY the end of January, approxi-
mately 68 percent of the children (N=184) had received
appropri: te diagnostic confirmation. While screening

was prov ded to most of the sample children within the

90 day 1:mit suggested by the Performance Standards, this
left little time to secure diagnestic services, adjust
classroom plannlng,land develop an individual plan of
services.

Dlagnostlc service providers seemed to be appropriate
and qualified personnel. Physicians, speech therapists/
audiologists, and psychclogists/psychiatrists were the
predominant types of diagnosticians. .These providers
were most often in private practice or associated with
hospitals or clinics. Special purpose organizations and
the public school ‘'system were used 1nfrequently

' Head Start funds‘(Ba51c Grant and Program Account 26) were
the predominant Source of payment for diagnostic services.

. .Combined, these.twc sources of funding paid for well over

" half of the diagnostic confirmations in intellectual
speech, and,social/emotional development. A combination
of joint funding arrangements, EPSDT,. parent payment and
unknown funding sources provided most of the confirmations
of handlcap in the remaining developmental areas.. Inkind.
"services on the other hand, were rarely rece1ved

Parents were reported to-be extensively involved in the
diagnostic process, both as participants and recipients of
information and explanations of diagnostic results.

Parents of the sample children were informed of diagnostic
results in all but six cases. Head Start was actively
involved in the explanation of these results; for approxi-
mately 15 percent of the children, ideéad Start staff was
responsible for ‘the explanation of these results to ,
parents and i-; over half the cases both Head Start and
the™ diagnostician together explained findings to the
parents. . . :

The overwhelmlng majority of Head Start children, approxi-
mately 94 percent, had some type of diagnostic file
" although the quality of these files varied considerably.

. The same diagnosticians. seemed -to. provide. confirmations of
handicaps and recommendatlons However, functional
assessments appeared to have been developed more often by
a different pro£9551onal usually Head. Start personnel.

7.45
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\ :
Even though assessménts were not specifically required by
the Performance Standards, functiomal assessments in the
ar~a of primary concern were reported for approximately 82
pe. .ent of the sample children. The quality and useful-
ness of these assessments varied greatly, however, from
case to case. ' :

Approximately 83 percent of the sample childrenreceived
racommendations in the developmental area corresponding to
the reported primary handicapping condition.

Non-Head Start programs used interdisciplinary teams and
staff teachers to provide diagnostic. services more pre-
dominantly than Head Start. Non-Head Start programs also
utilized the diagnostic services of public school systems
more frequently. .



PLANNING AND CURRICULA

Once the diagnostic process has been comp eted and the special .
needs .of each child identified, it is the responsibility of Head
Start to ensure»that necessary services are provided to each handi-
capped child. Because each child is a complex and unique individual,
the identification of that child's special needs and the procurement\
of appropriate services should not be a haphazard or mechanical prd-
cess. Individualized planning for each child is required if the
program 1s to be responsiVé to the special needs of its handicapped
children. The development of a comprehensive plan of services,
the manner of planning and conducting classroom activities, and the
type of curriculum used in the classroom all play an important part
in the delivery of these services to handicapped children. For this
reason, the manner in which Head Start prepares to meet those needs--
both in the classroom as well as outside it--was examined. Speéif-
ically, the following questions are investigdated in this chaﬁter:

o - -How.many of the Head Start handicapped children had

individual plans ‘of service? How many of them had
written plans? Which components (education, health,
nutrition, parent involvement, and social services) were

‘most frequently included in children's individual plans?
What types of objectives were included in the plans?

° To what extent did children's staff use the children's
- diagnostic files in developing their plans of service?
What difficulties, if gny, were encountered as a result
of using diagnostic files to develop individual plans of
service? S o _




6 How were classroom activities planned for the handicapped
children in Head Start? How were they conducted? To what
extent were individualized activities planned and conducted
for the handicapped children? '

[} What types of written curricula, if any, were used for
the handicapped children by Head Start staff?
® How do the individual plans of service, manner of planning

and conducting classroom activities, and curriculum
materials typically used for handicapped children in non-
Head Start programs compare to those used for the sample -
Head Start children?

1/

Head Start Planning and Curricula—

Individual Plzn of Services

The procurement of necessary services for handicapped children
should be based upon a comprehensive plan of services which addresses
the totality of child and family needs. Thus, according to the Head
Start Program Performance Standards, education, medical, dental, and
mental health, nutrition and social service objectives should be
identified for each child and plans made to ensure that these objec-
tives are met. FurtHermore, provisions should be made for parent
involvement in each of these areas and for any special services the
parents or family might require. This-compréhensive plan, called an
individual plan of services, should guarantee that handicapped chil-
dren receive the same types of services as other Head Start childreh
and that additional or specialized ser ices are also provided when

needed.

Respondent interpretation of the coﬁcept of an ndividual plan
of services varies greatly from program to program. An individgal"
plan of serﬁices,yas~rep6rted for 187 of the 269 children (69.5%).
of - 187 cases, pfogrém staff indicated that the plan was written
for 153 children (81.8%). However, in reviewihg written records, N

2/

individual plans were located for only 141 children.% In some cases

these plans were extensive; one program had complete files on each

1/a11 data in this section are child-specific. ‘

2/See Table 8.1.
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TABLE 8.1

Manner in. which Services were Planned for

Head Start Handicapped Children

of service were located.

R2()

| Manner of Planning % of Totall/
Child had individual plan of services 69.5
| : (N=187)
Child had written individual plan of services 56.9
: - » (N=153)
Child's individual plan of services was located 52.4
- (N=141)
Child only had an educational plan (and did not 4,8
have individual plan of services) (N= 13)
% of Children Wit
Components Included in plans: Individual Plans2
Education ‘ 1100.0
(N=141)
Health 38.3
(N= 54)
Social Services : . - 18.4
(N= 26)
Parent Involvement : 24.8
, (N= 35)
Nutrition ‘ 14.2
- o (N= 20)
Other | | | 7.1
, (N= 10)
l/Percentages based On the tctal sample of 269 children.
E/Percentages based on the 141.children for whom individual plans




child for each'compoﬁent (education, parent involvement, social
\\\\services, health/nutrition), and had even color-coded the components
for easy access. There were standard forms to collect baseline informa-
tion (health histofies results of monitoring) as well as more ex-
*ten51ve elaborations on specially identified problems. Another pro-
gram had a comprehen51ve approach to needs assessment and remediation;
the strengths and weaknesses of each child were jdentified and detailed

plans were developed to foster the one and counteract the other.

These cases, however, seemed to be the exception rather than

the rule. Some programs had only brief medical records (date of
birth, immunizations) which they considered to be both the diagnostic
file and the 1nd1V1dua1 plan of services. Others viewed the individual
'plan as only dealing with educatlon, or such 1tems as lesson plans oOT
folders containing the child's art work were presented as the in- )
dividual plan. These data and interviewenr observations indicate that
stad4 o4 few programs had grasped Zhe concept o4 Lthe compnehen4¢ve and
»&ntenmeﬁated nature 04 the components of Zthe plan; that gewen AILKK
seemed aware 0§ the need o use diagnostic and assessment data Zo
formulate a plan of action t0 counteract the identified problems 05 ‘
each child; and that almost half of Zhe sample children did not have

a written compnehenéLve plan of services.

Components of the Individual Plan of Services

As stated before, most programs recognized the need for some form
of educational planning, often to the exclusion of the other components
of the plan. Table 8.1 shows the high incidence of the education com-
ponent. 0§ Zhe 141 individual plans Zocated, all of them contained
an education component. Furthermore, separate educational plans were
found for an additional 13 children who did not have an identified
individual plan of services. These are included in the figures for
this table. Therefore, 154 educational plans were 1ocated " The next
most frequent component included in the individual plan was that of
health; more than one third of the plans located (38.3%, 54 cases)




included a health component. Parent inyolyement, social services and

1/

nutrition components occurred with lesser frequency.—

For those children with an individual plan of services that was
located and reviewed, specific information concerning the education
component was determined (see Table 8.2). A statement of annual
goalsz/ was fodnd in 57.5 percent of the cases (81l of the 141 indivigual
plans -;ith an education component). A statement of short-term goalsi
was found even more frequently; 70.3 percent of the educational plans
included in an individual plan specified short-term.goals. Finally,
evaluation procedures and a statement of specific educational services
to be provided were found in the majority of the education components
reviewed (60.3% and 63.8%, respectively). |

Use of the Diagnostic File in Developing an Individual Plan of
Services

Any plan of services must be individualized in order to properly
meet the unique needs of each child. For’haﬁdicapped children this
is especially important since these children are usually in need of
even more speciélized services than their non-handicapped peers.
Furthermore, the naturé and extent of the child's disability must be
téken into account when identifying appropriate and reasonable goals.
To properly plan experiences and assess pfogress, then, the child's
‘diagnostic file should contain critical information for planning
purposes. This is one of the reasons that the three part model
diagnostic process was conceived: a confirmation of handicap to

fﬂgspectlvely, the figures are: 24.8 percent, 18.4 percent, 14.2 per-
cent. : , : -

2/Deflned as goals set for the school year or as general obJectlves
that are specific to the child.

S/Deflned/as more specific obJectlvec to be achieved within a more
finite time frame, such as daily, weekly or monthly.

’
/
/
/

/
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TABLE 8.2

Education Components of Individual Service Plans for Those
Children With a Service Plan
Education Componenf of . . Presence of Component in Plan
Service Plan : o
- Unspecified Yes No -
% _of Rowl/ 3 of Rowl/ 5 of Rowl
Annual Goal - 2.1 57.5 40.4
- . (N=3) (N=81) - (N=57)
Short Term Goal ~ 2:8 . 70.3 - - 26.9
. (N=4) (N=99) (N=38)
Statement of Specific . 2.8 63.8 33.4 -
Services . 7 (N=4) (N=90) (N=47)
Evaluation Procedure with - 2.8 ~ 60.3 36.9 .
Objective Criteria (N=4) . (N=85) (N=52)

l/Rows each sum to 141 (number of students for whom an .individual
service plan was located and reviewed). This fact should be
carefully noted. For example, in considering the entire study
sample, only 37 percent had short term goals specified In an
individual plan of services.
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identify the nature of the child's disability(s); a functional assess-

ment that outlines the extent of impairment'so that appropfiate goals

can be set; ‘and recommendations which indicate_the types of services

1/

diagnostic file should be the prime basis for developing an individual

needed. If all of these diagnostic components are present, the

plan of services.

Table 8.3 shows the frequency with which the diagnostic file.
- was used to develop a plan of services. Less than half of the re-
spondents indicated extensive use of the file; of the 187 reported
cases with individual plans, the diagnostic file was extensively
used to develop the plans in 78 cases. For 56 children, the
diagnostic file was used only slightly, and the diagnostic file
was not used at all for 50 of the 187 children with individual
plans. |

The major problems associated with translating- the diagnostié
file into a plan of services did not seem to be inherent in the file
itself (see Table 8.4). When asked, respondents frequently in-
dicated that they did not have any problems; for 71 of the 187 cases
with a reported individual plan of services, respondents felt '
that they had no problems in using the diagnostic file to
develop a service plan. Of the specific difficulties mentioned,
other sources of infonﬁation were. found to be more useful than the
diagnostic file for 34 children (18.2% of those with individual
plans). Such sources may include general information on specific.
handicapping conditions (such as books/ pamphlets on mental re-
tardation, etc.), or informal discussions with professionals who
did not diagnose the child (special education teachers, educational
consultants, etc.). - of secondary frequency, respondents indicated
that they could not obtaln a copy of the file. Th1> may be simply
-a ‘logistics problem (for cases in which files were maintained at a
'maln office, but the actual center was not located near by) or due.
to privacy restrictions. For an .additional 9.6 percent of the

1/A more extensive dlscu551on of the model diagnostic process ‘may be
: found 1n Chapter 7.




TABLE 8.5

- Extent of Use of.-Biagnostic File to Develop Individual
' Plans of Servicel
;requency of Usage : % of Total
- Not at All - | | | 26.7
, ' (N=50)
Used Slightly . ' 29.9
| (N=56)
Used Extensively ' ~ 41.7
| (N=78)
Unspecified ' 1.6
' : ' (N=3)
" Total ' _ 100.0
' (N=187)

1/Includes only those children for whom an 1nd1v1dua1 plan of serv1ce.
was reported to be avallable




TABLE 8.4

PfobTems in U51ng the Diagnostic File }o Develop Individual
Plans of Servicel

Problems 'V | % of Total
No problems 38.0 -
' (N=71)
" Other sources were used more 18.2 .
‘ - (N=34)
Out of date information 0.5
(N=1)
Did not receive report in time 9.6
’ (N=18)
./Termiﬁology was toc technical 0.5
> . (N=1)
Staff disagreed on services 0.5
(N=1)
Could not obtain a copy 14.4
' _ . (N=27)
Report was too general. 5.3
' (N=10)
Other 7.5 §
o (N=14) !
Unspecified 5.3
' A (N=10)
%
Total 100.0 :

(N=187)

/Includes only those children for whom an individual plan of service was

reported to be avallable
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children with reported individual plans, the file was not received
in time to use ‘it for planning purposes, In only a few cases was the
report too general, technical or ouf of date for use in developing a o

child's individual plan.

Planning and Implementation of Activities in the Classroom ~ T

As stated before, successful mainstreaming of handicapped chil-
dren involves much more than their actual physical presence in the
classtroom. There must be a delicate balance between individualized
jnstruction and integration into the classroom. Each child ‘should
receive'specialized instruction, yet this should not go so far as to

exclude the child from classroom activities.

Table 8.5 shows that teachers planned activities that excluded
the handicapped in only a few cases. For the majority of cases,
activities were planned for all chlldlcn ‘the same way or were planned
for all children, but modified for the hand1capped childrén. Combined,
these two approaches comprised the manner in which act1V1t1es were
planned for approx1mately 80 percent of the sample. Broken down by
specific objectlve areas, percentages fer homogeneous planning ranged
from 35.3 percent in the area of communication to 49.4 percent in the

. objective area of self-concept development. ‘Those-cases in which
general plans were made for all children with modification for
specific children ranged from 37.5 percent in the area of self- concept
development to 48.0 percent in the cognitive development objectlve area.

Slmllarly, Table 8.6 shows: the manner 1n which activities were
actually conducted in the classroom. Again, very few children were
excluded from activities because of their hand1capp1ng condition.
Most respondents indicated that activities were'conducted for all
children the same way. Percentages in this category. ranged from
45.4 percent 1in the area of communications. act1V1t1es to 57.6 percent
'in the area of self-concept development act1v1t1es Of secondary
frequency, teachers indicated that act1V1t1es were specifically con-
ducted for the hand1capped child. Percentages in thlS category
ranged from 30.9 percent'in the self concept obJectlve area to
42.8 percent in the area of communications activities. |

1
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TABLE 6.5

Manner of Planning Activities By Objective Area

(N=9) (N=17) (N=10)

Objective Area Minner of Planuing
_ . Planned because Not Planned
Planned for”  of this-Child's for this (hild
Planned for all Children Handicapping Condition Because of thndicap
_ all (hildren but Modified but not Planned - but Planned for- No
Row Total the Same Way for this Child for all (hitdren - Other Childven Response:
! of Row {of Row 1 of Row . § of Row $of R 1 of Row
Cognitive 100.0 0.5 8.0 9.7 1.1 0.7
Y (H=209) (N=109) (N=129) (N=26) (N=3) (N=2)
Comewnication 100.0 35.3 44,6 - 18,6 1 0.4
: (H=269) (N95) (N=120) (N=50) (N=3) 1)
Self flelp 100.0 4.2 10.1 s 0.7 0.4
' (N:209) (N=127) (N=108) ‘ (N=31) (N=2) (N=1)
Self Concept 100.0 9.4 37.5 : 11.5 0.4 - 11
| (N=269) (133) (N=101) (N=31) (1) (N=3)
*Gross otor 100.0 w8 -l 12.6 0.7 0.7
: - (N=269) (N=115) ~ (N=116) - (N=3) (N=2) (N=2)
Fine botor 1000 920 1.2 S X 0.7 Ll
(N=269) (N=113) (Ne115) ) (N=32) (Na2) (N=3)
Other 100,0 3.3 6.3 .. 3.7 0.4 86,2
' ' (N-269) (M1) (N=232)

DO
Do
>0



TABLE 8.6

Manner of Conducting Activities By Objective Area |

Objective Area Manner of Conducting Classroom Activities
Not Conducted for
- (onducted for all this (hild Because
“onducted for landicapped Specifically - of landicap _
all (hildren (hildven Conducted for But Done for No
Row Total the Sane Wy - the Same Way this (hild Other Children Response
{ of Row 3 of Row { of Row $ of Row V of Row $ of Pow
Copnitive - 100.0 50.9 I1.5 36.1 11 . 04
o (N=209) ~(N=137) (N=31) (N=97) (N=3) , (1)
Conmuication 100.0 45.4 10.4 28 1.5 | ’
(N=269) (W122) (N=28) (N=115) ‘ {N=4) '
Self tielp 100.0 5.0 10.8 ns 0.4 '
. (N=269) (N=148) (N=29) (N=41) (N=1) _
Self Concept 100.0 9.6 0.4 S0 Y 0.4
_ (N-269) (N=155) (N=29) (N=43) (Ne1) (N=1)
Gross Motor 100.0 5.7 9.7 3.9 0.7 *
: (N=269) {\139) o (N2 (N=102) (N=2) »
Fine Motor 100.0 06 - 4] | 3.7 0.7 0.3
(N=269) (N:136) (N=26} . (N=104) (W2 =1
Other 100.0 4l 1 Y 0.4 'Y

C{N260) (e1) (3) (55 I (3 DU (ELIE




In general, there seems to be a pattern of greater individualiza-
tion in the area of communications activities and objectives and a
more hcmogeneous approach to dealing with self-concept development.
However, across all objective arneas, the data indicate that in-
dividualized planning §orn the sample children cccurred somewhat
Anfrequently, and individualized activitiesi were conducted for them
even Less {requenily. The handicapped childrer were treated in a

similar manner to the other children in the :lassroom.
Curricula

The type and orientation (performance-based or experienced-
basedjl/ of curricula used in Head Start programs indicate the de-
gree to which standardized materials are utilized and the philoso-
phical approach to teaching that is predominant. Some form of specific
written curriculum was used for more than three-fourths of the sample
children {79.6%; sre Table 8.7). Table 8.8 shows that, across all:
objective areas, locally designed materials were the favored type of
curriculum. The most frequent type of standardized curriculum re-
ported was that associated with the Learning Accomplishment Profile
(LAP). A@combination of other tyr s of formal curricula occurred
with éecohdary frequency,g/ followed by the Peabody series (especialiy
for use in the area of communication). |

l/An experience-based objective is a statement of the action to be
taken by a teacher or instructional setting for a child that does
not predict or specify the outcome of the event in terms of child
behavior or skills. On the other hand, a performance-based objec-
tive is a statement for a child that specifies what he/she will
be able to do or choose to do as a result >f instruction.

Z/This category mey include such types of teaching materials as the
 Portage Project, Bank Street, or Goal Curricula.

8§.13
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TABLE 8.7

M

Number of Caseq wherp SpeleLC Written

Specific Curriculum Used 79.

, \ : (N=214)

Specific Curriculum NOt Used . 18.6

'Not Reported : | 1.8
(N=5)

Total 100.0
(N—Zﬁg)

@« . . \2'31 |

8.14
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TABLE 6.3

Written Curricula Used by Objective Area

i T e g i

.. e e

Ubjective Area Curriculun
T : ‘ Furricula
Locally Learning , School  Collier Developmental + Not Dsed/
Nesigned Accomplishment  Montessori  Defore Materials/Rebus No
~ Total **  Materials Deabody  Profile (LAP)  Curricula - Six Program Curricula  Other Response
$of Rou Yol Row % of Row § of Row VofRow — YofRow 1 of Row . bof Row 3 of fow~
\s. ; : N
Cognitive 100 - in,1 8.6 145 07 0,7 0.7, , 1.6 1.0
, (N26)  (Nelod)  (N23)  (We30) (2 ) (N | (he34) (Na39)
Communication 100 37,1 13,8 13.8 0T 0,7 0.7 14.9 L2 |
Skills B 0 ) B S N (N () B (D) (N=40) (K=49)
Self-help 100 14,2 37 14,9 1Y kS 0,7 10,0 34
‘ (N=200) (N=119)  (N#10) (N=40) (N=5) (N=4) (N=2) (N=27) (N=t1)
Self-concept 100 49,8 2.1 1.3 0.4 0,7 0,7 ey
(N=200) . (N=126)  (N=14) (N=33) (N=1) (N=2) (N=2) _ (N=30) (h=01)
Gross wotor 100 003 FENTRY 0 R TREEN
(N=260) (N=11))  (N=14) {N~39) (N=2) (Ne2) (Na2). - (N=38) (N=61)
Fine motor 100 1.3 ENE 14,9 0.7 -1 0.7 l l_ 1.3 Dk
(N=269) (Na111)  (N=14) (N=40) (N=2). (N=3) (¥=2) (Ne33) (K=04)
Other 100 .4 04 0] o ot 0.4 BN 5.1
' (N=269)  (N=21) (W) (Ne11) (¥1) (H=6) (F=129)
_ e S




Table 8%9 illustrates the orientation of the teaching materials
used. A mixture of performance -based and experience -based curricula
was used in more than half of those cases for which specific written
curricula were reported (55.5% across all objective areas). Perform-
ance based materials were reported a total of 30.0 percent of the
time, while experienced-based curricula occurred across all develop-
mental areas for l4.5 percent of the responses. It was theé impres--
sion’of field staff, though, that in instances in which mixed curricula

"were utilized, the experiential component was often emphasized over
' the performance based component. |

Non-Head Start Planning and Curriculal/

Similar information was collected on planning and curricula
typically used for handicapped children in non-Head Start programs
and, where approPriate, general trends are compared to trends that
emerged for the sample Head Start children. Direct comparisons
cannot be made becéuse the Head Start data are child-specific and
the non-Head Start data are program-specific, and the response
options~diff ered as well. '

'Deve{épment of an Individual Plgn of Services

Tabkg §.10 %howA that atl 46 0f the non-Head Start proghams in-
dicated they developed an individual plan of services for thein
hanchapped o HE dren and, with the exception of one program, . these
"plans were wrltten\\JOnlY seven (15.2%) non-Head Start programs
_ reported that the individual plans contained only an education
component.. The rémaining SQ_programS'(84.9%) developed iﬁdividual’
plans of services which more-or-less comprehenéively addressed the
needs of each child. |

The most frequent component of the plan of serVicés reported by
non-Head Start programs was that of special therapy; 84.8 percent of"

' I-7;\11 data in this section are program-specific.
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TABLE 8.9

Performance or Experienced Ba
Objective Areal

7ed Curricula by

Objectiﬁe Aresa

Curriculum Orientation

» " Performance E&perience :
Total **#* Based 7/ Based Mixed
% or Row % or Row. 5 of Row % of Row
Cognitive 100 | 33.0 ) '12.7 54.2
| (N-212) (N=70) (N=27) (N=115)
Communication Skills. 100 29.5 12.7" 57.7
' (N=220) (N=65) (N=28) (N=127)
Self-help 100 30.6 15.5 53.9
(N=206) (N=63) . (N=32) (N-111)
Self-concept 100 23.6 20.7 55.8 ”
' (N=208) (N=49) (N=43) (N=116)
Gross Motor 100 32.2 13.0 54.8
- (N=208) (N=67) (N=27) (N=114).
Fine Motor 100 | 31.4 12.3 56.4
| (N=204) - (N=64) (N=25) (N=115).

1/ 1ncludes only tho

used.

.17
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TABLE 8.10

i
I
'

Manner in Which Children's Services are Planned in-
Non-Head Start Programs

Manner of Planning ¢ of Totall/
Program develops Individual Plan of Services ' 100.0 -
Plan of Services is Written - : | 97.8
o ‘ (N=45)
Plan includes only an Educational Plan , 25.2
‘ o : (N=7)
Plan includes Education as well as other ‘ 84.8
Service Areas - i (N=39)
Other service .areas included in Plan: -
| Health ° o ot : 65.2 -
' : - (N=30)
Social Services | X 67.4
N , (N=31)
Parent Involvement. L\\ . - 80.4
_ : = N=37
.. | \ - (N=37)
Special Therapy - ' _ R 84.8
- : : . (N=39)
~ Other - | - 23.9 ‘
. I _ , (N=11)

-%/4Percenfages-derived from total number of non-Head Start programs (46)

I
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- the programs (N=39) reported théminclusion of this component.
Parent involvement was the next most frequently reported component;
37 programs (80.4%) indicated this was included in each child's plan.
Health and’soéial services were also“reported as componeénts 1n the"

1/

individual plan by the majority of non-Head Start pfograms.—

Planning and Implementation of Activities in the Classroom

, It is difficult to make comparisons between information gathered
on planning and implementation of c1a$sroom‘éctivities for Head Start
and non-Head Start programs, not only for reasons cited elsewhere,
but also because the response categories in the respective question- .
naires were slightly different.r'NeVertheless, Table §.11 shows a
dXhong pregerence 564 individualized planning Ain non-Head Start pdoQ
grams. Between approximately 89 and 95 percent of the non-Head
Start programsAreported individual planning for each handicapped
ch11d across all obJectlves areas. In contrast, for the Head Start
cases responses were falrly evenly distributed between plannlng for

“all children the same way and plannlng for all children, but
modifying for a particular child (see Table 8.5).

Similanly, non-Head Starnt implementation 0§ activities was also
heavily Aindividualized- (see Table 8.12). ‘Across all objective areas,
approximately 89 to 100 percent of all programs reported that activi-
ties were most often conducted individually for each handicapped

~child. While for a number of Head Start cases, this reSponseA/ was
reported, for an even larger number of-caées, Head Start classroom
' activities were conducted for dli\éhildren the same way. The extént,
2o .which the activities were planned on conducted in an individuatized

:l/Figures are 65.2 pertent andv67.4 percent, respectiveiy.

/The responses were worded in ‘a slightly different manner. For
non-Head Start the réesponse was: '"Often conducted 1nd1v1dua11y
for each handicapped child." The Head Start response was:
"Specifically conducted for this child."




TABLE 8,11

© Manner in Which Activities are Planned by Objective Arvea in
Non-llead Start Programs

Objective Area - Manner of Planﬁing,' |

Planned for o Planned
Handicapped and Planned for  Individually
| Non-handicapped all Handicapped for each Handi-  No
Total ~ the same way - the same way  capped child  Response

b of Row % of Row b of Row v of Row 4 of Row

 Lognitive w38 9.1 +

A (=46) ) () (ET) .
Communication 1m0l 2.2 sy
o (G I S\ 5 (i)

Cselfhelpr W0 4343 R

o (R6) () (¥=1) )

" Self-concept 1 3 0.3 W1 )
o T I ) R ) (L) (1)
Gross Motor 100 21 8.7 89,1 | A

| Cpeds) ) R (D)
| Binedotor 0 L. o5 oL 2
(=46) (D) (4=3) (N=42)
Other 100 S T Y N TN

(N=46) o ey (¥14) - (31)

038
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Manner ih Which Activities are Conducted by 0b]ect1ve Area
in Non-Head Start Programs
Objective Area Manner of Conductfﬁg Activities
Conducted for Often Conducted
Handicapped and Conducted for  Individually
. Non-Handicapped all Handicapped for each Handi-  No
- Total  the same way ' the same way  capped child  Response
~ % of Row % of Row % of Row % of Row. % of Row
Cognitive 100 Y 8.7 $9.1 B
- (N=46) (N=1) (N=4). (N-41)
| Commnication” 100 ¢ * o
, | (N=46). - | (N=46)
® Selfhelp W0 43 S X S
i - - (N=4p) - (N=2) - (N=D) } (N=43).
| Selfconcept 0. 43 R N A Y
o - (N=46) (N=2) (N=2) (N=41) - (N=1)
Gross Hotor 109 * 67 9y %
| | . (N=46) UL (2
Fine Notor wo 43 .5
| (N=46) (§=2) (N=41) - (N=3)
Other 10 11 . R TR
| Mebe) ey () ()
: -
o 241
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mannen d&d not depand on whethen Zhe pnognam provided a ma&nétneam
setting fon its handicapped children. 1/ This §inding indicates that
the fact that Head Start programs mainstream handicapped children
cannot be considered to inhibit the&& ability to individualize
classnoom act&v&t&aé

Similar“to the figures for Head Start, 2/ most of tne_non-Head
Start programs used spec1f1c written currfcula_f78 3%). Between
37 and 50 percent of the non-Head Start programs reported using
locally de51gned materials for teaching curriculum (see Table 8. '13).
This was also the most preferred type of. currlculum for the Head
Start children. '

While the types of teaching materials were similar for both
programs ‘the or1entatlon of the curriculum was-slightly different.
On the average, Head S*art programs used materials that were a
mixture of- performance and experience-based. In contrast Table 8.14
shows a proportlonately greater preference for performance based.

"currlcula in non-Head Start programs; the average. for all obJectlve
areas was 44.4° percent performance- based .42.0 percent mixed, and
14.5 ‘percent experience- based

; : Summa;y of Findings‘

The following 1s a summary of the major f1nd1ngs concernlng
planning and currlcula in Head Start’ and ‘non- -Head Start programs:

] There was some confusion surrounding the concept of an
individual plan of 'services. . Only half of the Head
Start children had individual pl.ns of service, and
these varied greatly in quality and comprehen51veness

® A child's ‘diagnostic file was not lways used to
develop an individual plan of services for the
‘handicapped children in Head -Start. Th. diagnostic
file was used extensively in the development of
serV1ce plans for only 78 of the 269 sample ch11dren

17 | o

=/ Conclusion fr&m a comparison of 13 non-Head Start programs with a
classroom ma1nstream1ng component with non- Head Start programs
that d1d not mainstream in the classroom.

2/See Table 8. 7
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TABLE 8.13

ar——

Distribution of Written Curricula used by Objective Area in Ngn-Head Star} Prqgrams

- Objective Area . Curriculum
Locally . Learning Portage Written
o Designed - Accomplishment , Project Curricula
Total *» Materials Peabody: Profile (LAP) Other Curriculum Not Used
{ of Row $ of Row % of Row $ of Row $ of Row $ of Row % of Row
Cognitive 100 - 3.0 8.7 4.3 19.6 8.7 21.7
(N=46) (N=17) (N=4) (N=2) (N=9) (N=4) (N=10)
Communication 100 39,1 10.9 1.3 15.2 8.7 . 21.7
(N=46) (N=18)  (N=5) (N=2) (N=7) (N=4) (N=10)
Self-help 100 50,0 2.2 4.3 10.9 8.7 23.9
- | (N=46) (N=23) (N=1) (N=2) (N=5) (N=4) =~ (N=11)
Self-concept 100 45.7 2.7 4.3 10.9 4.3 2.6 -
| (N246) | (N=21) (N=1) (N=2) (N=5) (N=2) . (N15)
Gross'Motor 100  © 3.1 4.3 6.5 17.4 8.7  23.9
’ (N=46) (N=18) (N=2) (N=3) (N=8) (N=4) ' (N=11)
Finé Motor 100 39.1 3 6.5 17.4 8.7 . 23.9
. (N=46) (N=18) (N=2) (N=3) (N=8) (N=4) (N=11)
Other 100 19.6 2.2 2.2 2.2 2.2 71.7
- (N=46) (N=9)  (N=1) (N=1) (N=1) (N=1)

e

(N=33)
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TABLE 8.14

Distribution of Performance or Experienced Based Curricula by Objective Area for
' Start Programs in which Specific Written Curricula were Used

Objective Area

Curriculum Orientation

those Non-Head

. Performance Experience
Total ** Based Based Mixed
§ of Row $ of Row $ of Row § of Row
" Total 100 4.4 13.5 42.0
' : (N=207) (N=92) (N=28) (N=87)
Cognitive 100 18,9 13.9 47.2
- (N=36) (N=14) (N=5) (N=17)
Communication Skills 100 4.4 11.1 44.4
- (N=36) ~(N=16) (N=4) (N=16)
Self-hetp 100 IR 174 37,1
- (N=35) (N=16) (N=6) (N=13)
Self-concept “100 7.5 15,6 46.9-
(N=32) (N=12) (N=5) (N=15) -
Gross motor 100 50.0 11.8 38,2
| (N=34) (N-17) (N=4) (N=13)
\ \
- Fine Motor 100 | 50.0 11.8 38,2
(N=34) (N=17}} (N=4) (N=13)
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Classroom activitl€S were not necessarily planned or
implemented in 4% iRdiyjdualized Manner for the Head
Start handicapped Children, A mixture of full ip-
tegration and indiVidualized instruction in Particular
objective areas s€eMed to pe the genera) pattern,
Children were rar€lY excluded from actiyvjties due

to their handicapPlng condition. Since the non-Head
Start program predoMinantly individualized their
activities regardleSS of whether they mainstreamed
their children, the fact that Head Starty mainstreams
does not appear tO €Xplain' the relatively loWer rate of
individualized acti1Vitjes. '

Locally designed Materjals with a Mixture of performance-
and experience-baSed criteria were the favored curricula
in Head Start pro8rams, ,

Non-Head Start pi®3T@ms had a much higher inCidence of
reported individual DPlans of service; a repoTrted higher-
degree of individualized ipstructioni and showed a
preference for performance-pased Curricula relative to
Hgad Start programs.

N
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N
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MONITORING ACTIVITIES

. .One of the critical activities related to the process of providing
services to hanaicapped children according to an individualized plan
is monitoring. Monitoring can be described as the process by which

the services provided to the child are evaluated in terms of the
‘child's response to these services. A child's plan of services can
- then be modified on the basis of results of monitoring activities.
That is, assessment of child progress, acqomplished by monitoring,
is intended to feed into an evolving plan of services. The Head Start
'Program Performance Standards indicate that procedufes shall be used
- for "ongoing observation, recording and evaluation of each child's
growth and deVelopment for the purpose of planning activities to suit
individual needs" (p.10). These procedures, which are referred to as
-monitoring acfivities,vshall "be used for reviewing each child's
progress and modlfylng the program when indicated.'" The following
questlons Telated to monltorlng activities are investigated in the
context of this chapter.
e For huw mény of the sample handicapped children in
Head Start were monitoring activities conducted?

® What types of techniques were used to monitor the
progress of the sample handicapped children? Wh~~
" c professionals most frequently conducted monitoriug
- activities? :

e ~ To what extent were the sample handicapped ch11d-
ren's individual plans of service modified as a
‘Tesult of monitoring activities?

e - How do the:mbnitoring activities typically con-

: ducted in the non-Head Start programs compare to

‘the activities conducted for the sample handicapped
-children—indéd@ad-Start? _ v N

9.1
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All Head Start data are child-specific a-1 all non-Head Start data are

program-specific.

Head Start Monitoring

]

Extent of Monitoring Activities

Program staff reported that regular monitoring Or Progress re-
ports were completed for 263 of the sample children (97.8%); and,
although the field staff located monitoring or progress Treports in
children's files for slightly fewer children (81.8%), it is nonethe-
less apparent that monditoring activities of Asome type wene conducted
forn the majonity of The children.

Type of Monitoring Activities Conducted

Table 9.1 indicates that unstructured_observafion was, overall,
the most frequently used monitoring technique (used for 75.5% of the
sample). Teacher or center designed assessments and parent reports
were each used for approximately one-half of the children (54.6% and
47.6%, respectively), whereas assessments that were part of a curricu-
lum package or other formal tests were used for only one-quarter to
one-third of the sample- (34.2% and 24.5%, respectively). Thus, Head
Starnt programs wsed unstructured on informal monitoring Zechniques
4on fan mone chifdren than forn whom they used standardized tests on
structured check £ists. Furthermore, the informal techniques such
as observation and parent report were used far more frequently (i.e.,
weekly or monthly) than the standardized tests oT curriculum-specific
assessments. The'latter techniques were primarily used no more than
twice a year.

Monitoring techniques were administered by predominantly one
type of professionzl, the teacher (Table 9.2). Of the 514 instances’

of monitoring reported in the sample of 269 children, 77.6 percent
(399 instances) were conducted by the child's Head Start teacher.

Other types of professionals were very infrequently used to monitor

children's progress.



TABLE 9,1

Monitoring Technigues Used by lead Start Prograns by Frequency of Application
Frequency
Assessments That Are
Formal Part of Specific  Teacher/Center
(Standardized) (urriculun Designed Unstructured Parent
Tests Package Assessment  Observation Report Other
5 of Colum 4 of Colum 5 of Colum 5 of Colum % of Column § of Colum
Y N -
Total~ 4.5 3.2 5.6 75.5 7.6 138
(N=66) (¥92) (N=147) 203)  (WelB)  (NI3T)
Heekly 9] 14.1 100 C%62 258 18.9
(N=6) 13 (N=28) =14 - (3% (D)
o ‘
o | Monthly : 15,2 17,7 7.9 8.1 3.8
' (N=14) C (V=20 (N=16) (N=36) (N=14)
| Meeater 55 50 10.9 .5 031
(N=34) (N=23) (16 (D (N=26) (N=5)
fearly 1.1 13 2.0 * L
(D) (N=4) (N=3)
Other - 203 4.3 50.3 3.2 )58 2.7
(¥=18) (¥38) R L) (¥72) (=33 (L)
I/

%mmwmmHMmewMmemhmewmmmmtmrﬂmmmmmm
of the sample monitored using each technique: ALl other percentages are based on colum-specific totals
rather than on the total mmber of sample children.

-
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TABLE 9.2

Professionals Who Provided Monitoring Services to Head Start Childrenjl/
Head Start Teacher ' 77. "%
« ' '399)
Speech Pathologist 5.6
' (N=29)
Psychologist/Psychiatrist ' | 2.1
A (N=11)
Nurse : 1.9
(N=10Q)
Physical/Occupational Therapist = 1.9 -
(N=10)
Social Worker/Certified Special 1.6
Education Teacher . ) (N=8)
. Opthomologist/Optometrist/ : 1.4
Audiologist A (N=7)
Physician ' 1.4
(N=7)
Other 6.4
' (N=33)
Total®** | _ 100
: (N=514)

1 . .
—/Chlldren were often monitored more than once during the program
year; as such, there were 514 instances of monitoring locat -1 in

.the sample children's files, and the percentages are based on
‘this figure.



Modification of Individual Service Plans

Program staff indicated that individual plans of services were
modified as a result of monitoring activities 1in 172 cases (63.9% of
the sample children). Howéver, according to staff reports, only 187
children had individual plans and, thercfore, plans were modified
due to monitoring activities for almost all of the children who had
individual plans (91.8%). These data indicate that, on the whole,
results of monitoring =z -tivities were.being used to mddify the child-
ren's plans of service in accérdance with their progress. However,
the data do not permit inferences about the extent to which plans of
service were appropriately modified as a result of monitoring or
the quality of the monitoring activities themselves.

Non-Head Start Monitoring Activities

All of the non-Head Start programs ind cated that they regularly
monitored the progress of the handicapped'children in their programs
(100.0%). The pattern of monitoring techniques used by non-Head
Start programs is similar to the pattern used by Head Start prozrams
(see Table 9.3). That is, teacher/center designed assessments =nd
unstructured observation techniques were most frequently used ( 5.1%
and 65.2% of the programs, respectively), followed by parent report
(60.9%). Formal tests and curriculum-specific assessments were used
less frequently than the other techniques (54.3% and 39.1% of the

programs, respectively).

Summary of Findings

° Head Start program staff indicated that monitoring
activities were conducted for virtually all of the
'sample children, although monitoring reports were

- located in children's files in slightly fewer
cases (81.8%).

[ Unstructured and informal monitoring techniques
were used far more frequently for the Head Start
sample children than formal standardized tests
or other structured techniques. Children's
teachers usually conducted monitoring activities.



TABLE 9.3

Monitor: 7 Techniques Used by Non-Head Start Programs by Frequency of Applicatidn
Frequency Monitoring Technique
Assessments That Are
Formal Part of Specific  Teacher/Center |
(Standardized) Curriculum Designed Unstructured Parent .
Tests Package Assessment Observation Report | Other _
%.of Column % of Column § of Colum % of Colum % of Column % of Colum
| |
- | |
lotal- 5.3 39.1 6.1 65.2 0.9 283
(N=25) (N=18) (N=35) (N=30) (N=23) (N=13)
| Weekly i k 2020 5.7 7.1 1.1
N (N=T) (N=17) (N<2) (N=1)
© | o | -
X Monthly 8.0 5.6 20,0 0.0 31 30.8
(¥=2) (V1) (%) (=) (D) (N=4)
Tice a Year 10.0 3.9 14.3 : 11 t
(N=10) (N=T) (N=5) (N=2)
fearly 28.0 - 5.6 A h 3.6 154
() (1) (¥=1) (¥2)
Other 2.0 50,0 15.7 B30 46
| (N=b) (N=9) (N=16) (N=10) (N=14) (NE6)
Y Dercentages in the f'tatal" Tow are based on a.samplelsize'of 46 prog’iams' and, thus, r_éflect the percentége
of the prograns that used each type of technique for monitoring purposes. ALl other percentages within each -
.;olunm are based.on the total within the colum Tather than on the total nimber of non-Head Start programs,
5 " ) |
| o ______M//
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Plans of service of almost all of the children
who had such plans were modified as a result of
"monitoring (91.8%).

All of the non-Head Start programs reported they
regularly monitored the progress of handicapped
children in their programs. Most frequently
reported monitoring techniques were similar to
those used for Head Start children.
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SERVICE PROVIDERS

.

3

To facilitate comprehensive service delivery to handicapped
children in a mainstream setting, Head Start often supplements the
Aserv1ces of the program staff with services from a wide variety of
professionals. ' These profe551onals_are pr;marlly used to conduct
screéning and diagnostic procedures,‘and-tHeyIaISO pérticipate in the
deélivery of health,  therapeutic, and/or educational services to Head

_Start handicapped children.

The examination of the prcviéion of services to children and the
> profgssionals/agencies used for service delivery reflects the interest
of the staff of the Administration for Children, Youth and Families
in a child-centéred approach to, service delivery. A child-centered

approach is characterlzed by a w1111ngness to go beyond the bounda-
ries of one's own program to secure the most appropriate services
for the children (i.e., coordination”"with external agencies and
professionals). Children who are served by a variety of pro-
fessionals appropriate to their needs may be considered to ‘be recip-
ients of child-centered services. 1In contrast, an agency-centered-

approach is characterized, in part, by a concern with one's own

agency "turf" and an unwillingness or inability to cooperate with
other_agencies for securing services for handicapped children.

- This chapter prov1des information on service providers used by
the sample Head Start programs from two perspectives. First, the type

10.1
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of professionals used and the type of services provided to the sample
children is presented. These data are child-specific., .Secondly, the
sample of service providers is described; these data are similar

to the first data set but are service provider-specific. Finally, the
types of service providers generally used-by non-Head Start programs
are described; these data are program-specific. The questions which

are investigated in this chapter are:
e How many handicapped children 'in the Head Start sample
received services from specialists at least once
during the program year? What types of speclalists pro-
vided services to the children? What types of services .
did they provide?

e How many handicapped children in the Head Start sample
~ received .services from-specialists on at least
a weekly basis? With what agencies were the regular
service providers affiliated? How were their services

secured and who paid for their services?

© How many sample handicapped children who did not recelve
: services from a Head Start staff member with a degree in’
special education also did not receive regular (i.e.,

weekly) services from outside professionals?-

o How do the services that were provided by specialists to
the sample of handicapped children in Head Start compare
to services that were typically provided to handicapped
children in the non-Head Start programs? :

4
Head Start Service Providers

Professionals Who Provided Services to Sample Children.

Head Start staff indicated the number and type of professionaqs
who provided services to the sample children, their areas of involve-
ment, Head Start's role in securing their services, and the manner in
which these professionals weTe Qaid." ata in this section are based

on a sample of 269 children, and are child-specific.

Fon almost alf of the sample chizdnéh, Head Start utifized pro-
fessional speclalists gor provision of senvices at Least once duning
the progham yean (243 on 90.3%). Table 10.1 presents the area of
specialization of the professionals by the percentage of children to
whom they provided services (see far left column). Nurses and speech

pathoiogists/therapists provided services most frequently (to 51.7%
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TABLE 10,1

professionals Used for Pravision of Services to Stu

[nvolvement Area X

Tt —————

dy Chil@fen and Area of livolvenent

Total Works with Horks with , Evaluates  Ubserves

Children | Child at (hild in Trains/Consults  Trains Child's in
Professional  |Served 1/ | Another Site  the Classroom  with Teacher Parents Propress ~ Classroon  Other
Physician 44,2 76,5, 10,9 16.8 14.3 §3.8 5.0

(h=119) | (400} (N=13) (H=20) (§17) (N=64) (ti=t)
Hurse 5.7 3.8 56,8 66.2 59,0 8.3 5.0 3
/ (130) | (k) (N=79) {N=92) (N=52) (N=15) (N=74) (K1)
Psychologist/ |41.3 42.3 IS 13.0 36,0 s 55.8
Psychiatrist | (Ne1ll) | (N=47) (N=35) (N=81) (N=40) (N<86) (N=62)
Speech - 89,4 68.4 50.4 §7.7 53.4 88,7 55.6
Pathologist/ (N=133) (¥=01) (=67 (N=90) (N=711 (N=114) {(N=74)
Therapist ‘
Sacial Worker [40.1 18.5 38,0 63.9 78.7 352 5.6 13.0
(Na108) (N=20) (h=42) (N=69) (N=85) (N=38) (N=59) (N:14)

Nutritionist/ |12.3 9.1 0.1 190.0 1.1 5.4 5.4
Dietician - (§=13) (N=3) (N=T) {N=13) {N=24) (N=15) (N15)
Certified (22,3 55.0 3.1 65.0 55.0 By g
Special Educa- | (N=60) (N=33) (N=22) (N=39) (N=33) (N=45) (N=37
tion Teacher ‘
Physical 14.9 8.5 7.5 60.0 55.0 62.5 300
Therapist {N=40) (N=35) (=11) (N=14) () {N=28) (N=12)
Occupational | 8.2 0,9 1.9 6.2 6.2 %4 203
Therapist (N=22) (N=20) (N=7) (N=15) (N=15) (N=21) (N=0)
Opthamologist/ {126 91.2 2.9 9.4 29.4 52,9 !
Optometrist (§=34) (N=31) (N=1) - (N=10 (N=10), (N=18)
Other  [23.8 516 940, 1L 50.0 7,1 68.8
Specialist (N=64) (N=13) (N=38). {N=46) {N=32) (N=31) (N=44)

/ --. o :
!’Pcrccntngcs for this column based on total mumher of children in the sample (N=269). For example, 119 children (4412%)

were served by physicians. {
ifPercentages for each vow of involvement arcas hased on number of children served by the corresponding professional type. -

“For exanple, 81 of the 119 children who were served by a physiciad, or 76,5 percent, were ;erved at another site.
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and 49.4% of the sample, respectively), althouzh physicians, psycholo-
gists/psvchiatrists, and social workers also provided services to a
large number of children (to 44.2%, 41.,3%, and 40 1% of the sample,
respectively). These five groups of specialists w=:re the primary ser-
vice providers for the sample children, although a broad spectrum of
other types. of specialists provided s:rvices to the sample children

as well. The area of service provisioa with which the specialists

. ere involved varies by the professional type, although, on t.e2

whole, all potential involvement areas w:re well-represented. Across
professional categories, the specialists were most frequently involved
in the following areas: ' ’

e working with children at sites oti2r than the classroom
® evaluating child progress

) training or consulting with teachers

-This indicates that the children who received any-services from
professicnals predominantly received direct one-to-one services,
although the second and third most predominant areas .of involvement
related to indirect service delivery. Further, the high percentages
in the "works with child at another site" and '"works with child in
the classroom'" columns (Table 10.1) indicate that almost all of the
sample children received one-to-one services fiom specialists at

some point during the program year.

Although almost all of the sample childrzn received services at
least once . -om specialists/professionals, £ess than half of them
(170 on 40.9%) neceived services on a regulan and frequent basis -
that &8, as part of thein weeklfy schedule. The folloﬁing discussion

relates to the professionals who provided services to the sample
chilaren (N=110) on at least a weekly basis, which excludes providers

of one-time services such as screening or diagnosis.

The agency affiliations of the regular service providers are
presented for each service area in Table 10.2. The predominant
agency affiliation varies by service area. Professionals who provi-
ded educational instruction were most frequently affiliated with the
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T23LE 10,2
- T Services Provided To Study ThiTdren By Agency 1/ - N i
R Service frea
Medical/ Occupational/ Other Therapy
Educational  Fanily Dental Physical Related to
Day Care Tnstructicn  Counseling Treatment Therapy Child's Handicap  Othes
Agency ‘ s of Column % of Column % of Column 4§ of Coluen % of Colum § of Colum Vol Colum
s ,‘
Total 100,0 100,10 1000 100.0 100,0 100, oo
M5 o (N1 (N=10) (N=25) (H:19) (H=50) (H=10)
"Private Practitioner/ * ' 10.4 0.0 ' 0.4 0.2
Consultant _ (N=3) (N=15) (N=12) {H=1)
Public llospital * ? 13.8 16.0 5.1 g.9 '
(N=4) (N=4) (He1) (H5)
P , . :
Q Public or State lealth * 6.2 3 * 10,4 . '
' Department {N=2) (N=1) ' (N=2) (N=1)
Sucial Services 0.0 3 3L 8.0 ' 5.4 b3
lepartment {(N=2) (M=) {N=9) (H=2) (N=3) (H1}
Public School Systen 20.0 62.5 TN ' 15.8 X 50,0
. (81 (§+20) (=3) T (1=5) (t=4)
Easter Seal Agency . * * 3.4 k 5.3 5.4 '
: ' (H=1) (<) (3)
Crippled Children B L ' 3L o '
AssoBgat fon , : {Na6)
Association for Retarded A v ’ b ' ! '
Children
BEH First Chance Project LI % A t ' * +
niversity Affiliated A A R . ' S g
Facitity . (N=2) } o (=)
Other 40.0 28,2 20.7 16.0 3.6 i) 3.5
(N=2) - (§=9) o (N=6) (N=4) {H=6) (N=23) (H=0)
lIlncludcs only those children who received services from professionals as part of their weekly schedule (N<110). Each ciild
may have received more than one type of service (i.e., may be represented in more than one column).
N ‘ |
\
o \ o0t
| ‘ _ 261




pubﬁic'school system (62.5%). Professionals affiliated.with social
services departments were the most frequenp providers of family coun-
seling services (31.0%). Medical or dental treatment was most fre-
quently provided by private practitioners or consultants (physicians)
(60;0%), and professionals employed by the Cripped Children Associa-

) tion were the most frequent prdviders of occupational or physical
therapy (31.6%). ’

Professionals who provided services to sample children on at
least a weekly basis were paid from a variety of sources (see Table
10.3). Across service areas, professionals’' negularn services wene
most often paid forn by the providing agency,l/ and an additional small
percentage of the services were provided on an in-*ind basis. Thus,
the external services regularly received by the Head Start children
were generally funded by neither the Head Start program nor the
children's parents. |

Table 10.4 presents the role that Head Start played in securing
the services of specialists in each of the service areas. With the
exceptitn of occupational/physical therapy, services for the children
were most frequently instigated by Head Stant. Services were rarely
initiated by another agency and coordinated with Head Start,. except
in the zrea of occupétional/phyéical therapy. These data indicate
that for services provided on at least a weekly basis, Head Start
primarily initiated service provision. If the service was initiated
by a source other than Head Start, these services were not oftern
coordinated with Head.Start. - ‘

Data presented in Chapter 4 indicated that few of the teachers,
aides, or eddéational coordinators who served the sample handicapped
children had a collegé or graduate degree in special education. _The
above data indicated that’ fewer than half of the children received
weekly services from specialists external to Head Start. Following'
these two sets of findings further, ovexr hazg'og the children had
no classroom stafd trained in special education gﬁi'did it necedve

7 R E : ;
l’In effect, this is an in-kind service to Head Start. ;>
i 10.6 '
X ' N\, .
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TABLE 10.3
. ‘ . ; -
Services Provided to Study Children by Source of Funding Y
Service Ared .
T Medical/ Occupational/  Other Therapy e
Bducational  Family Dental Physical Related to "
. Nay Care Instruction  Counseling Treatment Therapy Child!sHanticap Olher.
Fuling Suurce tof Column % of Column % of Column & of Column % of Column’_‘_;;,.,-jg*"of {olumn 1 of Column
T . v.//' P 7
fotal | 100.0 100.0 1000 100.0 1000 100.0 100.0
{N=3) (N=31} {N=29) {N=25) {(N=19) (H=56) (Nflo)
llead Start bears * b 13.8 36.0 0, 28,6 12.5
full cost . : (N=4) (N=4) (N=2) {N=16) (N=2)
Services provided in-kind ' Lo .9 4.0 5.3 e 25‘0-
(services not invoiced) (N=1) C (D) (N=1) o (Ne1). (N=2) . (N=4)
Services paid for by 20,0 68,8 1.4 12.0 3.6 3 3.8
providing ageacy (N=1) (N=22) (N=12) (H=3) (N=6) (N=8) (N=]) .
'
' 3
Services paid in part 20,0 9.4 10.3 ' 10.5 SN
by llead Start (N=1) (N=3) (N=3) (N=2) (N=2)
Parents pay for services 40,0 L 34 10 5.3 1.0 A
(all or part) ' (Ne2) : (N=1) (N=3) (N=1) (N 9)
Other 20,0 A8 LN 36.0 36.8 339 18.7
(N<1) (N=6) (N=7) (N=9) (N=1) (N=19) (N=3)

l/Inrlmlcs anly those children who received services from professionals as part of their weekly schedule (N=110).
Fach child may have received more than one type of service (i.c., may be represented in wore than one colum),

%4




TABLE 10.4

Services Provided to Study Children by Role of llead start
Service Area _
. Medical/ OCCUPﬂthHHI/ Other Therapy
Bducational ~ Family Dental Physical Related to
bay Care Instruction  Counseling  Treatment -  Therapy Child's Handicap  Other
Role of Head Start $ of Column  § of Colunn 3 of Column % of Column % of Column 4 of Colum t of Column
Total 100.0 100.9 100.0 100,0° 100.0 1000 e
(N=5) (N=32) (N=29) (N=25) (N=19) (N=56) (N=16)
Services initiated prior 60,0 15,6 0.7 2.0 0.4 1.3 0
to enrollment; no fead (N=3) (N=5) (N=6) (N=6) (N=9) ©(N=T) (N=1)
Start involvement or
coordination
R Services provided at he 20,0 28,1 20.7 2.0 15.8 48.2v 37,5
- lnstlgatlon of Head Start: (N=1) (N=9) (N=b) (N=6) (N=3) (N=27) (N=6)
. included in individual plan
% of services as a line iten
Services provided at the  20.0 15.6 4.1 4.0 ' 16.1 17.5
instigation of llead Start: (N=1) (N=5) (N=7) (N=6) [N 29) (N=6)
not formally a part of
individual plan of services
Services provided at the L 12,6 6.9 8.0 15.8 12,5 %
Instigation of another (N=4) (N=2) (1) (N=3) (N7)
agency; coordinated with
flead Start and included ip -
individual plan of servzces
SerV1ces provided at the * 3.1 6.9 i 0 15.8 1.8 12.6
_instigation of another ) - (N=1) (N=2) (¥=1) (N=3) (N=1) (¥1)
agency; but not formally. )
included in individual ’
Man of services 3
Services provided after o 3.1 1.4 # t 1.6 *
«| enrollment, instigated by : N=1 (N=1) N=2
[;E; other ugenéy, and no Head ( ) : )
- Start involvement/ '
“coordination L ; :2
Other Y 1.3 16.0 S 83 6.2
= ‘ (N=7) (N=5) (N=4) (N=1) g _ (N=3) (N=1)

‘o " des only those chlldren who received services from professionals as part of their weekly schedule (N=130). Each

[:[{\,(: may have received more than one type of service (t.e., may be represented in more than one tolum),
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rnegulan, weehly services from specialists exteanal to Head Start.
This figune 4is Aﬂiéhtﬂg Lowen 5én severnely/profoundly handicapped
children, but neventheless, almost half of these children - who anre
predumably the ones most in need of specialized services - did not
necedlve them on a negular basis. (See %ablé 10.5.) One-third »f
the children had no classroom staff with degrees in special educa-
tion but received services from outside professionals on at least a
weekly basis. Finally, approximately 10 percent of the children
received services from classroom staff with special education de-
grees. These data indicate that a mafority of the sample children in
Head Start did not regulatly neceive services from Apecialists on
special education professionals on a regular, established basis.
They were, instead, often placed in a mainstream setting without zthe
benefit of specialized supportive educational services. |

Characteristics of Professional Service Providers

Service provider information was collected from the external
providers themselves. Field staff were able to contact and interviéw
265 professionals who provided and/or continue to provide services to
the handicapped children in the sfudy sample. For some children,
more than one provider was intervieweéd, and some providers served
more than one of the children in the sample. However, not all of
the sample children were represented by the Sample of service pro-
viders. This occurred because of difficulty in locating/contacting/
interviewing the appropriate service providersl/ and not necessarily
because the children were not served by professionals external to the
Head Start staff. Therefore, the tables within this section related
‘to service providers' characteristics are based on the number of pro-
viders interviewed (N=265). Tables that relate to the services that

1/,

— Program staff provided the field staff with the names ard telephone
- numbers of specialists who. provided services to the sample chil-
dren. Fiéld staff then attempted to interview the specialists by
telephone. However, they were not able-to conduct and/or complete
interviews with all service providers because of scheduling con-
flicts,.inability to reach them, change of jobs, refusals, etc.

The types of professionals most difficult to contact were physi-
cians and other medically-oriented professionals.

| _ 10.9 -
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TABLE 10.6

Type of Services Provided By Specialists
Services Provided - . L % of Total
Diagnosis S ' o 54.0
| - | (N=252)
Séreening 51.6
(N=241)
Therapy 23.8
' (N=111)
Health Services ' 21.4
S " (N=100)
_Educational Services - _ : 22.3
. (N=104)
: Parental Counseling/Training ‘ 42.6 .
' (N=199)"
Teacher/Staff Training specific to child 39.0
- (N=182)
-Other A | - 6.2
. (N=29)

NOTE: Percentzges are based on the total number of service
provider cases (N=467), rather than the number of children
(N=269) or.the number of service providers (N=265), because
some children are represented by more than one provider and
some providers represent more than one child.

RE&
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the specialists prov1ded to ch11dren, however, are based on the num-
ber of- children to whom each interviewed professicnal provided ser-
vices (N=467, except for tables that only consider service prov1ders
.in a given area), since an individual profe551ona1 may have prov1ded
services to more than one child and .each child may be represented by
more than one service provider. For convenience, this sample size
will be referred to as service provider cases. This section des-
cribes the range of services provided by the sample of specialists,
how they were paid,.and how they become involved with Head Start.
None of the data reported in this section are child-specific.

As Table 10.6 indicates, the professionals who provided services
to the sample‘children were primarily used to provide screening and
diagnostic services (54.0 and 51.6%, respectively, of the service
provider'ca”es)." Secondarily, the professionals were used to provide
training t¢ parents or Head Start staff (42.6 and 39.0%, respectively).
Professiopals were least often used to directly preVide services to
the'child.(therapeutic,‘health, or educational services; 23.8, Z1.4,
and 22.3%, respectively). Tables 10.7 - 10.11 ‘describe the sub-
areas within each service a~~n in which profess}onals were primarily
involved, and the most frequent areas of involvement are highlighted
below. '

® Professionals who provided diagnostic services most often .

participated .. confirmation of a child's handicap, re-

commendations related to .the handicap, or functional
assessment in the area of the handicap.

. ® Health service »r-ovidei1s primarily performed regular
- medical/dental examinations and follow-ups.

° Providers of educational services most frequently

developed educational objectives or an-instruct.onal
program for children. -

o Professionals who counseled or trained parents most
often assisted in the 1nterpretat10n of their child's
diagnostic file. :

© . Professionals who provided training to Head Start staff’
most frequently trained in 1) working with specific
handicapping conditions; 2) individualized instructional
techniques; 3) understanding handicapped children and
their problems; and 4) screening and assessment.

10.11
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TABLE 10.5

 Specialist Services Received by'Head,Staft Handicapped Children

Staffingl/ and External Services

% of Children

0

% of Sevérely/
Profoundly Handi
capped Children

Special education staff and 7&3321)- 5i3=4)
receive weekly specialist services
Special education staff and do not 2.6 1.2
receive weekly specialist services (N=T7) (N=1)
No special education staff and 33.1 47.5
receive weekly specialist services (N=89) (N=38)
No special education staff and do not 56.1 46.3
receive weekly specialist services (N=131) (N=37)
No response 0.4 *

(N=1) (N=0)
Total 100.0 100.0

(N=269) - (N=80)
1/ |

20

="Tncludes classroom teachers and aides and educational coordinators’



TABLE 10.7

Diagnostic Processes in Which Service Providers Participated

Process

3 of Totald/

-Confirmation of handicap
Functional assessment in area of

handicap

General functional assessment

General recommendations

Recommendations in area of handicap

84.5
(N=213)

73.8
(N=186)

43 .7
(N=110)

78.2
(N=197)

56.3
(N=142)

1/

—'Percentages are based on the total number of service pro-

vider cases involved in the diagnostic process (N=252).
Each case may be represented by more than one process area.

£
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TABLE 10.8

Types of Health Services Provided by Service Providers
- Service -, % of Total 1/
Regular medical/dental examinations . 70,0
and follow-up o . _ (N=70)
Prescription/monitoring'of' -_ 40.0
pharmaceuticals I (N=40)
Surgical services (specific to - v 18.0 :
handicap) : (N=28)
_ /
Nutritional planring and monitoring : 31.0
RS (N=31)
/
Treatment of allergies and handicap- 11.0 y/
related syndrones ] - (N=11)
Prosthetic services . 3.0/
Other - ~ 44.0
(N=44)

.l/Percentages are based on the number of service provider
cases involved in -provision of health services (N=100).
Each case may be represented by more than one service
area.
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TABLE 10.9 .,

Type of Educational Services Provided—by Service Providers:

Service

% of Totall/

Developed educational 82.7
objectives/program (N=86)
»‘Worked with' child at Head Start Center 55.8
o "(N=58)
Worked with child at home/location 30.¢&
other than Head Start Center (N=32)
Conducted educational assessments 50.0
’ (N=52)
Other 40.14
(N=42)
1/ -

' Percentages based on number of service provider cases

involved in provision of educational services (N=104).
Each case may be represented by more than one service area.
. N



TABLE 10.10

Type of Parental Counseling/Training Provided bv Service Providers:
Training Area ’ %5 of Totali/
Interpretation of diagnostic “:.%e 72.9
{(N=145) |
i
Nutritional/health counseling 26.6
T (N=53) -
Behavior management _ 52.53
A ‘ (N=104)
Family relations ' 47 .7
. _ (N=95)
Availability of community resources 49.7
(N=99)
Instructional techniques 49.7
: (N=99)
Other 11.6
. (N=23)

l/Percentages are based on the number of service provider cases
invoIved in prcvision of parental counseling/training (N=199).
Each case may be represented by more than one training area.
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“.ssional Service Froviders

OfF the 2¢5 professionals interviewed, 187 were paid for their

services (70. /%), oY were not paid (26.0%), and 2 did not respond to

the question (53.4%). Of those who were paid for their services, 80
(42.8%) were pa’d in entirety by Head Start, 45 (24.,1%) were paid in
entirety'b; thelr =2ency/institution, 1% (10.2%) were paid L joint
Head Start/other agency funding, and 37 [19.8%) were paid through
other arrangements. Including those profeésionals who were paid in

entirety by their agency, Head Start received the services of sllghtl)
less than half of the professionals at no cost. This information is

con51 stent with the child-specific data reported by Head Start staff.

Manner of Professionals' Involvement With Head Start

Table 10.12 desqribes the manner in which the professionals who

"provided services in each service area became involved with the Head

Start programs. For aLl areas, the professionals were primarily

sought out by Hea. Start. For all areas but health services, the

professionals were second most frequently part of the regular fead

Start staff, and were least often involved with the child throv~h no

coordination with Head Start. Professionals who provided health ser-
vices were second most frequently involved with the child through no
coordination with Head Siart and were least often part of the regular
Head Start staff.

Non-terd Start Service Froviders

The non-Head Starf'ﬁrogram staff provided information on the
proxes\lonﬂl specialists they utilized in pTOV1d1nr services to their
handlcapned cn11dren, whether they. coordlnated service delivery with
bther agenC1c3/1nst1tutlons and, if so, with what agencies they co-

ordinated. These data are program-spéfifit.



TABLE 10,12

SeTvice Ared

Manner of Involvement of Professional Providing

Services to flead Start by Service Area

Manner of Involvement

Part of regular  Sought out

No Head Start
lnvolvement or - .
coordination Other

Total**  llead Start Stafl by llead Start .
b of Row & of Row i of Row % of Row 5 of Row
Diagnosis 100 1.6 50,4 12.9 18]
(N=278)  (N=60) (N=140) (N=36) (N=42)
Screening 100 28,5 17,9 6.2 17.1
- (N=257)  (N=T4) (N=123) (N=16) - (N=44)
S| Therapy 10 9.4 1.1 17.6 e
(N=119)  (N=35) (N=37) (N=21) (N=16)
liealth (medical) 100 12.4 245 28,3 4.8
services (N=113)  (N=14) (N=39) (N=32) (N=18)
fducational services 100 9. 8.0 R 13.1
(N=122)  (N=3) (N=47) (N=27) (N=16)
Pavental Counseling/ 100 27,9 32,1 214 18.6
Training (N=215}  (N=60) (N=69) (N=49) {N=40)
Teacher/Statf Training 100 ' 63.8 * 5.2
(N=185)  (N=0) / (N=118) (N=0) (N=67)
| | /%, ‘
NOTL: Percentuges in each oy are deternined on the baéis of the number of
service provider cases involved in the relevant area,
o
21l
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Full Tt Provided by ERIC.

Y



Almost adi (97.5%) 04 the non-Head Staxt nrograms nrepcated that
they utdlized prejessional specialiscs FOR Servdce provision fo Thedr O
nandicapped chitdren. Further, a wide variety of specialists were
reported to be used (see Table 10.13). Psychoiogists or psychiatrists
were used most predominantly (in 78.3% of the programs), followed by
speech pathologists or therapists (73.9%3, physical therapists (63.0%),
~and physicians (63.0%). This pattern of most frequently used providers
is similar tc the Head Start pattern, except that Head Start children
were predominantly served by nurses and were infrequently served by
physical therapists. The area of service provision within the non-Head
Start programs with which the professionals were involved varies by
professional type although acruss pro*1551ona1 type, the predomlnant
involvement areas are thé same as for the Head Start childr

@ evaluating child progress

® training or consulting with teachers

e worxing with children at sites other than the ciassroom
Table 10..+4 shows the agencies with which non-Head Start pro-

grams coordinated for purposes of providing services to handicapped
ch%ldren in their own program. The two agencies with which non—HeadA
Start programs most frequently coordinated were public school systems
(83.3% of the programs) and social services lepartments {80.9% of the
programs), followed by public or State health departments (66.7%) and
private practitioners/consultants {61.9%). Programs could indicate
any type cof agenciés with which they coordinated during the program
Year, and the data include agencies that were used for one-time ser -
vices such as screening as well as regular >erv1ces such as physical
therapy. The comparative Head Start data, however, only include
agencies with which providers of re,ular services were affiliated;
,and“thése predominant agency affiliations were public school SVS-
tems and private practitioners/consultants, followed by social ser-
vices departments and - public hospitals. The pattérns of inter-
agency coordination -‘ere similar for Head Start and non-Head Start

programs.
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TABLE 16,13

!

—_——— ——— . ——— e -

Professionals Used for Provision of Services by Non-tead Start Programs
| involvement Areaz7 . |
Total Works With  Works With Evaluates Observes
Progrs 7 Child at Child in Trains/Consults Trains  (hild's  in
'tofessional Served. | Another Site the Classro- With Teacher  Parents Progress Classroom Other
Physician 63.0  [69.0 ’ 8.3 .5 517 6.9 13.8
(N=29) | {N=20) (N=14) (N=u)  (N=15) (02 (N=4)
Nurse 47.8 63.6 54.5 909 b8.2 54,5 54 48
M=22) | (N=14) (N=12) (N=20) (N=15)  (N=12)  (N=10)  (NeD)
Psychologist/ ' ‘
Psychiatrist 18.3 0.0 36,1 gu.l . 50.0 AN 03.9 13.9
(N=36) (N=18) (N=13) (N=31) (N=18)  (N=34) (N=23) (Ne5)
Speech
Pathologist/ 73,9 64.7 10,6 76,5 8.8 91,2 73.5 14.7.
Therapist (N=34) | (N=22) ‘N=24) (N=26) (N=20)  (N=31) (N=25) (N=5)
Social Worker 60.9 39.3 28,6 85.7 85.7 530 50,0 25.0
(N=28) | (N=11) (N=8) (N=24) (N=24)  (N=18) (N=14) (N=7)
Nutritionist/ ' .' ‘ o
hietician 32.6 40.0 6.7 66.7 60.0 0.7 0.7 26.7
- (N=1S) | (N=0) (N=]) (N=10) 9) (R=4) (N<1) (N=4)
f Certified
P Special Bducatis 58,7 4.4 92.6 55,6 0.4 42,6 0.4 18.¢
Teacher {N=27) (N=12) - (N=25) (N=15) (N= (N=25)  (N=19) (N=3)
Physical
Therapist 63.0 65.5 55.2 724 62.1 75.9 48,3 17.2
(N=29) | (N=19) (N=16) (h=21) (N=18)  (N=22) (N=14) - (N=9)
Occupat ional
Therapist 37.0 58.8 58.8 88.2 58.8 88,2 0.7 17.6
(Ne17) ] (N=10) (N=10) {N=15) (N=10)  (N=15) (N=11) {N=3)
Opthamalogist/ : ' |
(ptometrist 34.8 93.8 12.5 31.2 1.2 68.8 b.2 1.5
(N=16)}  (N=15) (N=2) (N=5) (N=5)  (N=11) (8-1) (N=2)
Other ‘
| Specialist 15.7 66,7 33.3 524 R 66,7 28.6 14.3
’ (N=21} ] (N=14) (N=7) (N=11) (N=11)  (N=14) (N=6) (N=3)
i/

| =" Tercentages for this colum zre based on the total mmber of progrdms in the sumlc (N=40), For example, 29 programs
~or 63 percent of the prograns, used physicians to provide services, to their handicapped childven, .

) : ’ . . . .
1:/Pcrcentag0$ for each row of involvement are based on the total number of programs that used the corresponding type

. of professional. For example, in 20 programs physicians worke! with childcen at another site, or in 69 percent of the
programs that used: physicians. ‘ : a .

O

260



| Agencies With Which Non-Head Start Programs
: Coordinated Services tc Handicapped (' ildren

R Agency % 0of To tal}—/

Private Practitioner/Consultant ‘ 61.9
. (N=25)

Public Hospital 40.5
(N=17)

Public or State Health Department : 56.7
(N=28)

Social Servic s Department 30.9
_ , v (N=34>

Public School System A 83.3
| (N=35)

Easter Seals 42.8
(N=18)

Crippled Children's Asscciation 42.8
‘ , : , (N=18)

Asscciation for Retarded Children 47.6
(N=20)

BEH F'‘rst Chance Project ' 9.5

(N=4)

University Affiliated Facilities 33.3
) ' (N=14)

Head Start | 40.5

, (N=17)

Other ' ’ '35.7

' (N=15)

. l—/Percentages are based on a total of 42 programs that coordinated services.
for -their handicapped children with other agencies either occasionally or
extensively, Programs could indicate more than one agency.




Summary of Findings

e Almost all of the sample Head Start children (90.3%)
received services from professional service providers
at scme point during the program vear. About half of
the children were served by nurses and speech
pathologists or therapists, and almost half received
services from physicians, psychologists/psychiatrists,
and social workers. The providers most frequently
worked with the child outside of the classroom, evalu-
ated the child's progress, or offered training or con-
sultation tc the child's teacher.

) Less than haitf of the sample children received regular
(i.e., weekly) services from specialists. Further,
more than half of the sample childrer were mneither
regularly served by specialists nor received services
from program staff with a degree in special education.

® Of the children whc received regular services from
specialists, the children's services were predominantly
paid by a source other than Head Start or the children's
parents--usually the prcviding agency. Head Start pre-
dominantly sought out the services of specialists.

® The group of professionals who provided services to

N\ sample children-at least once during the program year

\ predominantly provided screcning and diagnostic services,
and least frequently provided direct intervention ser-
“wices to- children. ' '

] Almost all of the non-Head S{ rt programs indicated that
' .professional specialists were used to provide services
to their handicapped children. The pattern of pre-
dominant types of specialists used and services provided

is simila: to the patterr for the sample Heaa Start
children. Finally, most of the programs irdi<ated that
they coordinated services tc handicapped chi:i.iren with
other community agencies, usually the public school sys-
tem and social services departments.
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11

PARENT INVOLVEMENT

The activ- participation of Head Start parents in all aspects of
the program is one of the important cornerstones of the Head Start
philosophy. For parents of children withispecial needs, the assistance
and guidance which Head Start offers can be of particular significance.
- To ensure the continuing provision of appropriate services during and
after the child's Head Start experience, parents must-be aware of and
understand the need and importance of thesé services.  Furthermore, to
maximize the benefits of deveiopmental experiences provided each
child, s +tilar and continuing experiences should be provided in the
home as well. Parents are the key to a successful and productive
program of services f-r all children, and espeéially for those that
are handicapped. Therefore, the following questions are investigated
in this chapter. |

® How involved in the Head Start program 'ere parents

of the sample handicapped children? Is parents'

extent of involvement related to their child's handi-
capping condition or severity evel? -

K In what types of Head Start activities were the parents
of sample handicapped children involved?

) What tipes of training did the parenfé of the samplé
handicapped children receive from Head Start?

e How does the typical extent of involvement of handi-

A capped children's parents in non-Head -Start programs

compare to the involvement of the sample handicapped
children's parents in Head Start?

R53
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Involvement of Head Start Childran's Parents

Degree of Parent Involvement

Table 11.1 shows the level c: program involvement of the parents
of the sample 269 handicapped children.é/ Responses were fairly evenly
distributed among gradaticas of activity (very active, 27.1%; average
involvement, 29.4%; and minor invoivement, 530.5%). In only 34 cases

(12.6%) were parents reported not to participate at all.

Some caution must be exercised in interpreting these data, how-

ever, because in many cases the involvemern® of parents was contingent

upon other, outside circumstances which h. 1little to do with the

parents' desire or willingness to partcicipate. Many of the parents

worked}and were unable to participate in most activities; others were
impeded by transportafion difficulties or commitments to family or
relatives. On the other hand, many of the parents were intimately in-.
volved with every aspect of the programs. Some continued to be involvec
with Head .Start after their children had left the . ogram and othersf\
returned periodically to keep in touch with the staff and to inform |

them of their child's progress,

Table 11.2 shows;that there is little association between the
degree of involvement‘of the'parent and the handicapping condition
of their child, with two exceptions. When compared to other parents,
those with mentally :efarded_children were somewhat more active.
Thirty seven percent of the ‘parents with mentally retarded children
wereireported to be véry active. At the opposite extreme, 23.8 per-

cent of the parents of b11nd or visually 1mpa1red chlldren did not

‘partlclpate ‘in the program activities at all.

Table<11,3, which compares the degree of pafentil involvement in
program activities with the sevérity level of their child's handicap-

ping condition, indicates a slight  association between those two

1/Hedd Start staff were asked to rate how active the parent was in
overall participation in Head Start activities.:

A | | 25
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TABLE 11.1

7

Levels of Parental Involvement in Head Start=
Degrce oI Involvement "% of Tot:l
Very active ’ 27 .1

(N=73)
Average-involvement ’ 29.4
' ' (N=79)
Onliy minor involvement : 3n.5
' ) (H=82)
Do not participate at all _ - 12.6
(N=34)
‘No response ' 0.
(4=1)
Total 100.0
(N=269)

1/

=’ As reported by program staff. Data are child-specific.




TAELE 11.2

Distribution of Parental Program Involvement °
Their Child's Handicappin: Conditionl/
Handicapping Condition Parental Involvement i
Very : Minor !
Total ** Active Average Involvemant None
5 of Row 5 of Row % of Row $ of Row § of Rowl
Visually Impaired 100 14.3 28.6 33.5 25.8
and Blind (N=21) (N=3) (N=6) (N=7) (N=5) 1
Hearing Impairead 100 .30.4 43.5 28.7 43 |
and Deaf (N=23) {N=7) (N=10) (N=5) (r=1)
Physically 100 29.7 37.8 27.0 5.4
Handicapped : ) (N-37) (N=11) (N=14) (N=10) (N=27
Speech Impaired 100 25.4 25. 35.6 13.6
o (N-59) (N=15 (N=15) (M=21) (N=8)
Health-Development 100 26.7 36.7 26.7 6.7
Impaired = (N=29) (N=8) (N=11) (N=8) (N=2)
Mentally Retarded 100 374 14.3 31.4 17.1
' (N=35) {N=13) (N=5) {N=11) (N=6)
Learning © 100 29.0 25.8 29.0 16.1
Disabled ‘ (N=31) (N=9) (N=8) (N=9) (N=5)
Emotionally 100 21.2 30.3 33.3 15.2
Disturbed (N=33) {(N=7) 'N-10 (N=11) (N=5)
l/Data are.child-specific.

<
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TABLE 11.3

Parental Involvement By Severity Level of Child's Handicapping Conditionl/
ﬁgzgrity Level Degree of Involvement
N Very Minor No No
Total**  Active Average Ivolvenent  Involvement Response
6 0f Row S of Row % of Row % of Row -4 of Row 5 of Row
. | \\\\
Mild 100 21.3 24.6 34.4 19.7 A
'(N=61) (N=13) (N=15) (N=21) (N=12)
- | Moderate 100 o353 31.5 27.0 8.1 *
3 | (¥=111)  (N=37) (N=35) (N=30) - (N=9)
n ' . .
Severe/Profound 100 22,5 32,5 28.8 15,0 1.3
| = | (N=80) (N=18)  (N=20) (N=23) (N=12) (N=1)
| Mot relevant 100 16.7 16.7 58.3 8.3 :
- (¥=12) (N=2)  (¥=D) (NeT) (¥=1) |
Unknown 100 60.0 20,0 20.0 k -
Me5) Q)R (L '
1/ : vy
— Data are child-specific.
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factors. While the number of cases in each table cell-is small,
tentative assumptions may be drawn. That is, parents of children
with mild handicapping conditions were less involved than the aver-
age for all parents, while parents of noderately handicapped child- "~
ren were more actively involved than average.

Manner of Involvement of Parents

Of all the possible wéys in which parents could be involved
with Head Start, parents took the most active role in general pro-
gram activities (see Table 11.4). More than half of the parents
(66.5%, or 179 cases) were involved in functions with othher Head
Start parents. This would include meetings, informal gatherings

‘and social functions. The next major area in which parents were in-
volved was that of making or donating materials for the classroom.
Of the 269 sample children, parents of 132 (49.0%) contributed ma-
terials for classroom use. Finally, in 108 cases (40.1%) parents
provided transportation. In some instances, this merely involved
bringing their own child to the center. 1In others, however, this
not only entailed transpourting children other than their own, but

in some areas it also meant driving many miles several times a day.

Parent% did not seem to take as active a part in the program
activities more directly related to service delivery and planning.
In only 10 cases (3.7%), were parents involved in developing com-
munity resource files. Only 9.7 pexcent of the parents, or 26 cases,
participated in outreach or recruitment activities. Parents tralned |
or counseled other parents in only one tenth (27) of the sample
cases. '

In the development of their children's individual plans of ser-

vice, parents were involved predominantly through passive activities. 1/

1/ Of the sample 269 chlldren, onnly 187 were reported to have an
individual plan of service. Percentages are based on this num-
ber rather than on the total sample.




TABLE 11.4

General'Program Activities in Which Head Start
Parents Were Involved
PP % of Children's
ACTLVLTY Parents Involved 1/

Provide transportation 40.1
(N=108)

Train/counsel other parents 10.0

: (N=27)

involvement in outreach/recruitment 9.7
(N=26)

Develop community resource file - 3.7
(N=10)

Develop objectives for social service/ 15.2

parent involvement activities (N=41)

Liaison between Head Start and other 15.0 '

agency (N=35)

Make/donate materials for classroom 49,0

: : v (N=132)

Involvement in functions with other _ 66.5

Head Start, parents {(N=179)

Other ‘ i4.8
(N=40)

'l/Percentages are based on. the sample of 269 handicapped children.
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Table 11.5 shows that the single most frequent manner in which parents
were involved in 'the individual plan of services is that of being 1in-
formed of their child's'progress. In slightly more than 80 percent of
the cases (152 cases) in which a child had a plan of services, the

~parent was informed of the child's progress in the classroom. In a

little more than half of the cases (99 ;ases) parents approved the
individual plan. While this shows that parents were aware of what

Head Start is doing for their child, 1t also indicates that parents

had little input in the experiences to be provided. For example,
parents infrequently‘assisted in the design cof the individual plan
(15.5%, 29 cases) or in the design of activities (17.1%, 32 cases).

A number of parents were, however, jnvolved in teaching their children
at home. Slightly more than one third of the 187 children.with'indi-
vidual plans {37.5%, 70 cases) received instructions from their parents
at home using performance-based and/or experience-based lesson plans

developed by Head Start staff. -

L

Parental Training

The training received by parents is an important part of en-
hancing their understanding of the needs of their children and par-
enting skills. The acquisition of knowledge and skills in certain
areas may also help those parents lacking in self-confidence to take
an active and more assertive role in their child's present and future

welfare.

Table 11.6 shows the types of training received by Head Start
parents of handicapped children and the providers of that training.
An examination. of the first row gives an indication of the.frequency/aﬂ
with which certain types of training were provided, regardless of the
person responsible for that training. Since parents may receive '
traiﬁing in one area by several different providers, the numbers in

_ this row may represent duplicated cases and, therefore, should be

jinterpreted as occasions when training was received rather than the
number of parents who received that type of training. The remaining
figures 1in this table, however, include unduplicated cases in which
parents received training in a particular training area by one (
particular training provider.

.
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TABLE 11.5

Parental Involvement in Development of the Individual Plans
'~ of Servicel, : -
Ways Parents are Involved % of Total;/
No Involvement 10.2
. (N=19)
farent Teaches Child at Home Using 33.7
Performance Based Criteria : (N=63
Parent Teaches Child at Home Using 37.4
Exper1ence Based Criteria ' (N=70)
Parent is Kept Informed of Progress 81.3
in Classroom (N=152)
Parent Involved in Classroom Activities 38.0
(N=71)
Parent Assists in Evaluation of Child's Progress ’ 48.1
’ ’ (N=90)
Parent Designs Activities 17.1
) e ' ' (N=32)
Parent Approves Individual Plan 52.9
(N=99)
Parent Helps Design Individual Plan 15.5
(N=29)
_Other | 4.3
: ' (N=8)

1/

Includes only those children with an 1nd1v1dua1 plan of services
(N=187).

E/Percentages are based on the sample of children with an individual
plan of services. Parents may have been involved in more than one
manner : ‘




TABLI 11,6

LA

Training Received by Head Start Parents by Provider of Tmninglf
IE. vider of Mraining ’ Training Types ;
. / Inform:tion
‘ (enceming
Nomal (hild  Kentifying Amilability of  legal Rights ‘ Their (hild's
Progran Goals  Growthand  Special Needs  Blucational  Other Commity  Related o Genetic - Invrgency Specifig
fosessment and Chjectives  Development  of Their (hild  Plaming Resources  Their thild  Comseling  First Mid landicap Orher
©obofllm  Aoffoham  fof Gl YofColum  Vof(ohem  Yof Oolmn  bof Colmn  §of foum bof folum Yol (ol 4 (um
- [Total ] N7l 118 Ne155 i =140 \eil V=20 AT Na245 w5
Local Head Start 19.0 9.4 0l e .4 4.6 18.6 0. 13.8 1.1 4
Staff (V31) ($:133) (N=81) (Ne100) (8e71) (N=120) (V=50) (§2) (330) (=124) (%:13)
Drher Frofessiomals 1.4 1.2 14 1.1 AR L 5. 45 K 2
(tel9) {¥e30) (32 - (Ke46) (N11) (k18) (N=18) (%14) (%17) (%=1 (510) -
Regional/State tead " # 1.5 0] 0.7 04 04 » ’ 0. R 0.4
Stare Suff (Nd) (%) (82) (N1} (1) (N2) (}a3) (%)
Dihers ' 15 Ll b 0.7 04 13 1.5 1l 6.3 04
(\4) (%) (1) (2 {he1) (1) (34) (¥:3) (w17) (1)
1/ , s
="Data are child-specific,
Note: Percentages were derived from total nusber of children (169). Since parents may receive,
the sune type of training fron different providers the total § may represent duplicated
cases. :
: A




Most of the training parents received concentrated upon the
nature and implications of their child's handicapping condition. _
On 245 occasions parents received training concerning their child's
spec1f1c handicap, and tralnlng in the 1dent1f1cat10n of the spec1a1
_needs of each child was reczived by parents on 155. occasions. Pro-
gram goai.s and ¢ iectives were also a frequent training topic,
occurring a total of 171 times. Training in educational planning

(N=8S5) and in assessment {(N=703} occurred with low frequencies.

Local Head Start staff provided most of the training received
by children's parents. They were the primary providers of informa-
tion relating to the handicapping condition of the sample children.
Parents of 124 children (46:1% of the total sample) received infor-
mation concerning their child's specific handicap from local Head
Start staff. The major contribution of training provided by other
professionals was ‘in this area also; 101 parents-(37 5%) received
tralnlng relative to their child's condition by other profe551onals
Out51de profe551onals were seldom used to provide parent training

.19 any of the other training areas considered.

Non-Head Start Program Parent Involvement

. Thére seems to be little difference between Head Start and non-
HQad Start programs in the 1nvolvement of parents in program activi-
ties. . Similar to Head Start, most non-Head Start programs included
parents on an advisory. board, 1/ offered tr~ining in a variety of areas,
and involved pérents in the same types of general program activities.

Table 11.7 shows the ways in which non-Head Start parents partici-
/

pated in program act1v1t1es.£ As with the Head Start. parents, noal-

Head Start programs indicated that parents were primarily involved

) —]%hlrty seven- of the 46 non-Head Start programs (80.4%) indicated that
there was parental representation on their advisory boards.
2/Across areas of potential involvement, the extent of parental involve-
ment did not differ significantly dependlng upon whether the pro-
gram-had a mainstream setting.
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o ' TABLE 11.7

General Program Activities in Which Parents of Handicapped
Children in Non-Head Start Programs Were Typically Involved

Involvement %

1/

of Programs—

Provide transportation
Train/counsel other parents

Involvement in outreach/recruitment
?

Develop community resource file

~-Develop objectives for social service/
parent involvement activities

Make/donate materials for classrdom\

Involved in functions with other paﬁents

( -her

63.0
(N=29)
37.0
(N=17)
50.0
(N=23)
15.2
(N=7)
39.1
(N=18)
63.0
(N=29)
47.8 '
~ (N=22)

56.5
(N=26)

'l/Percentages are based on the total of 46 non-Head Start

programs.
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through making or donating classroom -:ater.als, providing transpor-

tation, or attending functions with ccher parents.

Training received by parents in non-Head Start programs (see
‘Table 11.8) was basically similar. tc that which Head Start parents
received. Informationwgoncerning'a child's specific problems and
special needs was the predominant type of training in both kinds of
programs. '

Summary of Findings

The following is a brief summary of the major findings concern-

ing parent involvement in Head Start and non-Head Start programs:

° The general level of parent involvement of handicapped
children in Head Start programf was fairly evenly dis-
tributed among very active, average, and minor involve-
ment. Few parents did not participate at all.

® There was little association between parént involvement
and the handicapping condition and severity level of
“the child. Parents of mentally retarded children showed
a somewhat higher degree of participation, while parents
of blind and visually impaired children tended to have
a lower degree of involvement. Parents of children who
were mildly impaired tended to participate less; those
with moderately disabled children were somewhat more
active; parents with children of severe or profound.
handicapping conditions, as well as the blind, deaf
and emotionally disturbed, had average to minor in-
volvement. :

° While Head Start parents were involved in a variety of
activities, these were primarily passive in nature and
did not seem to involve parents in active leadership or
planning roles.

® Training provided to Head Start parents was concentrated
in areas concerning the handicapping conditions of their
particular children. Most parent training was provided
by Head Start staff. E -

'y There seems to be little difference between Head Start
and non-Head Start programs in the ways in which parents
were involved in program activities. '
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TABLE 11.8

Training Received by Parents in Nen-Head Start Programs

Training Types

% of Programs=—

1/»

Program goals and objectives
Normal child growth and development

Identifying special needs of their
children )

Educational planning

Availability of other- communlty

resources ‘\

Legal rights related to thelr child

I

Genetic counSeling

Infor ation concerning their child's

specific handicap

Home management of child/activities
for parents to, do with child

. Other

l

65.2
(N=30)

45.7
(N=21)

82.6
(N= 38)

65- 2
(N=30)

84.8
. (N=39)

58.7
(N=27)

21.7
(N=10)

89.1
(N=41)

91.53

45.7
(N=21)

(N=42)

1/Percentages are based on a total of 46 non-Head Start

programs
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- CONCLUSIONS AND RECOMMENDATIONS

There is no question that Head Start programs are exerting con-
siderable effort to comply with thé Congressional mandate to seek out
and serve handicapped children. Over the course of the ten week

_ Phase I data collection effort, field staff had the opportunity to
© visit several Head Start facilities that offered exceptional services
vto théir handicapped enrollees in each of the major Head Start pro-
. gram‘areas (education, health, social services, and parent involve-
bméht). In many instances children were encountered who, if not for
- Head Start, would have remained isolated from their non-héndicapped
'lpeers‘and would not have received the assistance they reqdired.
Noteworthy examples of Head Start efforts to serve the hahdicapped
‘included one or more programs that:
° made creative use of ''reverse' mainstreaming to
provide severely handicapped children the op-
portunity to interact with their non-handicapped

peers in a setting that afforded appropriate sup-
portive services; . :

® provided. instructional services to parents of

handicapped children who themselves were handi-
A capped; v e
° provided technical assistance to other programs

involved with handicapped children; _ .

° utilized.cTeativeé techniques which permitted -
handicapped children to participate in group
lessons/activities with their non-handicapped
peers and at the same time receive services
according to their individual needs;

R 12.1




[ established well-equipped instructionalicenters
specifically established for handicapped children;

. . ® closely cooperated with public and private categorical
preschool for the handicapped to allow children in
these other settings to interact with non-handicapped
peers; ' '

° augmented their capacity to provide services to

the handicapped by securing in-kind assistance for
highly qualified therapists and special educators.

In brief, many Head Start-programs are continuing to reach out
and serve those children that are too often ignored and forgotten by
their respective communities. Furthermore, these children are being
served 1n a tomprehensive child development framework that emphasizes
mainstfeaming and interagency service delivery that is truly unique
among programs visited. ' |

The Evaluator's Perspective

The major purpose of a program evaluation is not, however,
simply to applaud efforts that successfully meet a program's objec-
fives:_ Rather, an evaluation weighs a program's performance agéinst
itsi stated mission and, as a consequence, almost always focuses upon
those aspects of a pfogram_that'are'not as effective as they could"
be. Based on observed shortcomings, recommendations are then formu-

"~ lated to guide constructive changes énd/or innovations which will
“increase a program's capability to fulfill its particular mission.
From the perspectiVe of the evaluator, fhen, the glass of water 1is
perceived to be'partially-empty rather than almost full. |

There is also another evaluation emphasis throughout>this
specific study which should be explicated. . Head Start emphasizes
services to handicapped children within a comprehensive develop-
mental framework. An educational program is but a part of the Head
Start serviée model. Health.sefvices, parent/family involvement,
'social services, and nutritional services are just as.important in
-child development as educational services. For the most part, these

other service areas were only superficially considered in this

12.2

303




study Instead, maJor empha51s was placed upon educatlonal services,
principally because of new 1eg151at10n (Public Law 94- 142) which
will directly and indirectly affect educational services to all
handicapped children regardless of their program placement. Addi-
tionally, this emphaéis was selected because it is the one service
area which is common to Head Start as well -as non-Head Start pro-
grams. Therefore, for comparative purposes it was the only appro-
priate service area to address in detail.

Areas fof'ACYF Action

‘With the above points in mind, the data from this study have
~ identified several areas in which the services Head Start prov1des
- to handicapped children can be improved. There are four major
-areas 1in which ACYF can take positive action to effect these
~.improvements. These four areas are as follows:

diagnostic services provided to handicapped children
program services provided to handicapped chlldren
program resources and facilities

program outreach and recruitment efforts,

Recommendatlons pertalnlng to each of these issues are presented
below

Diagnostic Services Provided to Handicapped Children

The designation of an individual as ""handicapped" is not a
matter to be taken lightly. To be diagnosed as handicapped may
Vresult in stigmatization and the effects of this. stlgmatlzatlon can
often be more harmful for the development of an individual than
his/her disability. The "handlcap” designation creates a set of
personal and public expectations that can prohibit the individual
from reaching his/her full potential as a functlonlng member of

. the community.

Although it is the conclusion of this study that Head Start has

made significant gains in improving its diagnostic services to handi-

capped children, there still are shortcomings to be addressed. There
were instances in which field staff had reservations about the
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appropriateness of certain diagnoses. In other instances, Head

- Start teachers were unaware that children in their classes were
identified as handicapped. Ear infections were reported as hearing
impairments, behavior management problems as emoticnal disturbance,
bilingualism as speech impairment, and unusual body structures as
‘health impairments.

We do not mean to impugn the validity of all reported handicaps
in Head Start because the majority of children investigated had
clearly recognizable disabilities. However, beyond a doubt there 1is
misuse and abuse of the diagnostic process and it is not an occasional
problew. This is a problem which not only impacts Head Start chil-
dren and their families, but it is a problem which 1s also respon51—

 b1e for the disparagement and criticism of the Head Start handleapped
effort that field staff,sometimes encountered amoﬁg non-Head Start
'programs |

Based on the findings of the Phase I study and the general
observations of our field staff, the misuse and abuse of the diag-

' nosticvprocess in Head Start has been identified as largely a func- .
tion.of two factors: 1) failure of some programs.tb implement '
ex1st1ng Head Start standards and cr1ter1a Jn the conduct of the
dlagnostlc process, and 2) pressurves to meet the Congressional man-
date to ensure that no less than 10 percent of Head Start enroll-

ment opportunities be made available to handicapped children. .

SPECIF ISSUE:

STUDY DATA REVEALED THAT IN SEVERAL INSTANCES CHILDREN WERE
' NOT DIAGNOSED AS HANDICAPPED IN ACCORDANCE WITH EXISTING HEAD START
STANDARDS AND CRITERIA.

i .
| As detailed in Chapter 7, a series of interrelated findings indi-

| cated that the proper sequence of diagnostic activities did not occur
-+ for a number of handicapped children. Approximately 10 percent.

' of the sample children were identified as handicapped without
P 7 )




diagnostic confirmation of. the existence of the handlcap v The rate
of non-confirmation was particularly high for children labeled emo-
tionally dlsturbed, learning disabled, and health or developmentally
impaired (approximately 28%, 26%, and 20%, respectively). Further,
among those children labeled .as emotionally disturbed and learning
disabled who did receive diagnostic confirmations, many recéi?ed con-
firmations in developmental areas unrelated to the handicaps in
question.b |

RECOMMENDATION:

ACYF SHOULD TAKE IMMEDIATE STEPS TO ENSURE THAT NO CHILD 1S
REPORTED AS HANDICAPPED WITHOUT DIAGNOSTIC CONFIRMATION BY APPROP~
RIATELY CREDENTIALLED PROFESSIONALS.

i

RECOMMENDATION-

DIAGNOSTIC CRITERIA EHOULD BE MADE MORE STRINGENT IN ALL HANDI-
CAPPING AREAS. PARTICULARLY IN THE AREAS OF LEARNING DISABILITIES
AND EMOTIONAL DISTURBANCE. ACYF SHOULD ACCEPT THE LEAD IN ESTAB-
LISHING INTERAGENCY EFFORTS TO DEVELOP DIAGNOSTIC CRITERIA WHICH
MIGHT SERVE AS A REFERENCE FOR ALL AGENCIES PROVIDING DIAGNOSTIC .
SERVICES TO HANDICAPPED CHILDREN.

Concerning both of these reCommendatlons ACYF needs to take
a series of steps to upgrade the diagnostic services prov1ded to-
 handicapped children in Head Start, partlcularly for children
identified as emotionally disturbed, learning disabled, and health
or developmentally impaired. We suggeét the folléWing actionS'
° Develop and ‘disseminate well deflned and detalled guide--

lines for delivery of dlagnOStIC services which clearly
delineate the diagnostic model-in full.

® . Establish more stringent’ dlagnostlc criteria for children
labeled as learnlng dlsabled or emotionally disturbed.

1/

"Without diagnostic confirmation' means that program staff reported.
that,  to their knowledge, the presence of a handicapping condition
had not been verified by a diagnostician. -Diagnostic files re-
“viewed did not support handicap diagnosis in at least 15 ‘percent

of the cases. _
\ Al
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@ - Monitur more closely the diagnostic services that Head
Start programs ‘deliver to their handicapped enrollees.

© Provide more extensive training and technical assistance
in appropriate diagnostic confirmation procedures to.
Head Start program staffi, and encourage local programs
~ to offer extensive inservice training in this area to
.their staff.

e

SPECIFLC ISSUE:

PROGRAM STAFF ADMITTED THAT MISUSE 0OF THE DIAGNOSTIC PROCESS
WAS, IM PART, A FUNCTION OF PRESSURES TO COMPLY WITH THE CONGRES-
SIONAL MANDATE TO PROVIDE NOT LESS THAN 10 PERCENT OF HEAD START
ENROLLMENT . OPPORTUNITIES TO HANDICAPFFD CHILDREN.

" RECOMMENDATION:

Although well-intentioned, the requirement of the Head Start,
Economic Opportunity, and Community Partnership Act of 1974 that not
less than ten percent of the total number of enrollments in Head
Start programs in each State be available for handicapped children
has created tremendous.pressure on Head Start to ideritify children.

who have ettremely marglnal and transitory d;S&bllltleS as be1ng
handicapped. o

‘Alsc, because Account 26 funds are made available on the basis

"of whether a program fulfills this mandate, the 10 percent require-

ment fosters tremendous financiai incenti?e to inappropriately iden-
tify children as handicapped. In fact, one Head Start director opén—
ly admitted to field staff that funding often dictates labeling of
children. This, of course, is not a problem specific to Head Start.

. It is a persistent problem throughout special education programs.

Nevertheless, it is a problem which should not be tolerated under

o

ACYF SHOULD DEVELOP GUIDELINES THAT WOULD OUTLINE CREATIVE,

‘any circumstances.

. CHILD-CENTERED. ENROLLMENT STRATEGIES THAT WOULD ALLOW HEAD START

PROGRAMS -TO0 FULFILL THEIR MANDATE TO SERVE HANDICAPPED. FOR
EXAMPILLE, COOPERATIVE ARRANGEMENTS WITH OTHER CATEGORICAL PRESCHOOL
PROGRAMS THAT WwWOULD ALLOW CHILDREN MAINSTREAMING EXPERIENCES\MAY BE
CONSIDERED.
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ACYF should encourage Head Start prcgrams to pursue approaches

to mainstreaming that would lessen the pressure among various aéencies

‘_to compete for children from a finite handicapped preschool popula-
tion. One program's "loss" should not automatically imply another's
'"'gain'"'. For example, field staff encountered at ]east two programs
in which children received a mainstreaming experience in Head Start ..
for a portion of the program week and were then transferred to a
public school setting for in-depth therapeutic and educational ser-
vices. Both Head Start and the public schools considered these
children as enrollees of their particular programs thereby relieving
funding pressures. At the same flme, however, the cn11dren were
provided with first-rate services.

RECOMMENDATION-

ACYF SHOULD BRING TO THE ATTENTIGON OF THE APPROPRIATE CONGRE°-
SIGNAL COMMITTEE THE NEGATIVE CONSEQUENCES OF THE LEGISLATIVE MAN-
DATE. ACYF SHOULD RECOMMEND TO CONGRESS THAT THE 10 PERCENT QUOTA
SHOULD BE CONSIDERED A GUIDELINE RATHER THAN A REQUIREMENT AND THAT
ACCOUNT 26 FUNDS. SHOULD BE MADE AVAILABLE WHETHER OR NOT A PROGRAM
MEETS THIS GUIDELINE.

We further suggest that the 10 percent requlrement be mod1f1ed
sllghtly so that programs ‘justifiably unable to meet the mandate
are not penallved through loss of Account 26 funding. Rather, we

lbelleve programs should continue to receive funds earmarked for
handicapped services 1rrespect1ve of the proportion of handicapped

r-chlldren enrolled

\

However, we realize that weakening the 10 percent mandate could
p0551b1y result- 1n a certain amount of backsliding among Head Start
programs with respect to their handicapped efforts. Therefore, we
reccnmend that any program unable to meet the mandate should be re-
quired to fully docﬁmeht the reasons for the short fall and detail
‘the outreach efforts\undertaken. Before this report is accepted;
- Regional ACYF personnel should review the program's outreach and |

' recrultment practlces \to ensure that a reasonable effort has been
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made to locate potential handicapped enrollees. If a review of a
program's outreach effort indicates that failure to meet the 10 per-
cent guideline is a function of inadequate outreach activities, then
we recommend that a portion of the handicapped funds- provided to
that program be spec1f1ca11y earmarked for the development of more

1nten51ve activities in thls ared.

We further recommend that the level of funding for handicapped -
services on a per pupil basis be increased substantially for pro-lu
grams able to meet the 10 percent guideline and where the nature of
children's handicaps clearly requires extraordinary expenditures for
more highly trained staff énd/or special equipment. This would pro-
vide a financial incentiye for developing strong handicapped out-
reach efforts that is less likely to result in‘mislabeling than in
the present system of allocation of handicapped funds.

RECOMMENDATION:

‘ACYF SHOULD CONSIDER A LONGITUDINAL STUDY OF.HANDiCAPPED CHIL-
DREN ENROLLED IN HEAD START THAT WOULD HAVE AS ONE OF ITS OBJECTIVES
AN ASSESSMENT OF THE VALIDITY OF DIAGNOSTIC RESULTS HEAD START USED
TO ASSIGN HANDICAPPED LABELS. IDEALLY, SUCH AN ASSESSMENT 'SHOULD BE
CONDUCTED AFTER CHILDREN ENTER THEIR THIRD YEAR OF PUBLIC SCHOOLING
WHEN THE PERMANENCY OF DISABILITIES BECOMES MORE APPARENT.

Finally, we strongly suggest a nat10nw1de diagnostic validation
study in Wthh independent dlagnostlc teams reconfirm both the nature
~and severity of disabilities assigned to handicapped chlldren in
Head Start. Further, this study should also be used to reconsider
current ACYF diagnostic guidelines. In addition to providing ACYF
with conclusive data on the extent of this problem,“theAannouncement
of such a study should also make programs far more cautious in their

dlagnostlc practices.
Pnognam SQ&ULCQé Provided %o Hand&cappad Ch&ﬂdnen

As - in1t1a11y conceptualized, Project Head Start was intended to
facilitate the a551m11atlon of chlldren into the public school system
who, by reason of economic dlsadvantage, might otherwise have not had
the necessary social experiences to successfully adjust to the public
" school milieu. In addition to so-called compensatory educational
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J/
experiences, the early promoters of Head Start recognized that a com-
prehensive set of services was required involving health and dental
care, family assistance, and parental counseling. This comprehensive
‘service model recognized that the development of social competence,
defined as '"'the child's everydey effectiveness in dealing with his/
her environment and responsibilities in school and later life,' was.
contingent upon m~ny factors. Even today, there are few preschool
programs that seek to administer so completely to the needs of chil-
dren and their families.

However, the development of social competency in children who
suffer from physicel and/or mental disadvantage often requires an
approach quite different from that required in the case of children
who suffer economic disadvantage. In the latter situation a typical
objective ‘in the pursuit of social competency might be to develop a
sound understanding of oral hygiene through activities designed to
show the importance of brushing teeth and avoiding sweets. In the
case of handicapped children, a similar objective may first require
careful and painstaking instruction Just to have the Chlld become
capable of manlpulatlng a toothbrush ‘

The level of instructional sophistication and programming re-
quired in meeting the oral hygiene objective with the handicapped
child is far greater than that required to meet this same objective
with his/her non- handlcapped peers. With the handlcapped child,
imparting social skills requires careful assessment of the child's
‘level of functioning, developmert of individualized instructional
strategies for accomplishing discrete tasks related to the skill in
Question;vrepetition-of instruction until the objective has been
accomplished and the utilization of specialized professionals to
assist in those aspects of a service plan that are beyond the capa-
bility of the typical educator.  The level of effort is much greater
-than that required for the non-handicapped child. In Brief, whereas
compensatory education has characterized Head Start's efforts with
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non-handicapped children, primary educational intervention and asso-
ciated services ars necessary to effectively meet the needs of
handicapped children.

The data in the previous chapters have indieated, however, that
in some respects, many Head Start programs are not prepared to de-
liver the kind of quality service that handicapped children de-
mand. For example, nearly all the sample children were main-
streamed, but 39 percent were mainstreamed without supportive ser-
vices. There were several children'(lo of 71) with severe handicaps
who were considered mainstreamed but some question exists as to '
whether they were actualiy benefiting from beihg mainstreamed be--
cause they remained essentially isolated from their non-handicapped
-peers.

Furthermore, nearly 40 percent of the children investigated
'were not provided. instructional programs guided by a formal (writ-
ten) individualized plan .of services. Among those chlldren who
did have plans, many relied heavily on~n0n~d1rected learning ex-
‘periences to develop social, cognitive, and motor skills.

Other data indicated that, compared to non-Head Start pro-
grams Head Start staff were far less prepared academically to
serve handicapped children and it was not apparent- whether this
- deficit was be1ng adequately addressed through inservice training.

Flnally, and perhaps most crltlcally, functional assessments,
- so necessary .0 the development of appropriate plans of services,

were not completed for many of the sample children until the pro-
gram year was well under way. |

Based on these'findings;vwe feel! that ACYF needs to consider
immediate steps to upgrade the quality of services to Head Start
programs to provide to handicepped children. To summarize, the
basic problems are as follows:



) Unacceptable delays between the time children are
enrolled in Head Start and the time functional
assessments are completed..

° Absence of individual plans of services and/or plans
of services that provided for ineffective or in-
appropriate strategies to promote the development of
handicapped children.

e The pursuit of a mainstreaming experience as an
end rather than as a means.

° Lack of adequate staff preparation and inservice
training to effectively deal with the special needs
of the handicapped and, .other than for diagnostic
confirmations, an underutilization of outside pro-
fessionals to assist and support Head Start staff in
the provision of therapeutic and instructional ser-
vices to the handicapped. '

Recommendations addressing each of these problem areas are out-
lined below. e

SPECIFIC ISSUE:

FUNCTIONAL ASSESSMENTS NECESSARY FOR THE DEVELOPMENT OF
INDIYVIDUALIZED PLANS OF ZERVICES WERE FREAQUENTLY NOT COMPLETED
UNTIL LATE IN THE HEAD START PROGRAM YEAR.

Data in Chapter 7 indicated that for a variety of feasons,‘
many of the sample children did_not receive functional assessments
related to their specific handicaps until late in the program year.
_ Withoﬁt-such assessments, it is difficult to develop indiVi&ualized
‘plans of services .to meet the needs of handicapped:children. Con-,
sequently, ACYF must take steps to ensure that as#essments.octur
as soon in the program year as possible so that héndicapped_Head
Start enrolless might obtain the maximum benefits of this program

experience.
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RECOMMENDATION:

IN ORDER TO DELIVZR SERVICES TO HANDICAPPED CHILDREN IN A TIMELY
MANNERs SCREENING ACTIVITIES SHOULD OCCUR PRIOR TO PROGRAM ENTRY.
INSOFAR AS POSSIBLE, OR AT LEAST IMMEDIATELY FOLLOWING PROGRAM EN-
TRY. TO FACILITATE THIS PROCESSs ACYF SHOULD MAKE FUNDS AVAILABLE
FOR SCREENING ACTIVITIES DURING THE CURRENT PROGRAM YEAR FOR THE
UP-COMING YEAR'S RECRUITMENT EFFORTS.

Screening is the first step in a series of events (including
diagnosis and functional assessment) intended to culminate in the
development of an 1nd1v1dua112ed program of activities for handi-
capped children. Screening is only 'important vis-a-vis diagnosis,

since its purpose is tO‘pTOVIde a more efficient dlagnostlc process

g_by quickly targeting a subgroup of children "at risk" of having

‘problems. Children, however, cannot legitimately be determined to
be handicapped solely on the basis ofvscreenlng results. For the
handicapped children.in‘this ;tudy, screening did not occur suf-
ficiently early in the program year to permit timely service deliv-
ery, as the following summary of results indicates.

The Head Start Program Performance Guidelines recommend that
each child should be completely screened within 90 days of program
entry. Over one-third of the sample children were not screened with-
in this period.  Furthermorr., even if a child is screened within
- 90 days of program entry; a great deal of additional time may elapse
while hls/her confirmation of handlcap and functional assessment
are conducted and recommendations are developed. Well over half
of the program year may elapse before a, child receives services
based upon this series of 1ncrea51n01y reflned evaluations, even 1f
the evaluations were conducted in accordance with the Performance
Guidelines. " " ' |

'Streenimg should be conducted as early as possible for each
'child so that timely services can be delivered to the children
determined to be handicapped. We believe that Head Start. programs
could easily conduct screening services . in conjunctlon with re-
cru1tment efforts that occur prior to the beginning of the program
year.

12.12
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To do’this,’though, we believe it necessary that ACYF maké'
available Program 26 funds specificaily earmarked for preenrollment
screening, and these funds should be made available in the program
year pricr to the one for which potential enrollees are being
screened.

Screening during the course of the program year should be re-
,served for thoss children who are not recruited until the program
has started. Screening must occur at an earlier time than it
currently does 1£\§Egd Start is to effectively provide approprlate
services to handicapped children.

RECOMMENDATION:

THE ORDER .AND RELATIVE‘PRIORITY'OF THE COMPONENTS OF THE ﬁIAG-
NOSTIC PROCESS SHOULD BE CHANGED. SPECIFICALLY, FUNCTIONAL ASSESS-
MENTS SHOULD OCCUR AS EARLY IN THE PROGRAM AS POSSIBLE. CONFIRMA-
TION OF HANDICAPS MAY, IF NECESSARY s BE CONDUCTED AT A LATER DATE,
SINCE THE CONFIRMATION COMPONENT OF THE DIAGNGSTIC PROCESS, BY
ITSELFs IS NOT AS CRITICAL TO THE DEVELOPMENT OF SERVICE PLANS.

’ APPROPRIATELY CREDENTIALLED PROFESSIONALS SHOULD BE, INVOLVED IN
FUNCTIONAL ASSESSMENT PROCEDURES.

In order to further facilitate the delivery of services to chil-
dren in Head Start, there is no reason why each child should not
receive a functional assecsment immediately upon program entry.

" Techniques exist for such assessments that would allow Head Start
staff to perform these assessments relatively 1ndependent1y of the
.rest of the dlacnostlc process, particularly for class based ser-

“'vices. (However, to the extent possible, appropriately credentlalled

- professionals should be involved in assessment procedures and/or
the interpretation of Assessment results). Baséd,oﬁ’these early
assessments, plans of services could be established and implemented
without waiting for the conclusion of the process Head Start staff
must undertake to establish a conf:rmed dlagn051s of a handicapping

condition,
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".CIFIC ISSUE:

MANY OF THE HEAD START CHILDREN INCLUDED IN THIS STUDY DID NOT
HAVE INDIVIDUAL PLANS OF SERVICES OR HAD PLANS oF SERVICES THAT PRO-
VIDED FOR INCOMPLETE STRATEGIES TO PROMOTE THE DEVELOPMENT OF HANDI-
CAPPED CHILDREN.

e

It is clear that the requirements toO dévelop‘individualized
plans for handicapped children, and the requirement to document
these plans in a written individual plan of services, were not
fully 1mp1emented by many of the Head Start programs 1in the sample.
For example, although the staff indicated that almost 70 percent
of the children had “individual plans of services, written plans
were located in the children's files for only half of the Sample.

" Many of the existing written plans did not address the full range
of activities required by the Performance Guidelines. Many plans
contained very minimél amounts of information and, in the opinion
of field staff, were an insufficient basis for service delivery.
Field staff also reported that the Head Start staff with whom they
spoke did not always understand the concept of individualized plan-
ning or the need to develop a detailed, comprehensiVe plan of ser-
‘vices for each handicapped child.

Monitoring activities were reported for almost all of the
children and service plans of almost all of the children who had
them were reportedly modified on the basis of monitoring results.
However, since structured assessments were infrequently used for
monitorihg‘purposes and since there seemed to be little relationship
between monitoring and service plans, we question the usefulness of
the monitoring activities that were reported. The data provided

did not permit a direct assessment of this issue,
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RECOMMENDATION:

ACYF MUST TAKE STEPS TJ ENSURE THAT HEAD START STAFF DEVELGgP
COMPREHENSIVE INDIVIDUALIZED SERVICE PLANS FOR THEIR ENROLLEES.
ACYF MUST DELINEATE AS CLEARLY AS POSSIBLE THE PROCESS OF INDIVIDUAL-
IZED PLANNING:; THE AREAS THESE pLANS MUST ADDRESS, AND THE MODIFjCcA-
TION OF PLANS AS A FUNCTION OF gNGOING ASSESSMENT.

RECOMMENDATIGN :

THE EDUCATIONAL SERVICES PLAN FOR HANDICAPPED CHILDREN SHOULD
MEET THE REAUIREMENTS OF INDIVIDUAL EDUCATIONAL PLANS (IEP) AS gyT-
LINED IN PUBLIC LAW 94-142. THIS WOULD GREATLY FACILITATE SERVICE
CONTINUITY BETWEEN HEAD START AND THE PUBLIC SCHOOLS.

RECOMMENDATION :

GREATER EMPHASIS SHOULD BE PLACED ON EDUCATIONAL SERVICE PLANS
THAT REGUIRE O0BJECTIVE-BASED INSTRUCTIONAL STRATEGIES.

- Relative to this last recommendation, we beljieve that if a
primary goal of Head Start is to develop social competency in
handicapped children, Head Start programs must orient themselves
toward a service model that emphasizes educational intervention.

By educational jntervention, we mean programs of instruction in

the areas of cognitive development, fine and gross motor deyeloP-
ment, and social :-kills that are imparted through directed in ‘ryc-
tional strategjes. AS indicated in an earlier chapter, many He:
‘Start programs ytilize 10n-directed instructional methods. Such
methods are quite satisfactory for non-handicapped enrollees who
can be expected in nuch from such instructional techniques.
Howéver,'handiCa:;gd children may need, in addition, m0re directed
instructional services to learn basic skills that non-handicappéd
children may learn incidentally,

SPECIFIC ISSUE:

SEVERAL CHILDREN INCLUDED IN THIS STUDY WERE FOUND TO BE MAIN-
STREAMED ONLY [N THE BROADEST SENSE OF THE TERM; THAT IS» SOME
HANDICAPPED CHILDREN WERE SERVED.IN THE COMPANY OF NON- HANDICAPPED
PEERS BUT REMAINED SOCIALLY IsgLATED. i

One of the strengths of Head-Start's approach .to serving handi-

capped children is the strong emphasis on mainstreaming. As the data
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in this report have indicated, almost all the children investigated
were served in a mainstream context. There is the concern, though,
that mainstreaming is often pursued as a goal in itself rather than
a means to an end. Mainstreaming must be evaluated for each handi-
capped child as if it were one of many possible components of an in-
dividual plan of services. For most children, mainstreaming should
contribute positively toward.the development of self-respect, self-
_Confidence and social cdmpetency. For other children, though, main-
streaming applied indiscriminately méy contribute nothing. Even
worse, it may detract from a more intensive program of services that
the child's disability requires.

We strongly believe that if Head Start is to continue to serve
handicapped children, particularly those with severe disabilities,
then local programs should be allowed to develop an individual pian
of services —wost appropriate for a given child even if that plan re-
quires only .imited contact with non-handicapped peers. The goal
should be to provide services in the least possible restrictive
placement commensurate with the child's functional abilities and

: instructional/therapeutic needs.

RECOMMENDATION

ACYF SHOULD ESTABLISH TECHNICAL ASSISTANCE EFFORTS TO BETTER
PREPARE HEAD START PROGRAM STAFF TO IMPLEMENT VARIOUS MAINSTREAMING
OPTIONS THAT COULD BE IMPLEMENTED THAT WOULD BEST MEET THE INDIVIDUAL
NEEDS AND ABILITIES OF THE CHILD. IT IS IMPORTANT THAT MAINSTREAM-
ING BE A IEANS TO AN END RATHER THAN AN END IN ITSELF.

SPECIFIC ISSUE:

' HEAD START STAFF APPEAR TO LACK FORMAL PREPARATION TO DEAL.
WITH THE SPECIAL NEEDS OF THE HANDICAPPED AND THIS LACK OF FORMAL
PREPARATION IS NOT. ADEGUATELY COMPENSATED THROUGH THE UTILILATIDN
OF OUTSIDE PROFESSIONALS.

Handicapped children in Head Start are not often served by _
classtoom staff with relevant academic training. Even'though half



~Of the study children had teachers with at least a college degree,
less than half of this group of teachers had a degree in either
early childhood education or special education. Only 20 percent
of the children had teachers with extensive preparation (i.e.,
academic degrees) in early childhood oTr special education. Where-
as this situation may well be satisfactory for non-handicapped chil-
dren, it is, in the absence of resource assistance, far more dif-
ficult to justify for children with moderate to severe handicaps.

The overall educational level of classroom teachers and the
proportion of teachers with degrees in special education was much
higher for the non-Head Start programs, including programs that
provided a mainstream setting. If one assumes that teachers' train-
ing has an impact on the growth and development of children in their
Classes, it appears that most of the handicapped children in Head
Start had teachers who were not well prepared to meet their special
needs- It should be stressed that we are not_guggesting that a
degree in special education should be required to teach handicapped
‘children in a Head Start program. To the contrary we Tecognize and
support the concept that highly effective services can be rendered
by paraprofessionals, provided however, that they receive the pPre-
requisite training. This training was not in evidence for many of
the Head Start personnel encountered in this study. Only 10 per-
cent 6f the children's staff received training_in any One area re-

lated to handicapped services for 15 hours or more, and consequently

this training Must be considered only marginal.

- Lack of specialized training of the teaching staff could be
compensated for if children receive regular services from speciai-
.ists who are trained to meet their unique needs. Although most a1l
of the children in the sfudy sample received services from profes-
siqmalsvat least once during the program year, including screening
and/or diagnoSiS, only 40 percent of the children received
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interventicn or theTapeutic services fIom professionals On a regular
and frequent basis (i.e., at least weekly). FurthermoTe, over half
of the sampie children (563) did not T€Ceive any one-t0-one ser-
vices other than scT€ening or diagnosis from a specialist (i.e., a
staff member with @ degree in special educatjon or an exteérnal spe-

cialist) dyring th€® Program year.
RECOMMENDATION:

ACYF sHoulLD EXPAND THEp gxISTING CHILD ppvelLoPMENT ASSOCIATE
(CDA). PRgGRAM TO INCLUDE THg cREDENTIALING gf sTAFF IN SPECIAL
EDUCATIQN SERVICES: B :

RECOMMENDATION:
. ATYF sHouyLD PROVIDE Fynps THROUGH ACCoynT 26 TO PERMIT Keap
START STAFF SPECIFICALLY T¢ sgcuRE THE SERvices oF OUTSIDE PRoFES-
SIONALS Fgr pyRPOSES OF PRoyIpING DIRECT ANp INTENSIVE SERVICES To
HANDICAPpgp CcHILDREN ENROL|ED IN HEAD START,

' Resounces and Facilities
f—e e f——— 4 m m r — e

SPECIFIC ISSUE:

HEAD START CLASSROOMs ARE OFTEN NOT ggquippep TO MEET THE NEEDS
OF SEVERgLY HANDICAPPED CHILDREN. : \

I ————
Another area in Which we believe ACYF could improve the Head
Start hapdicapped €ffort concerns the resources and facilities avail-

able to Head Start Programs, Dpata in Chapter 3 clearly indicated
that many Head StaTt classrooms are MOt €quipped to Se€rve certain
handicapped children, particularly-thOSé that are severely hanpdi-
capped and/or are PhYsically handicapped. This lack of equipment
involves not only 25Pects.of the physical plant of Head Start.
classrpohs (e‘g_,,plumbing and saniTET?‘facilities) but also special
instructional materiais to support educational and therapeutjc pro-

. grams.
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RECOMMENDATIONS:

ACYF SHOULD MORE AGGRESSIVELY PUBLICIZE THE AVAILABILITY OF
ACCOyNT 26 FUNDS FOR UpPGRADING AND MODIFYING PHYSICAL FACILITIES AND
SPECTAL EQUIPMENT NECESsARY To PROVIDE APPROPRIATE SERVICES TO THE

SEVERELY HANDICAPPED,

RECOMMENDATION:

" ACYF SHOULD PROVIDE HEAD . ART PROGRAMS wITH TECHNICAL ASSIST-
ANCE T IDENTIFY ARCHITECTyUAL BARRIERS Tg SERVING THE HANDICAPPED
AND How To USE AVAILABLE FynDS TO UPGRADE CLASSROOM FACILITIES.

RECOMMENDATION:

ACYF SHQULD DEVELgp EquIPMENT AND MATERIALS GUIDELINES FOR
HEAD sTART PROGRAMS S TyaAT PROGRAM STAFF cAN BETTER EVALUATE THEIR
SPECIFIC EQUIPMENT NEEDs, THESE GUIDELINES SHOULD: WHEN APPROPRIATE:
BE DEyELoPED FOR EACH gfF THE BASIC HANDICAPPING CONDITIONS SERVED BY
HEAD sTART. : :

During the(coUrse of.field work activities, Head Start staff
Personnel often asked fjeld staff for assistance in such areas as
the selection of Screening instruments, acquisition of staff train-

ing materials tO Support their<handicapped services, and the inter-
Pretation of various Head Start Program standards and regulations
Pertaiﬁing to handicapped children. Also, in establishing the
Phase 1 sample, it Was clear to PToject staff that much confusion
exists concerning the djagnostic Criteria.Head Start programs are
Supposed to.follOoW in the labeling of children for reporting pur-

- POses, In short, the level of technical assistance ACYF has pro-

- Vided to Head StaTt grantees must be upgraded.

SPECIFIC ISSUE:

' HEAD START PERSONNEL, IN SOME PROGRAMS: ARE UNAWARE OR UNSURE
OF METHODS AVAILABLE FoRr woRKING WITH HANDICAPPED CHILDREN, ‘
FURTHER, PROGRAM STAFF ARE UNSURE- ABOUT HEAD START PROGRAM REGULA-
TIONS AND STANDARDS ThaT AppLY TO EFFORTS To SERVE HANDICAPPED
CHILDREN. 4 ' ' g
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RECOMMENDATION:

EFFORTS SHOULD BE MADE. TO PROMOTE THE UTILIZATION OF RESOURCE
ACCESS PROJECTS (RAPs) TO STRENGTHEN THE BUALITY OF SERVICES HEAD
START PROGRAMS CAN PROVIDE HANDICAPPED CHILDREN. SPECIFICALLY,

RAPs SHOULD BE PROVIDED WITH BUDGETS TO CONDUCT TRAINING AND TECH-
NICAL ASSISTANCE ACTIVITIES THAT HERETOFORE RAPs WERE FORCED TO
ARRANGE FROM OTHER SOURCES. IF POSSIBLE: RAPs SHOULD BE ESTABLISHED
AT THE STATE LEVEL.

: Throughout the data collection effort only occasional refer-
ences were made to the RAPS. Because many of the requests for
assistance we received clearly fell within the scope of activities
RAPs were established to perform, we believe considerable effort must
be made to promote awareness among Head Start programs concerning the
services RAPs can provide. Furthermore, RAP personnel, preferably
in coordination with other training facilities, should endeavor to
implement an on-going needs assessment program and quickly follow up

at the individual program level any reported or perceived program

need related to the effort to serve handicapped children.

We also feel that RAPs should function as more than service
brokers. We believe that in order to be truly effective, RAPs
~must be funded to canduct their own training and technical assist-
ance act1v1t1es and pay for services provided to individual programs
if these services cannot be prOV1ded in-kind or paid for out of
local program funds. In other words, RAPs should be configured
to help provide the supportive services which some programs pres-
ently lack.

ngnaach and Recrudilment

Data in Chapter 5 indicated that one of the basic differences
"between the Head Start and non-Head Start programs was that Head
'Start programs were more 11ke1y to enroll handicapped children '
through their own screening and outreach efforts rather than throughl
referrals of children previously identified as handicapped by other
agencies or professionais; In some respecfS, this must be considered
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a strong point of the Head Start handicapped effort because it in-
dicates that Head Start is targeting on children whose disabilities
would likely have gone unserved and unrecognlved until their entry
intc the public school system.

We would be more positive about this aspect of the Head Start
handicapped effort if it were not for the fact that nearly 60 per-
cent of all the handicapped enrollees in ¢ur study sample were identi-
fied through normal recruitment and enrollment procedures. Very few
of the sample children were recruited as a result of special outreach
efforts designed to identify and serve handicapped children. What.
this indicates is that the majority of the children designated as
handicapped came from the population Head Start might have served even
without the mandate to enroll the handicapped.

SPECIFIC ISSUE-

HEAD START OUTREACH EFFORTS DO NOT APPEAR TOo BE VERY EFFECTIVE
IN LOCATING HANDICAPPED CHILDREN IN THE COMMUNITY.

RECOMMENDATION

ACYF SHOULD MAKE ARRANGEMENTS FOR INCREASED TRAINING AND TECH-
NICAL ASSISTANCE IN RECRUITMENT AND OUTREACH TECKHNIQUES DESIGNED To
IDENTIFY CHILDREN WITH POTENTIAL DISABILITIES. 1IN ADDITION, ACCOUNT
26 FUNDS SHOULD BE MADE AVAILABLE T0 SPECIFICALLY SUPPORT THESE OUT-
REACH ACTIVITIES, THESE FUNDS SHOULD BE PROVIDED AT .THE SAME TIME .
SCREENING FUNDS ARE PROVIDED (SEE P. 12.12).

RECOMMENDATION s

AT THE NATIONALs» STATE, AND LOCAL LEVELS, HEAD START NEEDS To
UPGRADE PROMOTIONAL EFFORTS TO INFGRM NOT ONLY THE GENERAL PUBLIC
"BUT ALSO OTHER AGENCIES OF THE SERVICES HEAD START CAN PRGVIDE TO h
HANDICAPPED CHILDREN.

SPECIFIC ISSUE s

HEAD START PROGRAMS ARE OFTEN UNAWARE: OR NOT A PART OF, STATE
OR LOCAL CHILD FIND AND REFERRAL SYSTEMS. | : |
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Although 26 percent of the sample children investigated in this
study came to Head Start. through referrals, most of these were re-
ferrals which did not come from agencies that are rbutinely involved
with the problems of the handicapped such as the Easteér Seal programs,
the Crippled Children Association, the Association foTr Retarded
Citizens, etc. Because of the excellent opportunity for providing
handicapped children a mainstreaming experience in a Head Start pro-
gram, We believe that ACYF should take steps to encourage closer
linkages between agencies such as those mentioned ard Head Start.
This cooperation could be greatly facilitated by establishing intef-
agency agreements at the national and State levels. -

Furthermére, few of the Head Start programs we ViSited were
actively participating'in child find and outreach pereCtS currently
in existence. while we have advocated more intensive outreach .
efforts on the part of individual programs, we also believe Head
Start programs should make greater efforts to offer their servicés
to children idéntified by other outreach‘networks.4 In brief, not
only should more handicapped children be enrolled through special
handicapped outreach'activities; more children should also bé en-.
rolled through referrals from other agencies. The ¢t "d-centered
service model that Head Start is so actively pursui: -emands greater
interagency cooﬁeration in the placement of special children than
has been indicated to date.

RECOMMENDATION:

ACYFy PARTICULARLY AT THE.REGIONAL LEVEL, SHoULD TAKE ACTION TO
ENSURE THAT HEAD START GRANTEES' ARE LINKED TO0 STATE AND/OR BEH-
FUNDED CHILD QyTREACH PROJECTS AND OTHER REFERRAL SERVICES- 0PERATED
BY AGENCIES SucH AS ASSOCIATIONS FOR RETARDED CITIZENS» EASTER SEALS»
UNITED CEREBRAL PALSY ASSOCIATION, AND EPSDT CLINICS. AT THE
NATIONAL LEVEL, ACYF SHOULD ESTABLISH STRONG INTERAGENCY COORDINA-

. TION WITH THE CHILD HEALTH ASSESSMENT PROGRAM (CHAP) TO ENSURE THAT
NEW FEDERAL EFFORTS IN THE AREA OF CHILD HEALTH INCLUDE ACYF INPUT.
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SPECIFIC PROBLEM:

'HEAD START PROGRAMS ARE UNSURE OF THEIR RESPONSIBILITIES CON-
CERNING PUBLIC LAW 94-142.

Effective outreach and recruitment of handicapped children in
Head Start requires close cooperation with other agencies also serv-
ing the handicapped. As outlined in a previous recommendation, ACYF
should take action to develop this ccoperation. We believe that an
essential step iﬁ establishing close interagency cooperation is the
clarification of Head Start's position vis-a-vis PL 94-142.

Throughout the Phase I effort, field staff had the opportunity
to observe ways in which PL 94-142 hadvdirectly effected the Head »
Start effort. This effort has generally been negative for two
reasons. One, PL 94-142 has created an atmosphere of competition
for enrollees between Head Start and programs required to comply
with 94-142. Secondly, PL 94-142 is perceived as a standard for
handicapped services which Head Start brogfams fail to,meet. Further-
more, several Head Start programs expressed confusion and frustration
as to how PL 94-142 did or did not apply to their particular efforts
to serve handicapped children. o '

RECOMMENDATION:

“ALTHOUGH PL 94-142 PERTAINS.TO PROGRAMS OPERATED UNDER THE
AUSPICES 0F STATE EDUCATION AGENCIESs ACYF SHOULD TAKE STEPS TO
FAMILIARIZE HEAD START PROGRAMS WITH THIS LEGISLATION AND TO PUB-
LICIZE THE SIMILARITIES BETWEEN THE PROVISIONS OF 94-142 .AND THE
HEAD START PERFORMANCE STANDARDS. :

_Implementation‘of this recommendation will help to'eliminate
this barrier to effective interagency cooperatlon " Head Start pro-
grams should be given 1nformatlon and training materials relating
to PL 94-142 and its requlrements and, on a State-by-State basis,
be informed as to how these requirements -affect Head Start opera-

tions. We also suggest that ACYF develop for distribution to all:

12.23
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State Education Agenc1es (SEAs) and Local Education Agencies (LEAs)
an explanation of the relationship between the provisions of P.L.
94-142 and the Head St rt performance standards so that perceived
inconsistencies can be fully dlscussed and refuted. The recent
ACYF’brochure entitled "PL 94-142: wWhat Does It Mean‘To Head Start°"
is an example of the type of information that needs immediate .and

widespread distrjibution.
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“Handicapping Condition

P

S

Visually Impaired/Blind
Hearing Inpaired/Dea
Physically Handicapped
Specch Tmpaired
Health/Develomentally Inpaired
Mentally ‘Retarded

Learning Disabled

Serious:iy Enotionally Disturbed

NS
Lol 8

ABLE 43.1

Mode of Mainstreaning By Primary Handicap

Colete, Without

$ of Celum Row

pu—

Types of Mainstreamin

; : Conplete, With Sup- "
Supportive Assistance portive Assistance
§ of Colunn Row

Complete, Team Taught by
Special Education Teacher
and Regular Teacher

3 of Colum Row

Reversa

Mainstreaning

Partial

Hainstreaning
{ of Colamn Row § of Colunn Row § of Colunn Row

" No

Mainstreaming

—— e

2.6 12,9 3.4 * # 4.7
(¥=6) (%=9) (t=5) (¥1)

82,2 47 8 H] * ] L]
(N12) (=11) ,

1.2 132 L7 8.2 2.7 ¥
(k=16 (k16) (¥=1) (¥3) (1)

3.2 6.0 1.7 1.7 34 ¢
(N=19) ( 6) (K1) (¥1) (¥2)

.3 0.0 3.3 ' 3.3 *
(Ne16) (1) (1) (¥=1)

45.7 5.7 5.7 3 b 2.8
(N=16) (=16) (V=) (1)

3.2 152 * ¥ 19.4 3.2
(¥=10) (k1) (i=6) (V1)

1.4 §1.6 6.0 ’ 6.0 3.0
(%9} (N19) (V=) (%=2) (el
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TABLE 43,7

R W
“Mode of Mainstreaming by Level of |landicap Severity
-Ww—u—

Types of Mainstreaning
‘ Complete, Team Taught by .
Corplete, Without Complete, With Special Education Teacher _Reserve lPartlall oo
Supportive Assistance  Supportive Assistance  and Regulur Teacher Mainstreaning ~ Mainstreaming  pyinstreaning
Severity Level {of Colm bofColom  __ %ofCobm  Soffolam  SofColmn  yof (ol
Mild - 45.9 47,5 3.3 % 3.3 %
(¥=28) t(W29) (N=2) (¥2)
Moderate 44,1 4.9 ‘ 3.6 . 1.8 .1 1.8
(N=49) (N=51) (¥4) (%) (Ne3) (1)
Severe/Frofound 8.8 | 5.0 3.8 A 8.8 13 .
: (¥:23) | (N=44) (13) (k) (1) )
Other 2.5 - 5.9 17,6 * * 5.9
. (N=4) (N=9) (N=3) | , (N=1)

e e e e e e e s e e

~af

e — - | 398




TABLE A3,3

e ————

Degree of Social- Integration by Prinary llandicap

£

Visually Tmaired/ Hgaring Inpaired/ Physically  Speech mentally  Mentally  pearning  Enotiona]ly

4 of Colum § of Colum § of Column 3 of Coluin 4 of Colum § of Colygn

—_——

llealth/ ;
Develop- Serlously

landicapped “Inpaired  Ipaired Retarded  pisabled  Disturbeg

12,5 5.7 1.6 0.7 10,7 8.6
(N7) (1) (1) (N=6) (¥3) ()

B8 N 3 3.0 1.1 5.2
(¥=6) O=1) () (=9) (H9) (12)

68.7 73,8 82,1 48,3 67,1 8.2
(R12)  (R39) e) (R gR) (k)

e i

. : Blind Deaf
Social Iritegration $ of Colum § of Column
Not Socially Integrated 53 13.0
| (i1 ()
Somewhat Socially Integrated 10.5- 4
S (¥2) (t=h)
Socially Integrated ' 84,2 69,6
| ‘ - (W=16) (N=16)
TOTAL . 19 JA

I S e R

3 5 " 0 " 5

Yrorals Tess than those dicated in Capter 2 because cbservations could ot b completed for 31 children,




. L E ) - DAL AVe s »

o . Distribution of screening Completepess by Loéation of Progran '
= ! Co of Screep: -
~pleteness &2 tTeening

Complete | Partia)
” Plus L - Plyg |
- Complete Additondl — Daptj. T Additional
- Egogram ‘ _Notngported Screening Screening Screening Screening
| Location - § of Columy 4 of Colum b of COLMM 4 of Colum® 4 of Colum

Tolt'aw | P s, P o) Do 100(N=66) 100(N=52)

| Not Reporteq 6t;=1). ‘ 4k§=2} - 6t§;6) | 1t§=1) 7iﬁ;4)

T Ty Yy O T e

el it 20'(13=3)‘ : 57'(;14=28). i) 40'(13=27) 44i§=23)
\\

a
32

I'.
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TABLE A6 .2

e T e e e e s s O e e e

Screan
2-Ttening Arca

To

Not
L' Renorted
1 by Row

Vision 100 7.1
(N=269)  (N236)
llearing 00 79,6
(N=269)  (Ne2i4)
Pysical 100 B o -
Coordinatjon (Ne268) * (Na219)
and
Development
Seeciang 100, 708
Languape (N=269) (Ne195)
Dtellectgal - 100 85,3
Developnent (N269)  (Ne224)
50cial/ 160 83.6
Enotiong] (N269)  (Ne225)
Deveélopnent
—_

Type of Service Prov1Jcr Who Performed Additional Screening in Each Screening Arca
—_———————

Pediatrician/

Othey
| Licensed
Pa)Lholongt/ hedical
Peychiatrist PlOlLbn1onal
Cplo iyt
t 8.0
(N=23)
y 3.3
(Ke9)
7.1 1.4
(¥=3) - (N=20)
1l 1.§
(¥3) (N=4)
5,2 0.7
(§=14) (Ne2)
1.8 0.4
(N=21) (N=1)

133

- ~]
llO\ldC[E
Faru-
Speech professional . Public Interdise Hca? Start
Therapist/  ‘“fadical Social  fiealth ciplinary ?t?_ﬁ\

Audiologist Personne] Horker — pypge Tean Teacher gy
Vhy R by Row M Ubyow  YbyRow by Rew 3 by Rox
' ' ' 5 1.1 0.4 0.7

(N-4) (Ne3) (N=1) (N2)
1.6 , ' 1.9 18 ‘ 1.1
(Ne34) (N»5) (N4 (N3)
1.3 ' ' 0.7 §.5 0.7 .6
(:4) (Ne2) (Ne12 (N+2) (Ne7)
16.4 v & 0.4 4.5 ' N
(Nd4) (Ne1) (1) (N10)
L . ' ' Y 0.4 1
(+3) (Ne14) (¥1) (N-ll)
0.4 0.4 0.4 ' 17 11 Ll
(81) (1) (Ne1) (1) (w3) (N-ﬁ)




TABLE A6.3

-

N,

’ AN
Technidges Used for Head Start

Regular Screening in Vision

Technique Type

[

s of Total
Not reported 16E§;44)
\énellen PicFure Chart_ 43E§=;18)
Opthamological Exam | 5°(L\21=14)
Titmﬁs 10?3;;9}
Sojourn Hand Test Oiﬁ=i)“
»ther formal (standal‘.‘ai;zed)_teSt SE§=14)
Observati\'on Oi;=2)
'Lécally designed jinstrument *
Other " _'4'°(1§r=12)
Don't know ! 13%3;35)
" Total®® 100(N=269)

e




’\'. .

TABLE A6.4

Technlques Used for Head Stht
Regular Screenlng in Hearlng\

Technique Type

\

% of Total

Not Tepofted-

Pure Tone Sweep

Pure Tone Threshold

13.4
(N=36)

2.6
\\\(N=7)

7.1
(N=19)
Impedence 4.5
(N=12)
Speech Reception Threshold/Speech Discrimination *
Audiometric Exam-Technique not specified 43.5
' . (N=117)
‘Pull Audlometrlc Exam (2 or more of the abov 8.6
Techniques) : (N=23)
Observation 1.1
o (N= 3)
Othér formal (standardized) test 2.6
_ - o (N=7)
Don't know °~ . 16.7
' ) (N=45)
Totalt* 100
A . (N=269)




TABLE A6.5

Techniques Used for Head Start Regular
Screening in Physical Coordination and

Development
Technique Type % of Total
Not reported " 23.0
(N=62)
Physical exam 29.0
(N=78)
Learning Accomplishment Profile 2.6
(N=7)
Denver Developmental Screening Test 13.4
' ' (N=36)
Cattel Infant Intelligence Test 1.1
(N=3)
Bayley Scales of Infant Development 0.4
Other formal (standardized) test 6.7
o : ~ (N=18j
4 Observation1 8.2
, | (N=22)
Locally designed assessment ' \ 1.9
' (N=5)
Don't know 13.8
| — (N=37)
a1 % 100 |
thal (N=269)-




TABLE 46.56

Techniques Used for Head Start Regular
Screening in Speech and Language Development

Technique Type , v | 5 of Total

-Not reﬁorted ' 23.8
. : (N=64)
Peabody Picture Vocabulafy Test 8.2 ‘
' (N=22)

Goildman Fristoe Test of Articulation ‘ 2.6
(N=7)

Carrow Test for Auditory Comprehension of Language 1.1
| (N=3)
Zimme rman Pre-school Language Test » 3.0 .

I1linois Test of Psycholinguistic Abilities 0.4

. : (N=1)
‘Other'formal(staﬁdar&ized) test . ' 24.2 ‘
- (N=65)
Observation - 11,9,'

' ' ’ (N=32)

Locally designed.éssessment‘“ : 8.2
o (N=22)

'.// . . 3 '

T Don't know - _ 16.7
. _ , . _ (N=45)

- Total ** , 100 -

(N=269)

o
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TABLE A6.7

Techniques Used for Head Start-Regular
Screening in Intellectual Development

Technique Typé

% of Total

Not reported

289.0
- (N=78)
. |
Denver Developmental Screening Test 14.1 .
| (N=38)
,~Stanford~Binet 3.0
, (N=8)
“Cattell Infant Intelligence Test *
Learning Accomplishméntlprofile 12.6
. (N=34)
Bayley Scales of Infant Development 0.4 ‘
- ' (N=11 ;
| \ ]
Other formal (standardized) test 11.5 }
- (N=31) i'
_ N
Observation 7.1 ?
| (N=19) |
B
Locally designed asséssment‘ 14.5
. (N=39)
Don't know. 7.8
' : (N=21)
Total** 100
. " (N=269)
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y ' TABLE A6.8

Techniques Used for Head Start Regular
Screening in Social Emotional Development .
Technique Type ?~W«"@wmw_mww % of Total
Not reported : _ : 31.2
- (N=84)
\\\ Denver Developmental Screening Test : 13.0 .
\\\ (N=35)
AN ) . :
1. Vineland Social Maturity Scale : 1.9 :
\, - : (N=5)
Bixley Scales of Infant Development RS
Learning Accomplishment Profile. - 9.3
_ . ' (N=25)
Other formal (standardized) test - 5.2
: . - (N=14)
Observation o ' : A 17.1
. o (N=46)
Locally designed assessment . 11.5
‘ : (N=31)
o Other , ) | ' : : 0.7 ,
: . o (N=2)
Don't know . ' _ o 10.0-
; : o : : (N=27)
L
. Total ** | ‘ , o | 100
3 . ‘ ' (N=269)
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TABLE A6.9

Techniques Used for Head Start Additional
Screening in Visiocn

Technique Type

Not reported

Snellsn Picture Chart 0.7

(N=2)
Opthairclogical Exam 3.0

(N=8)
Titmus 0.7

(N=2)
Sojourn Hand Test *
Other formal (standardized) test 0.7

(N=2)
Observation *
Locally designed instrument *
Other 1.1

(N=3)
Don't know 5.9

: (N=16) |
_Totalf* ., wom 100
(N=269) |

J o



TABLE A6.10

Techniques Used for Head Start
Additional Screening in Hearing

1

——

Technique Type

% of Total

Not reported 80.3
(N=216)
Pure Tomne Sweep *
Pure Tone Threshold 0.7
(N=2)
Impedence 1.9
(N=5)
Speech Reception Threshold/Speech Discrimination *
Audiometric Exam-Technique not specified 5.6
! : (N=15)
|
i Full Audiometric Exam {2 or more of the above 4.5
% Techniques) (N=12)
| Observation %
Other formal (standardized) test c.7
- (N=2)
Don't know 6.3
(N=17)
| Total** 100
k (N=269)




TABLE A6.11

Techniques Used for Head Start Additionadl
Screening in Physical Coordination and Development

Technique Type % of Total
Not reported | 81.4
l P (N=219)
Physical exam 4,8
(N=13)
Learning Accomplishment Profile ' 0.4
(N=1)
Denver Developmental Screening Test Oi;-Z)-

Cattel Infant Intelligence Test

Bayley Scales of Infant Development

Other formal (standardized) test 3E§=10)'
: 0.4
Observation .
| (N=1)
‘.'Locally designed assessment . 2E§=6)
i
| 6.3
t ' . N
| Don't know (N=iz)
§ .
* % | 100 N
Totak | . (N=269)\\




TABLE A6.12

S YU i

Techniques Used for Head Start Additional
Screening in Speech and Language Development
Technique Type % of Total
Not reported 74.0
(N=199)
Peabody Picture Vocabulary-Test 5.6
' (N=15)
Goldman Fristoe T2st of Articulation . 0.4
(N=1)
Carrow Test for Auditory Comprehension of Language 0.7
' (N=2)
Zimmerman Pre-school Language Test : 0.4
' (N=1)
Illinois Test of ™ ycholinguistic Abilities 1.5
(N=4)
Other formal (standardizec test 6.3
(N=17)
Observation 0.4
a (N=1)
!
% Locally designed assessment » 2.2
| (N=6)
| |
! Don't know ‘ ’ | 8.6
: ' (N=23)
| _
{  Total** : ' 100
|

(N=269)




TABLE A6.13

Techniques Used for Head Start Additional
Screening in Intellectual Development

——— ]

i Technique Type. . i .. % of Total
!
| .
l Not reported 84,0
| . . , ' (N=226)
|
| Denver Developmental Screening Test v 0.4
1 (N=1)
|
‘Stanford-Binet 3.0
' (N=8)
Cattell Infant Intelligence Test ‘ *

i Learning Accomplishment Profile *
A
| Bayley Scales of Infént'Dévelopment 0.4
| _ (N=1)
i Other formal (standardized) test ' 5.9
| (N=16)
J
. Observation 0.7
j (N=2)
|
; Locally designed assessment 1.9
! ' (N=5)
!
'; Don't know - A , 3.7
; ' ' (N=10)
| Total % | S 100
3 (N=269)




TABLE A6.14

Teéhniques Used for Head Start Additional
Screening in Soc®~l Emotional Development
Technique Type % of Total
Not reported | 7 84.0
(N=226)
Denver Developmental Screening Test 0.4
(N=1)
Vineland Sociai Maturity Scale , | *
Bayley Scales of Infant Development *
Learning Accomplishment Profile g %
_Other formal (standardized) test 2.6
' (N=7)
' Observation ' | ' 7.4
: (N=20)
. Locally designed assessment 2.2
. (N=6)
| Other ‘ : 0.4
i | (N=1)
{ E
Don't know 3.0
(N=8)
|
| Total** - A 100 |
- : (N=269)




TABLE A6.15

Techniques Used by Necn-Head Start
Programs for Screering in Vision

Technique Type . » § .f Total
Not reported 56.5
' ' (N=26)
Snellen Picture Chart _ ' 19.6
(N=9)
Opthamological Exam ’ ; 8.7
(N=4)
Titmus . ' *
¢ rn Hand Test ®
Other formal (standardized) test _ 2.2
. (N=1)
Locally -designed instrument 2.2
(N=1)
Other 2.2
(N=1)
Don't know 3.7
(N=4)
Total ** I ' 100
A o (N=46)




TABLE A6.16

Techniques Used by Non-Head Start Programs
for Screening in Hearing

Technique Type % of Total

Not reported ) ‘ 50.0
: (N=23)

Pure Tone Sweep ] 4.3
. (N= 2)

Pure Tone Threshold ' 6.5
(N=3)

Impedence 2.2
: : - (V 1)

Speech Reception Threshold/Speech Discrimination

Audiometric Exam-Technique not specified , 23.9
' ' (N=11)
Full Audlometrlc Exam (2 or more of the above 2.2
techniques) - “(N=1)
Observation : 2.2
(N=1)
"Other formal test : 2.2
, ~ (N= 1)
Don't know - 6.5
)
b Tota1** | 100 |
: (N=46)




TABLE A6.17

Téchniques Used by Non-Head Start Programs <or
Screening in Physical Coordiration and Development
Technique Type % of Total
-Not reported 50.0
' ' - (N=23
Physical exam 17.4
(N=8)
Learning Accomplishment Profile ‘ 2.2
(N=1)
Denver Developmental Screening Test : 2.2
: ' (N=1)
Cattel Infant Intelligence Test _ | 2.2
' (N=1)
Bayley Scales of Infant Development *
Other formal (standardized) test : 10.9
' (N=5)
Observation : , ' 4.3
Locally designed assessment ’ 6.5
E (N=3)
Don't liaow 4.3
) ‘ ’ (N=2)
Total ** : - - 100 .
: ' ' L (N=46)




TABLE A6.18

’Teéhniques Used by Non-Head Start Programs for
Screening in Speech and Language Development
Technique Type % of Total
Not reported | 50.0
(N=23)
Peabody Picture Vocabulary Test - 10.9
T (N=5)
Goldman Fristoe Test of Articulation 2.2
(N=1)
Carrow Test for Auditory Comprehension of Language - *
Zimmerman Pre-school Language Test 4.3
‘ (N=2)
Illinois Test for Psycholinguistic Abilities *
¢ ) .
Other formal (standardized) test v 8.7
- (N=4)
Observation | 4.3
(N=2)
Locally designed assessment V ©15.2
' (N=7)
Don't know 4.3
: - (N=2)
!
{ Tota1s* o » 100 -
: , (N=46)




TABLE A6.19

Techniques Used by Non-Head Start Programs for
Screening in Intellectual Development
.Technique.Type | % of Total
Not reported 47.8 .
' (N=22)
Denver Developmental Screening Test: 2.2
(N=1)
Stanford-Binet 6.5
(N=3)
Wechsler Intelligence Scale for Children 2.2
(N=1)
Learning Accomplishment Profile | 2.2
(N=1)
Bayley Scales of Infant Development ‘ : - 4.3
. (N=2)
Other formal (standardized) test : 15.2
(N=7)
Observation ‘ : 6.5
(N=3)
Locally designed assessment 8.7
: (N=4}
Don't know : - 4.3
(N=2)
Total ** _ ' 100
: : (N=46)
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TABLE A6.20

Techniques Used by Non-Head Start Programs for
Screening in. Social Emotional Development

Technique. Type

Not reported 52.2
(N=24)
Denver Developmental Screening Test 2.2
(N=1)
Vineland Social Maturity Scale 10.9
' (N=5)
Bayley Scales of Infant Development &
Learning Accomplishment Profile *
Other formal (standardized) test’ 8.7
(N=4)
Observation 13.0
(N=6)
Locally designed assessment 6.5
Other 2.2
(N=1)
Don't know 4.3
- (N=2)
Total®** 100

(N=46)
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TABLE A7.1

Frequency of Diagnostic Confirmativns Made in Each Diagnostic Area by fandicapping Condition

Handicapping Condition

onfilration

4 lfealth 1 e h .
Visually learing sic i ) Specific Striow
imnaired Biind I;.~>air§d Deat 52131231 DeV';NPifILHEJ‘.l)' Speech Learning Nentally Enotior.
Toral Yol Column % of Colum  § c‘f Coluen 3 ¢f Tolumn 3 ofl Colﬁm 4 mlfaér? 5 inpaired Disability Retarded istust:
ST ITIITT | oI st e S J___“_o _”_" tof Column % of Columm  § of Column % of (i
coul b33 b= b=l Mo Y7 e30 BT ) W38 a33-
‘ision w4 lg“. | By - 3 10.8 10.0 51 0.5 57 3.0
) et e 23) B ) (4
1 . . {_
‘earing Neil .7 ' 45,2 10d. 0 8.1 3.7 . 12.9 t !
(81} (¥=20) (te2) (Ne3) (Ne5) (he3) {hed)
xrsxcm (:oordl- NI 6.7 6.7 8.6 f ' e T 11.9 6.7, 171 9.1
avion/Jeve Lopment (821) (%1 (4:0) . (K=35) (N24) (Ne7) (e12) (¥=13) (¥
oeech and Y139 v ' LS ' 0.7 0.0 3.3 7.4 5.7 u.!
RIFOME : (8=10) (K1) (he12) (Na58) (h24) (N<16) (8
sellectial bl ' * 13,8 4 16,2 30.0 18,6 *;;12 n.1 18.1
evelopzent (4:5) (k6) (9 (h=11) (he23) (§=27) (K
ocisi/ietional 173 ' : 138 ' 10.8 6.7 13.6 41.9 14 !
wieloprent (He5) (N4) (N=8) (§8) (N'l.')) (311) (N
S —
Sy — ) .
Note: Each percentage was derived from the total number of cases within gach handicap classification, Thus,

the first cell shows that 14, or 9334, of the 15 cases in which visual impairnent was reported as the
primary handicapping condition, received & confirmation in the vision diegnostic ares, The diagnostic

areas of prizery concern to cach handicapping condition aie enclosed in boxes.
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TABLE A7.2 ' ‘

Techniques Used for Head-Start
Confirmation of Handicap in Hearing

Teclinique Type

Pure Tone Sweep

Pure Tone Threshold

Impedence

Speech Reception Threshold/Speech Discrimination
Audiémetric Exam - Technique not specified
Full-Audiometric Exam (2 or more oflabove techniques)
Other formal (standardized) test

Don't Know

Total**

»
{

e
—
- v
et



TABLE A7.3

Techniques Used for Head Start
Confirmation of Handicap in
Speech and Language Development

~Technique Type "% of Total
Peabody Picture Vocabulary Test 28.6
(N=40)
Goldman Fristoe Test of Articulation 14.3
(N=20)
Carrow Test for Auditory Comprehension of Language 3.6
(N=5)
Zimmerman Preschool Language Test 2.9
(N=4)
Illinois Test of Psycholinguistic Abilities 1.4
’ (N=2)
Other formal (standardized) test 22.9
‘ | (N=32)
Observation 5.7
(N=8)
Locally designed assessment 3.6
Don't Know 17.1
(N=24)
Total** 100
(N=140)
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TABLE A7.4

Techniques Used for Head Start
Confirmation of Handicap in
Physical Coordination and Development
Technique Type 4 ‘ $ of Total
Physical exam o - 46.6
' ' - (N=48)
Learning Accomplishment Profile 1.9
' (N=2)
Denver Developmental Screening Test 5.8 -
‘ (N=6)
Cattel Infant Intelligence Test 1.0
‘ (N=1)
Bayley Scales of Infant Development . } 1.9
. A (N=2)
Other formal (standardized) tesf 16.5 :
| (N=17)
Observation T 6.8
(N=7)
Locally designed assessment | 1.9
. " (N=2)
Don't know ' | 175
Total** < 1100
. (N=103)




TABLE A7 .

Techniques Used for Head Start
Confirmation of Handicap in
Intellectual Development
Technique Type _ % of Total
Denver Developmental Screening Test 5.7
_ (N=5)
Stanford Binet 29.9 :
. B (N=26) »
Cattell Infant Intelligence Test e '""“TTE~- -
_ _ (N=1)
Learning Accompiishment Profile ‘v . 3.4
(N=3)
Bayley Scales of Infant Development 1.1
(N=1)
Other formal (standardized) test 29.9
(N=26)
Observation ' ; ‘ "\ 5.7
| (¥=5)
Locally designed assessment 1.1
: (N=1)
Don't Know B ' 21.8
' (N=19)
Total** -~ 100
' : (N=87)




TABLE A7.6

Techniques Used for Head Start Confirmation of Handicap
in Social/Emotional Development
Technique Type % of Total
Denver Developmental Screening Test - 4.2
(N=3)
Vineland Social Maturity Scale ‘ 13.9
o (N=10)
Bayley Scales of Infant Development 1.4
: : (N=1)
Learning Accomplishment Profile 5.6
(N=4)
Other formal (standardized) test 9.7
' ' (N=7)
Observation . 38.9
(N=28)
Locally designed assessment 2.8
(N=2)
Other 2.8
_ (N=2)
Don't Know ' 20.8 .
: X : - (N=15)
Total** L | 100
(N=72)

!l)) "’5 ..( j




TABLE A7.7

Techniques Used for Head Start
Confirmation of Handicap in Vision

Technique Type % of Total
Snellen Picture Chart 5.9
(N=2)
Opthamological Exam 35.3
(N=12)
Titmus 2.9
| (N=1)
Sojourn Hand Test *
Other formal (standardized) test 2.9
N=1)
Observation *
Locally designed instrument *
" Other 2.9
’ (N=1)
Don't Know 50.0
' (N=17)
Total’“;< 100
(N=34)




TABLE A7.8

Cases Where the Parents of Head Start
Handicapped fhildren were Included
As Part .of .a Diagnostic Team
Parent Inclusion In Diagnostic Team % of Total
Not reportéd ' 0.7
(N=2)
Parents were included as &, - 65.8
‘'part of the diagnostic team (N=177)
Parents were not included — 33.5
as part of the diagnostic teams (N=90)
Totalx= N 100
(N=269)
J5




TABLE A7.9

Professionals Who Provided Functional Assessment in Non-llezd Start Prograns by Diagnostic Area
Diagnostic Area Provider of Functional Assessment
Pediatrician/
Other Parapro-
: Licensed Speech fessional Interdiscip-
Psychologist/ - Medica] Therapist/ Medical plinary Staff /
Psychiatrist Professional . Audiologisp - Personnel Tean Teacher Other ~
Vision 13 1.8 2.2 k 13,0 4.3 1.4
: (N=2) (\=20) (N=1) (N=6) (=2) (Ns§)
Hearing A 26,1 52,2 .1 13.0 4.3 174
. (V=12) (N=24) (N=1) (N=0) R (N=5)
Physical Coordination 8.7 15.7 : * 2.1 3.9 17.4 32,8
and Development (N=t) (N=21) (N=1) (N=11) (\=5) (N=15)
Intellectal 09 g o ’ 1.6 52130
Development (¥28) (%) (¥:15) (1) (¥=6)
Speech and 1.2 .2 1.7 U Y S 10.9
Language Development (e (N=1) (N=33) 9 - (k) (N=5)
Social notional 5.1 ot ' B3 3.3 5.9
| Develoment (N=24) (1) (N=13) (N=11) (N=11)

y Includes social worker and public health nurse

Note:  prograns were allowed to respond nore than once. Percentages were derived fron total mmber of non-Head Start prograns (46),

o . ;
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TABLE A7.10

Professionals Wha Made Recomendations in Non-lkead Start Prograns by Diagnostic Arca
Diagnostic Area Provider of Recomnendaticns
Pediatrician
Other Parapro-
Licensed Speech fessional Interdisci:
Psychologist/  Medical Therapist/ Medical plinary -Staff Y
Psychiatrist Professional Audiologist Personnel Tean Teacher Other~
Vision 1.1 Bl * *- .4 5 14
(1) (N=18) (N=8) () (\eB)
| Hearing v By 7.8 1. By b 0
' (Ne11) (R (D) (N=11) (N=4) (Nat).
Physical Coordination 6.5 3. # L2 3.6 5.2 6l
and Development (N=3) (N=20) (N=1) (W=19) (%=1} (N=12)
Intellectual 5.3 L) o oo 4.3 13,0 10,9
Development (¥=25) J (¥<19) (V) (¥s5)
Spesch anl 13 .7 ' B3 08I0
Language Development (N=2) (N=27) (N=13) (N=5) (Ne6)
- Social/Enot ional 5.0 L 43 A 04 .7 2.9
Developnent ) (1) (¥=14) (e0) (1))

!

Y/ Includes social wosker.and public health nurse

Note: Total numbers vary because prograns were allowe’ to vespond more than once, Percentages were derived f

non-Head Start programs (46). -
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Reasons for Using Diagnosticians in Non-lead Srart Prograns by Each Disgnostic Area
| Diagnostic Ared - Reasony
o choice,
| Part of ~ children usually
Least expensive  Best service Only available  established diagnosed prior
Total**  service available availuble  service diggnostic service tg oprollment  Other No response
1 of Row 1§ of Row b of Rou Y of Row b of ow 4 of Row §of Rov ¥ of Row
Vision 103 05 8.3 6.5 207 6.5 81 27
(‘\'546) (Na3) (¥13) (§+3) (§+10) (Ne3) {Ned) - (H=10)
Hearing 100 6.t TR L1 3.0
28, L - 6.5 10,9 8.7
[N=4§) 13) ' (N=13) (¥=1) {Ne17) (N+3) (§5) (Ned)
Ph!'sicalngord'in- 100 4.3 28,1 8.7 .3 13 8,7 0
ation and Develop- Nadf a} v . , . ' N
o P (Ned8)  (Ne2) (N=13) (Ned) (Ne16) ) | (bd) e8)
Speech and 100 1.3 04 6. 4.3 T s 6.5 4,3
-+ Language (Ne46) (ko) (s14) (4+3) (Ne19) (3] 3) ()
Inteiiectual R 0.3 23,9 10,9 45,7 6.5 b3 Il
Developnent (Ned6) (D) (1. () (¥e21) (W3 () (Y1)
Social/Emational 100 4.3 26,1 {1 43,8 8.5 0.5 8 1
Development (Ned6) (V) (Ne12) (N1) (N20) by {Me3) (¥4}




TABLE A7.12

Techniques Used by Non-Head '
Sturt Programs for Contirmation of Handicap
in Speech and Language Development

Technique Type % of Total
Peabody Picture Vocabulary Test 23.9

(N=11)
Goldman Fristoe Test of Articulation 8.7

(N=4) ..
Carrow Test for Auditory 50mprehension of Language .. % ////
Zimmerman Pre-school Language Test 10,9//f } "

_@=5)
Illinois Test of Psycholinguistic Abilities Pt 10,9 |
Other formal (standardized) test ' 47.8 -
~ - (N=22) | |
Observation » 2.2,
| (NE1) |

Locally designed assessment , ' 17.4

(N=8) _1
Don’'t know _ _ 8.7 \

(N=4)
Not reported o ' 23.9

' : ‘ (N=11)

Note: Percentages were derived from total number of non-Head Start
programs (46). Programs were allowed to respond more than
once. '

»
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_ Techniaues Used by Non-'i 48 Start Oracrams Sor
Confirmation of Handicap in Phvsical Coord cation and Development

Technique Type % of Total
J
Phyvsical exam 238 !
(N=11)
Learning Accomplishment Prof le 4.3
(N=2)
Denver Developmental Screening Test » 4.

Cattel lnfant Intelligence Test 2.2
(N=1)
Bayley Scales of Infant Development 4.5
(N=2)
Other formal (standardized) test 30.4
(N=14)
Observation 4.3

i Locally designed assessment : 15.
(N=7)
Don’t know _ . 3.7
. - (’N=1
Not reported - | 28.3
' ’ (N=13)

Note: Percentages’wegg derived from tctal number of non-Head Start
programs (46).™Programs were allowed to respond more than once..

Qo 3 ;9
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Aruitoxt provided by Eic:



ERIC

Aruitoxt provided by Eic:

S

E Techniques Hged by Non-ilead start Programs ror
Confirmation of Handicap 1a [ntellectual Development
i Techaique Trpe % of Total
| ‘ - . -
. Denver Developmental Screening Test 6.5
t\1=‘))
Stanford-Binet 3004
§ (N=14)
. Weschler Tntelligence Scale for Children 15.2
: (N=7)
Learning Accomplishment Profile 4.3
(N=2)
! Bavlev Scales of Infant Development 3.7
| , | (N=4)
i Other formal (standardized) test §52.2
? (N=24)
Observation 4.3
(N=2)
Locally designed assessment 6.5
(N=3)
Don't know 4.3
(N=2)
Not reported 21.7
(N=10)
Note: Percentages were derived {from total number of . n-Head Start

‘programs (46). Programs were allowed to respond more than once

/
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Techniques tsed by Non-tead Start Programs for
Confirmation of Handicap in Social Frotional Development

Technique Tyvpe " 5 of Total
Denver Developmental Screening Test 6.5
- (N=3)
Vineland Social Maturity Scale 28.53
~ (N=13)

Bayley Scales of Infant Development

Learning Accomplishment Prof:le 2.2
N (N=1)
Other formal (standardized) test 28.3
' N (N=13)
Gbservation : 26.1
_ . (N=12)
Locally designed assessment ’ 8.7
' (N=4)
Other , 4.3
(N=2)
i Don't know ' 4.7
l ' (N=2)
| Not reported 32.6
‘ " (N=15)
| .
Note: Percentages were derived from total number of non-Head Start

programs (46). Programs were allowed to respond more than once.
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TABLE AT.10

Techniques -<ed by Non-Head Start Programs
for Confirmation of Handicap in Vision

Technique T:pe » _ ‘ %5 of Total
S-ellen Picture Chart 13.0
\‘\26)
Opthamological Exam 15.2
(N=7
Titmus , 2.2
: (N=1)
lSojourn Hand Test *
Other formal (stundardized) test ' 17.4
(N=8)
Observ .tion ' 2.2/
| (N213
Locally designed instrument 2;2
N=1)
Other | | 4.3
e (N=2)
Don't know , , o 15.2
(N=7)
Not reported 45.7
: (N=21)

Note: Percentages were derived from total number of non-Head Start
programs (46). Programs were allowed to respond more than-once

,

e
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TABLE A7.1°7

Techniques Used bv Non-Head Star= Pr
for Confirmation of Handicap in Hea

Technique Type ‘ | 3 of Total |
i ‘ !
. Pure Tone Sweep i 4.3 '
(N=2)
|
| Pure Tone Threshold 15.0
! (N=6)
! Impedence ' _ o 4.3
! . ' (N=2)
i .
: Speech Reception Thfeshold/Séeech Discrimination *
Audiometric Exam-Technique not specified 2 34.8 .
R (N=16)
Full Audiometric Exam (2 or more of the above
techniques) - 10.9
(N=5)
Observation ) : . Cx
Othe formal teast 13.0
‘ (N=6)
Don't know , - 10.9
(N=5)
Nc¢  reported ‘ 28.6
v ) (N=13)

Note®? DPercentages were derived from total number of non-Head Start

~programs (46). Programs were allowed to respond more than once.
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GOOD [(MORHING, AFTERNOON|, My NAMZ IS

REPRESENT APPLIED MANAGEMENT SCTZNCES 2F STLVER 3PRING, HARYLAND. YEI'RE
UNDER CONTRACT TC THE OFFICE OF CHILD JEVILCPMENT TO RIVIEW EZFFORTS SETING
MADE 8Y HEAD START PROGRAMS 0N SEHALF OF HANDICAPPED CHILDREN. THE PURPOSE

OF THIS INTERVIEYW IS TWO-FOLD. FIRST ¥E WOULD LIKE TO OSTAIN INFORMATIOV
ABOUT THE PROBLEMS YOU HAVE HAD: IN ZNVROLLING HANTICAPPED CHILOREN AND THE
NUMBER OF AND TYPES OF HANDTCAPPED CHTLDREN IDENTIFIED 37 YOUR PROGRAM THAT
YOU WERE NOT ABLE TO ENROLL. SECONDLY, WE WOULD ALSO LIXKE TO HAVE INFORMATION
CONCERMING THE RESOURCES YOU.HAVE.U3TATNED .TO _SUPPURT YOUR HANDICAZPED PUOGRAN.
PLEASE REALIZE TH  IN ANALYIING THIS TNFORMATION, -LL DATA wILL 3%
AGGREGATED S¢ THAT TV DUAL PROGRAMS “ILL NOT, AND CANNOT, 38 IDENTIFIZ
THIS STUDY IS NOT INTZ.UED T0O 38 A COMPLIAMCE EVALUATICON.
WE APPRECIATE YOUR TIME AND COOPERATION IN THIS STUDY. PLEASE
TO PROVIDE ANY INFORMATION YOU CAN IN RESPONSE TO THE QUESITCNS WE'
ALSO, 8E AS OPEN AND AS HONEST AS POSSIBLE WITH YUUR ANSWERS.

ARE THERE ANY QUESTIUNS?
LET'S BEGIN.

Elk\l‘ic B - R . ) 2 ,

Aruitoxt provided by Eic:



OMB # 35-57700:

Expires: 12 /31

-

PRCCESS OF MAINSTREZAMING HANDICAPPED
{11~ .EN INT2 HEAD START
S.

R

+ {1l

b

APPLIT . MANAGEZMENT SCIZINCE INC.

PHASE I PRIMARY DATA INTZRVIEW SCHEDULE

1. Grantee .- S . . . -

\Rfy COLUMN §
£ ! b . D
1

Delegate Agency

5
gr:: Li;'f._»

Program Code: Respondent:
L b1
Child Code: (Z2ave olznz)

L;:Ti | l | 'l Program MName:

Center Cadw: {Zzavz 5Zlanfk)

LT T ]

rorm Number:

i i
ol
&

(position/funczion)

&
o
S
©

LB
§~t
—
(7]

&

'

et
wn

(]
[ \

=

Interview Dace /; /

Interviawer

ZomD mE IR = Wy =2 $m &P G5

@)

E

Aruitoxt provided by Eic:
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Aruitoxt provided by Eic:
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PART T - Handicavped Children Identifiesd 3But Not EZnrtollad

FIAST, T1'0 LIKE 7O ASK SU 7 OQUESTTIONS ABRCUT CHILDREM THAT Vv(OU HAVE
SCREEZNED'IDENTIFTEZD (UX MERE RE o4 TOVOU) AS POTEHTTIALLY HAND. UAPPED
AND WHOM yCQU WERET UMASLE TO ZNRCOLL

1.

Do you have a list of children with

suspected or confirmed handicavps
waiting to enroll in your program?

2 No

1 Yes . . .. . - . .- .. .. -

L> Please indicate the numbers of these chiidren bv
handicapping condition

Blindness (1)
Visual Impairment (2)
Deafness (3)

Hearing Impairment (4)
Physical Handicap (35)
Speech Impairment (6)

Health or Developmental
impairment (")

Mental Retardation (38)
Serious EZmotionmal Disturbance (9)
Spécific Learning Disabilicvy (10) ! | .

I£ an cpoening becomes available in vour program, how dc vou determine
who will £ill the wvacancy? {Cirelz onel

1 inappropriate, not ralevant g

-

2 child is selected who has heen on the waiting list longest,
regardless of whether he/she is handicaoped

3 we would tend to enroll a handicapped child

1 we would tend to enroll‘a non-handicapped child
5 {z depends on the child who left the program

6 other (plzase dpecifyl

v
o
~F
N



60-61,62-63
64-65,66-67

63-69,70-71

12-34,35-47

.\)

ERIC

Aruitoxt provided by Eic:

tandicaooing Condition

£

I1f you had the would wou prefer o
o

child over an

o 'a
()

enToll one type of nancicapoed

0
th
2 No

1 Yes

which handicap(s) would vou prefer?

5 R N R

(Tnterviewers - o tea codes {rom *1). i
Have vou referred kandicapped children <o other programs in v¥our community
(Tneomviewen: MHaze caaladsn that =itz wespondans dndonscands tnal T4l
quesdion 12izrs L0 ehildrzn wno ciuld nave aniolled {a Head S<2%L bul et
noz.|
2 Jo
A Yes

Lé> ta. If so, please indicate
handicapping condition
~who were¢ substantially

the number of these children bv
and the number of tlhese children
or severely nandicapped.

Number Severelv/
Substantially Hand izarced

Number of
Children

3lindness i [ l o
Visual Impairment (
Deafness

Hearing Impairment
Physical Handicap
Speech Impairment

Health or Development
Impairment

Mental Retardation

Serious Emotional Disturbance [::I::]

Specific Learning Disability

Other (pfease sreciful

orus T 1] s

4

[
-;-\}
@



b

~
(7]

How many children would vou
or screened by wour
program vear?

Qﬂ
(In the basds 2§ wasponsas 2o 4a z2ad ¥, calculace Cnc 2eYL2NLLg zkpf/
pofLantially nandicapped chiidran zncountered bu ¢t agram wha |\
were 1eaez“ad Lo ofhev-agencdas.} [This will be ac agad during 2

[::2:::] (divide 4b by 202ai in i)

dic. Please Lndlcate the agencies to which vou have referrsd handicapped
children. Of these agencies, wh ch would vou estimate has received
most of vour referrals? {Cne 34 &ganLaA 1«&&4 edf

2stimate were referred t0 vour nroeranm
program as potentially handicapped during this

(o]
1]
wy
o
.
(=

-C«"./lj )

w
—
Ll
’

3

cm‘.e,n. hu.e

L% )
(]

public schoals {I

&=

Easter Seal Agency (2)

Association for Crippled Children (3)

w
[+

BEH First Chance Project (4)

~1

uy

w
Lo .

R R G YEE 0685
w o
wn

other

other

University Affiliated Pro

gram (3)

private categorical program (8)

private non-categorical program (7)

60 ___ State insitution (8)
3 61 ___ other Head Start program (9)
62 ____ other fpzzaie specliu) (L0
ies 64 id. Enter code of agency most often usad [::[::]
3 In your efforts to enroll handicaoped children, have vou encounter=d anav
situations in which vour agency was. competiag «1hn another 20 enroll i
E particular child? - )
" g8 5 No |
E g 2 No, but the pos 51b111‘.v for conflict exists
1 7 Yes
Sa. With which agencies have vou -had zhese conflicts (or
potgntial conflicts)? (Check all tiaz apply)
66 — public schools

67
68

69
70

BEH First Chance Project

‘Easter.§eal

Universitvy Affliated Program ‘

other

private categorical program - o

cther private non-categorical proegram
72 -Staté institution - K .
73 Other Head Starc progranm

~1
&

VEE IS EE BNy 2y
- -~
-

Qo
I

“RIC.

e

other

please speciiyl ' ‘ ;

é}j?é). T 'v‘ / | ':

JAruitoxt provided by ERiC
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Aruitoxt provided by Eic:

PART II -

Sb. What

Clerical Data o el e . .. . -

4 8
&

was the basis of these conflicts? [Check all that apply) Yﬂ
i

R P
dispute over most appropriate pl-Zesment for services “g

dispute basically a matter of obtaining children for

funding purposes

Head Start and other agency(s) serve the same geogTrapnic
area : :

x

other (plaase speciiy)

6.

Please complete
on-site
reguir

visit.

n
-y

Based on vour experience during
conditions of discontinuation of nandxcauoed children in vour program?
{Enter dpeciidlc numbers

Conditions of Terminat

please contact
following toll-free numbers:

this s-ction prior to Applisd Management Sciences’
1 vou should have any questions about the Lnxorﬂatzo“
Applied Management Sciences at either of the
800-638-2784 or 300-633-2785

‘the srevious program year, what wers Lhe

jorn all ITnak apply)

ion Number of Children

- sY:.

A
3

A
For thase
to ensure
2 No
1 Yes

L.

Voluntary withdrawal

"Termination by CenterT

Total Voluntary
1]
/1

child no longer needed the program [::I::j

transfered to another

moved

parental dissatisfaczion with
program

child
progran L]
unknown ; l i

[::I::] Total Center Termination
classToom management difficulties [::]::]

C1
]
C 11

are discontinued,

age ineligible

entrance into public school
- specizl class

1nab11itv of staff to deal with
handicap .

entrance into other servmce
program

handicauped chlldren wno are provisions made
continuity of serrices?

Ara_such prov1s1ons made for betrh voluntary and center
/ .

temlna;lons
2 No S _ .

. . : - : |
=1 fes . - , . . .



3. What is the total number of children in vour grogTanm who are:

§%4-¢5 ’ handicapped and above OCD income guidelines ! { ‘
—_— ——
handicapped and within CCD income guidelines < !

non-handicapped and above OCD inccme guidelines : !

aon-handicapped and within OCD income guidelines P {

e. Please indicate the number of handicapped children you serve by
chronological age.

i
]
ut
uy

w (7] E\ L
[~ ]
4 L
ur -
(] w

6-58 3 years old [::]:::[::] ~ i - : e - -
59-61 tyears oid 1 1 1 -

62-64 | 5 vears old [::I::I::]

65-47 Other | [ | [

(specijul

8a. Of vyour currently enrolled handicapped children, hew wany have
been, ar will be, in your program WO Or more wears”’

|- ! i ! ] .o : ) : .
\ i {{indiexiz aumbet)

10. How long has vour zrogram been providing services o handicdpped children?
: {Citelz appropriate raspanse codel

[« 3
(-4}
[
+
(=]

‘ 1 one year
2 TWO Years
{ 3 three years
‘ [ 1 four years
i 5 - five yearTs
6 mere than five years
11. What is vour total funding (dn dollaxs) for Fiscal Year 19777

{Ineluding program zczcund I35

sC 1 [ 1 1

—
o
o
hay
:

@)

Aruitoxt provided by Eic:
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19

0-2

(B
~

’

}-29,350-3

6-37

!

1-35,40-45,36-47

("1}
("1}

’

}-49,30-5

(9]}

,36-37
1-39,50-65,656-67

}-69,70-75,76-7
16-17 = "05" |

-
-

f thuse funds,
for s ‘ices to the handicapped.
length 2f time vou have recsived these Funds.

Source of Tunds Amount

which have you specifically earmarked (all or a norsicn 2L
?lease indicacze scurce, 2mount, and

Number of Years Recoivad

(enter appropr-a..

(enter tigure)
coce)

T T
1 R
i O
=
|

Lo

T
]
11 T 1
T 11
11 11 1]

Codes for Funding Source

A

L

1 |
1 L T
1] |
.
-
I

—

Basic Head Start grant ) g
. Head Start Supplemental funds

2
3 BEd First Chance funds

(enter numpber)

1 State ‘'rTeimbursement of servic " funds

5 ~ other State funds

6 cther local funds

7' othér Federal funds

3 other Education for the Handicapped Act funds
9 ‘\Vothgr (pladse ¢paci5§) -

10 othér {please specijy) -

7;1\.




