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(18.2%) of the referrals while social service departments referred_
13- children (16.9%). However, other miscellaneous agencies ac-
counted for 21 (27.2%) of the referrals.

The manner in which children came to the attention of Head Start.
programs varies by the severity of a-child's disability and.by.pro=
.gram size. As Table 5.3 indicates, the proportion of children re-
ferred bY.outSide agencies'due to their handicaps increases as the
severity -of the handiYap increases from mild to profound. Also, the
proportion of children enrolled-through normal recruitment/childfind
activities decreases with increasing-handicap_severity. That i
Head Start prograMs tended to-identify proportionately more mildly
and moderately impaired children through their normal recruitment
activities, and proportionately more.,severely and profoundly.impaired

.

children were referred by outside- agencies. The same type of trend
is-telated-to,program si2e (see Table 5.4). That is, the smaller
-programs (1-400 children) depended proportionately more on referrals
from outside agencies; than did -the larger programs (over -400 Child-
ren), and the larger programseniolledproportionately more children
as a result of normal, recruitment/child. find:activities.

Com etitiOn With Other A encies For Enrollmentli. \

The issue of competition between Head Start and'othercOmMunity
agencies-that serve handicapped children is important becausei'in-

al4.-Public preschool programs are being required, to enroll
and/or are receiving incentives for enrolling handicapped children.
Specifically, Head Start programs are required -0 enroll a minimum o

-10 percent handicapped children. Similar guidelines that apply to
bther public preschool programs include:

These 'data are program-specific,

9.7

5.6



TABLE S.3

Manner in Which Children Came to the Attention of Head Start programs by Severity WIC's

44ander of Recruitment

Toul"

Referred by outside

agency, not because of

handicaP

Referred by outside

agency, because Of

handicap'

Enrolled through normal

recrultment/childigir
activities

trirolled through

recruitment/child find

activities

Parent referred; other

siblings previously in
lead Start

Not.Specified
1 of Column

Severitv Le

Mild Moderate

vel

% of Column 1'0 Coollumn of Column
Profound

1 of Column

Not Relevant:-

of COlumn

100 100 100

(N.5) (N.61) (N.111)

40,0
(N.2)

1.6

(N.1).

13.1

(N28)

57,4

(Nu35)

3.3

(N.2)

3.6
(N=4).

20.7
(623)

56.8

(N.63)

100
(N.73)

.38.4

114=28)

100

(N=7)

57.1

100

(N=12)

(N=5), ,

49-.1 14\,_\3. 50.0 -
(N.36)

UN=1). (N=6)

2.7 28,6 8.3
(N.2)

(N.2) (N41)

74.6 17.1
8.2

(N.15) (1419) (N'6)



TABLE 5,4

Manner in Which, Children Came to .the Attention of Head Start Programs by Program Size

Program Siie

Manner of Not Specified

%; of Column

1-200 Children

1 of Column

-201-400 Children

1 of'Column

401-1000 Children Over 1000 Children

t of Column % of column

Recruitment

Total", 100 100 100 100 100
(N=14) (N.36) (N=78) (N.46) (N.95)

Referred by outside
S,6 2.6 2.2 1,1agency, not because of

handitap
(N.2) ..(N=2) (N.1) . (N=1)

Referred by outside 28.6 38,9 30.8 19.6 20,0
agency,)ecause of

handicap
(N=4) (N=14) (N 29)

(N:9) (N.19)

Enrolled through normal
. 64,3 44A 43.6 69,6 . 55,8

.fecruitment/child air (N=9) (N.16) (N.34) .(N.32) (N.53)actvities

Enrolled through special
recruitmentichilliind

aajNities.,

Parent

sibling

Head St

eferrediother

previously in

rt

i.3
(N.1)

7.1 11,1' 21,8 '8.7'
(14.1) (N.4) (N 17) (N)

0

.

(N.8)

14,7

(N=14)



If a State has public programs for preschoolers, PL.
94-142 requireS that handicapped children be served
in those prOgrats with normal children to.the maximum
extent l'ossible. Further, by 1980, all State .Education
Agencies will be required to provide a free approp/miate
education to all handicappedindividuals between the

. ages pf. 3 'and 21,1/ which will increase the number of
preschool prograts that will be required to enroll
handicapped Children;

Many states disperse funding for special educa-:
tional programs baSed, in part, on the.number of
handicapped children in the program.

In light of these facts, it Was expected that Head Start programs
would experience competition with other agencies as they attempted
'o enroll handicapped children.

Oven haZi the ptogkam4 in the Lampte xepoxted tha they did .

not compete with ()ther agencie6 to entote handicapped chitdten (52-.5%).
However, 11. prograts had experienced conflict with otheragencies
(18.6%) and 17 programs (28.8%) which had. not experiefiCed conflict over
a particular child indicated that the possibility for conflict existed
(see Table 5.5).3-1 As Table-5.6 indicates, most of the programs that
had experienced conflict or anticipated potential conflict (N=28) identi7
.fied the public schools as the primary conflicting agency (71.4%)1. Other
.agencies identified- as potential competitors included other private
categorical programs (28.6%) and other private non-categorical programs
(21.4%). Of the programs that had experienced-conflict or anticipated

IfUnless this is inconsistent with 'State 'law or any court decision.

-- Since it was expected that program staff Would-be reluctant to
admit to direct conflict with other agencies, a response of
"potential conflict" was considered to be indicative to conflict--
as well, and the two categories are combined for purposes of sub-
sequent analyses.



TABLE 5.-5

Head Start Programs That Competed With Other Agencies
to Enroll a Particular Child

Competition
.

% of Total

-Yes

No, but the possibility for
conflict exists

No
-

18.6
(N=11)

28.8
(N=17)

52.5
"(N=31)

"Total** 100
(N=59)

TABLE 5.6

Agencies With Whom Head Start Does or May
Potentially Compete

gency of Total

Public SchOols

Easter Seal

University Affiliated Program

Other Private Categorical Program

Other Private Non-Categorical Program

State Institution

71.4
(N=20)

7.1°
(N=2)

3.6
(N=1)

28.6
(N=8)

21.4
(N=6)

7.1
(N=2)

1/PerpentCges are based on a total of 28 programs that indi-
cated Oe..5), had competed or may potentially compete° with
other agencies over enrollment of a specific. handicapped
child. Some 'p-rograms indicated more than one agency.



potential conflict, the primary reason given for conflict was that the
competing program served the same geographic area as the Head Start
program (75.0%) (see Table 5.7). The zecond moot itequentty cited
teazon Bait con4Zict invotved dizioute4 aver the most appitopAiate toZace-
ment iox the chiLd to obtain-4-estvice4 (46.4%). Seve p )gtam.6,-how-
eveiL, indicated that conliZ1ct4 weite a iteAutt as 6unding con4ideAation4.

TABLE 5.7

'Reasons for Actual or Potential Conflict
Over EnrollMent

Reason % of Total

Dispute Over Most. Appropriate _46.4
Placement for Services. (N =13)

Dispute Over Obtaining Children 25:0
for Funding (N=7).

Serve Same Geographic Area 75.0
(N=21)

Other, 10.7
(N=3)

1/ i
....

PL:centages are bat4-on-a total of 28J programs that
indicated they had" competed-,or may potentially compete
with other agencies over enrollment of a spedific
handicapped child. Some programs_indicated more, than..
one reason.

Despite the relatively small proporticn of programs that experi-
enced actual or potential conflict experiences in the field and the
conflicts related by program staff to the interviewers suggest that
conflict between Head Start and other agencies, espe.,:ially the pub-
lic schools, may be a serious problem. FOr example, at least two
programs sPontaneously related their conflict experiencesto field
staff. In both cases, Head Start and the public schools were each
attempting to identify and enroll handicapped children to meet spe
cific program goals and competition ensued over the same group of/
handicapped, children. In one case, pooling resources and cooperating



in efforts to identify handicapped children allowed the competing

agency:to, in the words of Head Start. staff, "pirateawaY".the handi-

capped children they had streened; diagnosed, and prepared -for pro-

gram entry. Furthermorel, in the Sate.case,-the handicapped .children

were mainstreamed in the Head Start program but the competing: agency

placed:the children in a self-contained 'setting-, which was not the

least restrictive placement available to the child. Such a placement.

does not reflect a childHcentered 'approach to services; rather

Tolitical:realities encouraged an agencycentered approach. Agency

"turft.' was more important than the most appropriate placement for-the

:child primarily because, each agency was struggling to obtain a suf-

ficient:number of handicapped children to meet funding guidelines.

Although only two programs chose to relate such.detailed exper-

iences to the interviewers,'field staff observed other, more subtle

indications of competition in additional programs. It is expected

that this problem was occurring in other programs, and the i5r-6-blem

may become more severe as greater numbers of programs are required

to identify and enroll handicapped children, especially as the re- -/

quirements of. P.L. 94-142 become increasingly comprehensive over the/

next few years.

Despite the interagency competition issue, though, of the 269 .. --

handicapped children in the study sample who became eni led in Head

.
Start programs, Head Start personnel, the child's parents, and the

child's_diagnosticians agreed on the placement of the child in Head

Start as opposed to other-available programs in 264 casesC98.1A).

This group,-of course., does not include any handicapped children

whose parents considered Head Start placement but finally chose

another program, nor is there any indication of whether the parents

of the simple Head Start children were aware of other placement

possibilities.



Entrance Requirements

The Head Start, Economic Opportunity, and Communty.Partnership
Act of 1974 requires that, within each State, 10 percent of the chil-
dren enrolled in Head Start must be handicapped. There are additional
considerations involVed in recruitment 'activities: the Head Start
T'rogram Performance Standards require that children should be recruited
from the most disadvantaged homes, although each program is allowed to
enroll 10 percent of its children from above-income guidelineS homes,
and recruitment activities are to be coordinated-with oth(r community
agencies.

Almost all.of the Head Start programs in the sample (96.5%)-had
a chronological age requirement for program entry (see Table 5.8).
Almost half of the programs (44.1%) required that entering handicap-
ped- children's families must meet an income guideline. Wi44 iew

lothers_ env/Lance xequi/Lement4 we/Le widely e4stabLaked amongthe',6ampte
\visited:it 4shouLd be noted that at Zea6t 12 to 15 pe/Lcent the'

xogxams had xequi/Lements which ptectuded the. entottment Advetetg
andicapped chitdten paiLticutanty hose that had physicat impait-

Mentz. Eight ptogtamz tequited enAo tre to be toitet_ttained, nine
ii.equited entotteez to be ambutatoty, and 13 teztti ttteted the eno-
*;ent o6 zevetety-dizabted chitdten.

As was noted in the introduction, h Head Start program is
'allowed to enroll as many a-s_10 percent o their children from

.

families above income guidelines, and at east 10 percent of the en-
rolled children within each State must e handicapped Table 5.9
shows the percentage_ofthe programs' nrollment that consisted of

.

children who .were VOth handicapped and from above
familes. In almostOialf of-the/programs (47.5%),
less than one percent of the enrolled children.

the programs (13.6%) enrolled five percent or more of their children
from, this group. flort the ptogtamz,,then, entotted hew handicapped
eh-Ltd/Len who weire atzo above income, although a smatt, but 4igni6ican,

wnumbet 13/Log/Lams 4i-teed att. ot cimodt att. o6 theit above-'.income

opening4 with handicapped chitdten.

I

income guidelines

-.this group comprised

Furthermore, few of

v



TABLE 5.8

Entrance Requirements for Head Start Enrollment
of Handicapped Child_-en

Requirement -96 of To
i
al

/.

Chronological Age

Certain Handicapping Condition

Certain Severity Level

-Ambulatory

Toilet Trained

Functioning at Minimum
Developmental Level

Parental Commitment to
Participate in Program

MuSt Meet Income Guidelines

Other

96.6
(N=57)

15.3
(N=9)

22.0
(N=13)

15.3
(N=9)

13.6
(N=8)

15.3
(N=9)

13.6
(N=8)

44.1
(N=26)

23.7
(N=14)

I/Percentages Are based on a total of 59 programs.
grams could indicate more than one requirement.

Pro-



TABLE 5.9

Percentage of Head
Handicapped and

Start Programs' Enrollment Filled by
Above;:Tncome Guidelihes Children'

--,

Percentage of EnrollMent
' % of Total

None 27.2
(N=16)

Less than 1.00 percent .

20.3
.

(N=12)

.00 - 2.99 percent . 22.0

I

(N=13)

3.00 - 4.99 percent 16.9
(N=10)

5.00 9.99 percent 8.5
(N=5)

10.00 percent and above
\

5
i.

1'

I

N(N=3)

Total 100.0
(11=59)

5:5

407,



Non-Head Start Program Entry

Data were collected on the recruitment procedures typically used

in nonHead Start programs and the agentiea that refer Children fOr

placement -in the non-Head Start programs..

specific.

Non-Head Start Recruitmeht Procedures.

Tht.'ii--da-i-ta are program-
,

Non-Head Start staff were asked to indicate the typts of r3cruit-

ment procedures they typically relied upon for purposes of enrolling

handicapped children. Most_frequently, theNprograms'relled on a dual.

approach (34.8%): ,they_conducted their own out and child find
\ /

activities but also received referrals from a network of the other
/

community agencieslof which they were a part (.See Table 5.10). Second_

most frequently, the programS,
\

enrolled handirCapped ghildren solely as

a result: of their involvement `.in an established community referral

system (28,.30)- Nine programs (19.6%) primarily' recruited children

through their own outreach and child find activitie, and 5 programs

(10.9%) did not rely on recruitment prOcedures but rather enrolled_

children as a result of parent applikation. On the basis of these

data, it appea.A.Y that the non7f(ead/StaAt pitogitamz typicatt4 depended_

on Aelieveatz Ipeom otheAscommunity///agenciez a mach'ZaAge& extent than.

Head Stand p16p.amz. Since Head'Stalet avpeakz to identiiy ma/Le chit-

&ten az a Aestat o1 Aecauttment/chitd bind activitiez (atbeit he zame
/

pAoceduAez need to Aewtait nolemat chitd&en), Head Stattt ptobabLy aao

identi6iez mote chitd,ten with handicapz who woad\ otheiewize Italic gone

,unzeAved than do hon-Head Sta?et pitogitam.6, Non-Head Sta.:it pvgaamz

zeemed to enxot4 pleopontionatety move child ._en' with pteviourty-con-

ii-Amed..ha.ndicapz :than did Head Scant pirogitamz-.

Agencies' That Referred'Children to Non-Head StartpIp\lEa!ls

Non-Head Start "programs frequently reCeived\referrals_from a

variety of outside agencies (see Table,S.11). However; since these

data are progrdm-specific,and the Head Start data are child-specifiC,

thedata are not directly comparable.



TABLE 5.10

Recruitment Procedures of Non-Head Start' ProgtamS

Recruitment PrOdedure % of Total,

No 'recr'uitment procedlire , enrollment
based on parent applioatio4

HaYe own outreach and child-
find; -activities

t
Part of establihed comMunity-
referral system,

Part of establish d community referral
system -and have outreach and
child find actjmities

Other

10.9
(N=5)

19.6
(N=9)

28.3
(N=13)

34.8
(N=16)

6.5
(N=3

otal" 100- A

(N7.4.6)
\

5.17



TABLE 5.11

Agencies That Have Referred Handicapped Children for Placement in
Non-Head-Startograms

Agency %
1/

of Total-

Private Practitioner/Consultant 80.4
(N=37)

Public Hospital 58,7
(N=27)

Public/State Health Department , 76.1

Social Service-Department

/ ji

Public School System

Easter Seal Agency

Crippled,Children Association

Association for Retarded Children

BEM First'Chance Project

University Affiliated Facilities

Head. Program

Other .7

(11=35)

87.0
-(N=40)

89.1
(N=41)

28.3
(1=13)

43.5
(N=20)

47.8
CN=22)

10..9

(N=5).

39.1
(N=18)

56.5.
(N=26)

43.5
(N=20)

1
.--/Percentges based on:a.-total of 46 Tion-Head Start programs
;Programs' were_allowed to indicate. more-than-one referring .agency.

5.18

11 0



The three agencies from which non-Head Start. programs most fre-
quently received referrals were public school systems. (41 programs),
social services departments (40 programs), and private practitioner 51__
Consultants (37 programs). In comparison, privatepractitioners/
consultants did not refer a large portIon of the sample handicapped
children to Head start' programs. This finding would seem to support
the assumption that non- Head Start programs enroll more children with
previously-diagnosed handicaps than do Head Start programs.

Non-Enrolled Children-1/

In general, Head Start programs enrolled most of the handicapped
children that were brought to their attention.' Programs in urban
areas were more likely to/have waiting lists; 12 programs, or 66.7
.percent ofall programs unable to .enroll children, were in urban ,areas
(see .Table 5.12). Put another way, 50 percent of the 'urban programs
had a handicapped wait,in 1- is -t-- whereas only 24 percent of 'the rural
programs had a waiting list.

Twenty: of the 59 programs indicated that they couldndt enroll
all of the handthapped children they identified,?/ and Table 5.13
-outlin!sithe reasons programs could not enroll these. children. -Over
half of these 20 programs indicated.they had no available openings.

,

The second most frequent reason fornon-enrollment, however, was that
the children did not meet income guidelines3/ (45.0%. Only one pro-

.

gram with a waiting list felt that the attendance of the child, would
be detriment.1A to others and only 'one program could not enroll handi
capped children due to inadequate facilities. The4e data indicate
hat Head Stant pkogtam.6,\in ggnekat, ate witting to place handicapped'

Most of the data in this section are program-specific.

liAlthoUgh 20 Programs could not enroll all the-handicapped children,,
fewer programs (18) had a waiting.list.- The children-who were not
enrolled in the other two programs were placed in other preschool
settinac:.

3/That is, their families' annual income was above the maximum allowed
by Head Start.

-



TABLE S,1,2

Distribution of Urban or Rural Programs with a Waiting
List by Program Size

Program Location
Program Size

,1-'200 201-400 401.1000

children children childiev
of.COlumn of 'Column 1 of Colutin

over 1000

children ,.

of Column

Total

Urban

100,0

(Nr.

100.0 100.0
.

106',

(N=2 (1 .=4

60,0 57,1 50,0 100,0-N,

(1423) (0) (m)
(Nr.4)'

Rural
40,0 ,42,9 50,0

(1442) (10) (N=1)

Specifiedll

This category includes 3 Indian and migrant program,



TABLE 5.13

Reasons Why Head Start Programs Were Unable,
to Enroll Handicapped Children

Reason

Did not meet dncome guidelines.

No available openings

Lack of suitable facilities and/or equipment

Other agenCies sery these children

jHandicap too severe
(

Felt child's attendance would
others

Child's parent refused

Lack of adequate transportation

Other

of Total-1

detrimental to

45.0
(N=9)

55.0
-(N=11)

5.0
(N=1)

30.0-
(N =6).

20.0/
(N=4)

5.0
(N=1)

40.0
(N=8)

35.0
(N=7)

45.0
(N=9)

Percentages are based on a total. of 26 proirams that were unable toenroll all the handicapped children trey identified. Programs couldindicate more-than one reason.

5.21

1.14



chitdten in a 'setting with notmat chitditen and that the main ob4tacte4

o entotti:ng theze chit.diten cut atiteady optimum erutottment6 and liait-

tute4 to meet incothe guidelines.

Referrals to Other Pro rams

Seventeen of the 59 sample programs (28.8%) indicated that they

referred non-enrolled children to other programs in the area The

breakdown of ,these programs by ocation and size is given in Table

5.14. In contrast to programs With waiting lists, over half of those

that referred children were loca ed in rural areas (52.9%).

Table 5.15 shows the agencies to Which referrals were most

often made. Over half of the 17' programs making referrals (58.8%) Ns

.

indicated that Children were sent to the public schools. Seven

programs referred handicapped children to private categorical pro-

grams, but only 3 programs made referrals to private non-categorical"

programs. This would indicate that almost half of the referrals

made by Head Start were done so that chlVdren could receive even

more specialized services for their handicapping conditions, al-
.

'though the children enrolled in categorical programs were not placed

in a mainstreaming setting.

Charactbristics of Non-Enrolled /Children

Head Start programs were -asked to Supply, information on the number

and types of handicapped children that were on waiting lists for their

programs.. _ Approximately 2211/ handicapped children were on waiting L

lists for enrollment in 18 Head Start programs. (See Table 5.16),

Speech impaired children were most frequently represented ambag this
. ,

group (35.8%). There were no blind children on the waiting lists of,

the sample programs and -only one deaf child.
.

Alternately, 17 Head Start programs indicated t at they had re-

ferred a total of 96 children' who were not enrolled in their program/.

_
I

.11. . .

`x-
...

' This number is somewhat misleading since one program had over 100.1"
children on its waiting list. The other 17 programs with waiting'
lists., then, generally had only a few children on their respective

\ \ ,

waiting-lists. .
1

. I

5.22

115



TABLE 5.14

Programs that Referred
NonEnrelled Children to Other Agencies by

Program Site and Location

Program tocation

1200 Children

% of Column

'f*ital

Nihon

Pro S

201.400 Children
401.1000 Children Over 1000 Children Not SpecifiedofColumn 1 of Column

% of Column
I of Column

100.0
100.0 100,0

100,0
100,0(N.5)

(N.8)
(Nis2) ,.,(N4)

(N.1)

L20,0 60.0 , *
75.0 *(N.1) (N-3)

(1.00)
(N.3)

80.0
4000 100,0

2S.0 <(N.4)
(11.2)

(N.2)
. (N*1)

Rural

NuMber of

Programs.

that

hive not,

Referred

Children

N42

i 17

N.22.

IndianIMIRFalit

''Programs

N.3



TABLE 5.15

Agencies To Which Non-Enrolled Children
Were Referred.

Agency 1/% of Total-

_Public Schools. 58.8
(4=10)

Easter Seal 29.4
(N=4Y

Association for Crippled Children 29.4
(N =5)

Other Private Categorical Program 41.2
(N =7)

Other/Private Non-Categorical Program 17.6
(N=3)-

StateInstitution 23.5
(N=4)

Other Head Start Program 41.2
(N=7)

-Other 41.2
(N=7)

1
-- percentages ,are based on a total of-17 Head Start programs that

referred'non-enrolled children to other agencies. Programs were
allowed to indicate more than one agency.



TABLE 5.16

Distribution of Types of Handicapped Chil,"-en Not
Able to Enroll in Head Start

Handicapping Condition o oftotal
Blind

Visually Impaired

Deaf

Hearing Impaired

Physical Handicap

Speech Impaired

Health or Developmentally Impaired

Mentally Retarded

Serious Emotional Disturbance

Specific Learning Disability

1

Total*.*

2.7
(N =6)

0.5
(N =1)

4.1
('1=9)

6.9
(N =15)

35.8
(N=8,,b)

15-.8

(N=55)

9.5
(N=21)

18.1
(N =40)

3.6
(N=8)

100
(N =221)

5.25



\ . /

.to other community agencies/programs Tables 5.17 and 5.18'show the

types of handicapped children referred and the severity level of handi/-

capped children referred, respectively.
/

,/
,

The greatest number of the 96 children referred were thoSe with

speech impairments (25.0%), which is consistent with the more frequent
,

occurrence Of this type of handicapping condition in the general popu -

lation. Of secondary and tertiary frequency of. referral were the

seriously emotionally disturbed(15.6%) and mentally retarded (12.5%).

These .same two categories comprised the two highest occurrences of the

severely handicapped children referred to other. prograns (Table 5.18) .

Stated another way, of the 12 mentallyretarded children referred

to other prokrams, 11 were severely handicapped; of the i5 seriously

emotionally disturbed children referred, 10 were severe cases. These
,

two handicapping conditions' account for just under one half (47.7%),

of all .severely handicapped children referred to other .programs' rather

than enrolled in Head Start.

The Head Start programs with waiting lists supplied field inter-

viewers wjth the names of two-to three children on their waiting lists,_

and the field staff then attempted to- contact and interview the parents

of these children. Information on a total of13 non-enrolled handl-

capped.children was obtained in this manner.1/-
6

Six types of handicapping conditions were represented by the

13 non-enrolled cases on whom data were colleCted, with the lar-

gest number (5), occurring in the ar-ea of speeh imPairment. There

were two cases each of health impairment and.multiple handicaps, and

ohe,case each of visual impairment, phYsical handicap, and serious

emotional disturbance. More than half of he 13 non - enrolled-child-
.

renwere not- emoli-ed -in any- t-her -typo -program. However, severaf'-

1/ ..

- Fie?_d staff encountered a great deal,of difficulty in completing in-
terviews with parents of non-enrolled children due to non-response,
refusalg,'etc. This accounts for the -small number of cases (N=13)
in the sample of handicapped children on Head Start .waiting lists.
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TABLE 5.17

Type of Handicapped Children Referred
.to Other-Programs by Head Start

Handichping Conditioh of Total

Blind

Visually Impaired

Deaf.

Hearing Impaired

Physical Handicap

Speech Impaired

Health or Developmentally
Impaired

Mentally Retarded

erious Emotional Dist,Irbance

Specific Learning Disability

11.5
(N=11)

8.3
(N=8)

25.0

(N=24)

9.4
(N=9)

12.5
,(N=12)

15.6

(N=1S)

1.0
(N=1)

12.5
(N=I2)



TABLE 5.18

Type of Severely Handicapped Ciiildren
Referred to Other Programs_by Head Start

Handicapping Condition

Blind

% of total

Visually Impaired

Deaf

4.5
(N=2)

2.3
(N=1)

as

Hearing Impaired

Physical Handicap

Speech Impaired.

Health or Developmentally Impaired

Mentally Retarded

Serious Emotional Disturbance

4.5
(N= )-

13.6,
(N=6)

15.9
(N=7)

9.1

(N=4)

25.0
(NT11)

22.7
(N=10)

-2.3
(N=a)

Specific 1Learnirie'Disability
I

Other

5.28
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kinds of special services were provided as a result of contact with
Head Starf. Medical or ddhtal treatment was provided in fiye cases
through Head Start contact. Head Start was also instrumental in
arranging for services for the sample of non-enrolled children, in-.

cluding the provision of day care, educational instruction, family
counseling and therapy (other than occupational or physical therapy).-1/

,Pro ram_TerminationV

Head Start -programs are expected to provide comprehensive ser-
vices to handicapped children-in a mainstream setting.' The frequency
of and reasons for children's termination from, the _programs are import-
ant insofar. as-they. indicate, potential barriers to this goal. That is,
an examination of:the conditions' surrounding terMinatiowwill.help
determlne'if the Head Start.programs are encountering problems in
providing appropriate services to theChildren.

Tables 5.19 and 5.20 show the reasons for parentinitiated. and:-
center- initiated terminations,. respectively. A little over half of
the 59\programs reported only small numbers.-of children (1-5) who left
the program voluntarily. 14 programs reported center-initiated
termination of handicappedchildrenLagain, the majOrity'indicated that
.this occurred only with a small number,Of.children.(1-5 per program).

The major.reasOn'for. parent-initiated withdrawal of children was
that the family moved. A' total of-31 programs reported that this
_occurred; 28,programs-(47.1%) indicated that this happened only for a
,few- children (1 -5); 1 program (1.7%)..for 6-10 -children;---and two pro -
grams indicated that over 10 children withdrew from Head-Start due to.

.

a family move. -The-second major reason for. parent-initiated with -

drawal: was. that.the child transferredto another. program, Eleven
.

programs had a few (1-5) children that transferred; two-otherprograms...

indicated. that. this occurred in siX'or.More cases.,

1T
These services were-home-based.

/These data are program-SpecifiC.

5:29
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TABLE 5.19

Conditions of Parent-Initiated Termination'from Head Start Programs.

Number of Children
Conditions of Termination

Total of,Programs

With Voluntary,

Withdrawals

1 of Column

Terminated ,

Parental
,,

Dissatisfaction Child No Longer Child. Transferred

Moved With Program Needed Program to Another Program Unknown

of Column 1 of Column % of Column % of Column 1 of Column
t

Total**

1-5 Children

6-10 Children

er 10

Children

'ne /no

response

/

100 100 100 100 100

a (N =59) (N=59) (N=59) (N=59) (N=59)

47.1 8.5 5,1 18,6 8,5

(N=28) (11=5)
(N=3) (N=11) (1=5)

1.7 *
1.7 1,7 *

(N=1) 01) (N=1)

3,4 * ,

1.7 *

(i=2) (N=1)

47.5 91.5 93.2 78.0 91.5

(N=28) (N=54) (11=55) (N=46) , (N 54)

100

(1=59)

44.1

(N=26)

5.1

(N=3)

3,4

(N=2)

47,5

(14=28)

.'<..,
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TABLE 5 20

Conditions of Center-Initiated
Termination from Head Start Programs

Number of Children

Terminated
Conditions ofloinaticin

Classroom :
Entrance into

Management, Age
Public. School

Difficultie§ Ineligible Special ClaiS:

t. of Column Q of Column % of Column

Inability of Staff

to Deal With

Handicap

of Column

Entrance into Total of Programs.

Other Service W'th Center

Program .T rminailons

1 of Column o of Column

Total**

5 Children

-10 Children

er 10

Children

one/no ,

response

100 100 100 ,

(N=59) "N=59) (N=59)

1,7 8,5 13,6

(N=1) (N=5) (N=i)

S,1

(N=3)

1,7 11.9

(N=1) (N=7)

98.3 89,8 69,7

(N=58) (N=53) (N=41)

140 ,

(N:59)

5.1

(N=3)

94.9

(1=56)

g
100 1C

(N=59) (1=59)

15,3

(N-10)

1.7 3.1

(N=1) (N=2)

5,1

(p3)

81,4

(N=48)

76,3

*45)



The major reason for center-initiated termination of handicapped
children was entrance into the public-sChool system. Of the 59 sample.
programS, a .(13.6%) indicated this occurred., for 1-.5 children in their
programs; 3 (5.1%) programs lost 6-10 children .in'this manner;. and -7 '-

programs (11,9%) reported that over10 children left their programs to
enter the public school System. Of secondary frequency, children en-
tered other service programs and were -thus terminated by Head Start.
Out of 59 .-)grams, this reason was reported by 10 programs (16.9%) as

-invOlving'1-5 of :-their pupils. and one other' program (1.7%) reported
6 -10 children. entering other service,programs; In general, then,-
center-initiated termination, did. not result in. a. complete withdrawal
of services, but rather was initiated taSically as a means to change
or improv;e the services. received by handitapped children. Only one
pr6gram (1.70) indicated CIassrooM management difficulties as the
reaSon.for-conter-initiedtermination and three programs discontinued.
thildrenbecause their staffs .verdunabie to deal with particular-

- In both of .these.cases, however, the numbers.of children
affected were small (1-.5 cases).

-11t
r,

Approximately three-quatters of the programs (76.3%) :indicated_
they conducted follow-up activities in order 'to ensure continuity of
service for.the, children who.left:their programs. Thenature of she
follow-up activities was unspecified. Follow-up activities will be
-investigated moresystetatically_duririg the seCond.phaseof this-.
s t udy.

1'28
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- Summary of Finding

Head Start'programs reported the use of some type
of'outreach/recruitment activity to identify
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, bat-
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 conflit with other agencies in
efforts to enroll handicapped children.. However,
informal observation:3 of field staff indicated that
the problem may be more pervasive than it was re-

.ported to be.

,About one - quarter of the sample handicapped children
were referred for Head Start enrollment by other
community agencies, and about'onerouarter of the
Head Start programs referred handicapped children
they wereunable to enroll to other programs in the
community.

Few Head Start programs imposed entrance requirements
beyond the two established by the Administration for
Chil,dren, Youth and Families (age and income eligibility).
In about half of the-programs, less than one percent of
the programs' enrollments were comprised of handicapped
children who were also from above-incomefamilies.-
In- a,few however (about 15%), half to-all Of
the 'programs' above-income openings were filled by
handicapped children.

About_one-third of the Head Start programs were unable to
enroll all of the handicapped children they had identi-

. fied. Reasons were primarily lack of openings, but
slightly less than half of the programs'with min-enrolled
handicapped children had been unable to enroll the chil-
dren becailse they were from above-income families. A
few programs-ogere 'unable to enroll handicapped children for
reasons related to a child's handicap. However', most of
the programs that were unable"to enroll handicapped chil-

. dren referred them to other programs/agencies in the
CoMmilnitY, primarily-to the public schools or private
categorical programs.-



Non-Head Start programs did not often solely rely on
their, own outreach/child find activities to identify

o and enroll handicapped children. About one-third of
the programs used a dual-approach: they depended on-
referrals from other4gencies aid also conducted out-
reach/recruitment activities. About 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.

Slightly more than half of the Head Start programs had
experienced voluntary withdrawals of-handicapped chil-
dren, mostly inirolving small numbers children. The
primary reason was that the family Moved. About one-
quarter of the programs had themselves terminated
handicapped children, mostly because the children entered
the public school system or other programs of service.
Finally, three-quarters of the programs indicated _that
they conducted follow-up activities for the children_ who
left their prograM.

10
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6
SCREENING SERVICES

Screening, a processthat identifies childrin with potential
handiCaps, is the first step in a series of procedures that Head Start
programs utilize for the purpose of identifying, evaluating, and serv-
ing children with special needs. Screening is provided to all
-Head Start"children, although diagnostic services (consisting of
confirmation of and a functional assessment related to the suspected
handicap and recommendations for services) are delivered only to those
children ident.ified as "at risk" as a result of screening procedures.
This group includes some children that further testing will reveal as
functioning within normal limits and some ':hildren that further test-.
ing will confirm as handicapped. Screei then, is the process by
which children who may have potential handicaps or probleMs are tar-
geted for an in-depth diagnostic evaluation. However, screening re-
sults are:iidt sufficient, in and of themselves to-determineivhether
a child should be labeled as handicapped.

As stated in the Head Start Program Performance Standardslj each
Head Start child shall be provided "..."a thorough` health screening... ".

Furthermore, this screening "... should be completed within 90 days
after the child is enrolled or entered into the program...." The
Standards go on to indicate several areas in which Head Start children,
must be screened, including visiop,,hearing speech and language,

OC15-HS Head Start Policy Manual, OCD Notice N-30=364-4, DHEW,
Julk.1976. 'The 90 day time frame for completion of screening
services is a guideline and not a program requireMent.

6.1



physical coordination and development, intellectual development, and

social/emotional development.. ,

This chapter describes the screening services that were re-
ceived by the 269 handicapped children. included in the study sample.

These services are compared to those generally received by .children

in non-Head Start programs. The following screening-related questions

are eXamined in the context of chapter,1/ :

How complete are the screening 'services provided py Head
Start to the sample . andicapped children? In what-areas
were the sample children predominantly screened?/

Was complete screening provided to the sample Head Start
children within 90 days of program entry, as suggested in
the Head Start ProgramPerformance Guidelines? /- =

Who pi-ovid6dscreening'services to the sample Head Start
children? With what agencies were the screening providers
affiliated? Who paid for screening services?/

What techniques were 'used to screen the sample Head Start
children in each screening area?

How frequently did screening results indicate potential
handicaps, including secondary handicaps, for the sample
Head Start children? Did screening results indicate poten-
tial handicaps in the areas in which the sample children
were later determined to be primarily handicapped?

How many of the sample-Head Start children were confirmed
as handicapped in the areas in which screening results in-
dicated potential handicaps?

What type of screening services did the non-Head Start-pro-
grams typically provide to handicappe/d-children? What profesi
sionals were used to provide screening services?. With what
agencies were-they affiliated?

What types of techniques did non-Head Start programs use to
conduct screening in each of the six developmental areas?

-- All Head Start data are child-specific and all non-Head Start data
program-specific.



How do the screening procedures typically used by the nonHead Start programs'compare to the screening service's re-ceived by the sample of Head Start handicapped children?.
It is also important to note the types of screening issues not

considerea in this report. Since-th1 s reening services received by
a group of children who were-identified as handicapped were examined,
it is outside of the scope of the study to describe the types of-
screening services or the efficiency of screening provided to all Head.
Start children -igandiaapped and non-handicapped Alike. Data only
permit an investigation of whether the appropriate.sequence of screen-
ing and diagnostic services were provided to this groupof children,
given that the children were identified as handicapped. A direct
determination of the-quality or validity of screening and diagnostic
procedures used in Head Start was beyond the scope of the study as
well.

Head-Start Screening Services

Completeness of Screening Services

According to the Head Start Program Performance Standards, all
Head Start children should be screened in each of the-six previously'

-''

mentioned developmental areas.7 A child who is screened in each of
1

these six areas through regular program screening procedures was con-
sidered to nave received complete Screening in

moreany madditional areas and/or ore in-depth screening in any of the six
previously-mentioned regular areas constitutes additional screening.
Some children may receive the regular screening services in fewer than
the,. six basic areas; ,these children are considered to have received
partial screening services. Finally, a child who is screened in fewer

The standards, however, do not contain a clear statement of screen.-ing requirements for ascertaining poteniial handicaps in areasother.than tho-se that are health-related. The discussion of healthstandards covers vision and hearing screening and physical develop-Amt, while the other three areas are mentioned.in 'the section ofthe program standards related to mental health_objectives.



than the six standard areas but who also receives additional screen-,

ing is considered to have received partial plus additional- screening.

Keeping these definitions in mind, Table,6.1 presents the number of
children who received each of the four configurations of screening
services, according to staff report.

Program staff indicated that.49 ofthe handicapped children in
the study. sample (18.2%) received complete screening ,services as

specified under Head StartPerformance Standards, and an additional
87 children (32.3%).received complete-screening services plus addi-
tional screening .1/ Thu.4,-accotdingto 4ta.66 icepott4, a to-tat-4
50.5,pencent oi the handicapped chit.dten in the sampZe te4eived com-

ptete ACiteening 4envice4 a4 speciiiied by the PeAPPLMance Standandh.'.
Partial screning.or.partial plus additional screening was re orted
for 118 children. (43.8%) and no Screening services were. reported?/.
for 15 children (5.6%).

Data were also examined concerning'the proportion of children who
were screened in each of the six specified areas (see Table 6.2).
Vizion and heating wane the at.ea4 in which chitdnen were moat line-

'quentty suceened 484.4 and 87.0% tespectiveLy), white the liewe4t
number 06 chiZdten "were Acteened in the atea4 o6 intettectuat develop -,

mend and zociat/emotionat devetopment (70.1 and 68.0%, nespectivety) .

The relatively lower proportion of children screened for intellectual
sand Social/emotional problems may be due to the fact that the screening

1/ _

This-di-Sttabution Yaries by program rdeYtion (seeTableA6.1,
Appendix A); 57.1 percent of the_ children .who received complete
screening were enrolled in rural programs and 32.9 percent of the
children who received complete plus additional screening were en--
rolled in rural programs. Thus, rural programs reported the use of
more coMplete screening procedures than urban programs.

2/ .

This figure includes children who were not screened as well as
children for whom the screening services were not reported or
recorded-



TABLE. 6.1

Completeness of Screening Services Provided to, the
Head Start Sample Children

,.

Completeness of Screening
% of Total

,

No screening services reported 5.6
(N=15)

Complete screening as specified under Head
Start Performance Standards 18.2

.
_ (N =49)

Complete screening as specified under Head
Start Performance Standards plus additional 32.3

"screening services - (N=87)
Partial screening 24.5

(N=66)
Partial screening plus some 19.3
additional screening (N=52)

Total** .

. 100
(N=269)



TABLE 6.2

Proportion\of Sample Children Screened in Each
Screening Area

Area Screening \ %.of Total

Vision 84.4
(N=227)

Hearing .87.0
(N=234)

Physical Coordination and Development 76.2
(N=201)

Speech and Language
(N=206)

Intellectual Development 70.1
(N=19I)

Social/Emotional Development 68.0
(N=183)

1/A total percentage was not computed Since.children-could
be screened in more than one area. Percentages are based
on the sample of children CN=269).



,.,.;...

requirements for these areas arecnot clearly defined in the Head
Start Performance Standards (see f.n. p. 6.3),

Time of Screening Completion

In order for children to_receive services appropriate to their
special needs during the program year, the children with special needs-
must be identified (i.e., screened-and diagnosed) early in the program
year. The Performance Guidelines suggest that screening should be-com-
pleted within 90 days, or three months, of program entry._ This guide
line was, of course, met for those children who were screened prior
to program entry (24.9%; see Table 6.3). For those children who were*
screened following enrollment (N=172), Table 6.4 presents the distri-
bution of the study sample by the-latest month in which' screening was
conducted. ___ Screening for 109 of these 172 children (63.4%) was con-
ducted prior to January,_ or wIthin three months of program,entry (81%
of the sample children were enrolled by the end of September and, an
additional 9.5%, or-a total of 90.3%, were enrolled by the end of
October). Screening for 31 Children (18.0%) was conducted between
January and May, and-the date of the latest screening was not specified
for 32 children: (18.6%). The'Le6oAe, inctuding thoze chitditen-who wexe
4c&eened ptiot to enitottment, mo4t o. the 4samp.t.e chitcaen (65.496). xe-
ceived- at tea4t pattiats4c/Leening within thtee month4 o4 lotopmm entity

accoxdance with the guidetine4.inc.eaded in the Pet4otmance Standatd4.
Table 6.5 provides _similar data for those children who.received

complete screening services.--Almost all_ -theaildren who received
complete screening services wer screened prior to January (69 or
8643%), or within three months of program entry,

=. Thu6, 4cteentng wa4
conducted evil-Let in the 0AogAam yeat bon chitdxen who Aeceivedcom-
ptete iscteenin-4 4exvice4 than bon chitcliten who teceived-pattiat Acxeen,

, tng 4e)Lvice4.

Table 6.6 indicates the month of completion of regular screening
for each screening. area.' This table considers only those children for
:whom screening was completed following enrollment. In five of the six

'1'TheseThese data include children who did not receive complete screening.These data simply indicate °the latest month in which some form ofscreening was conducted.

6.7
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TABLE 6."

Lompletion of Screening Prior to/After
Enrollment in Head Start

When Screening is Completed. % of Total

No screening services reported 10.4
(N=28)

Prior to enrollment 24.9
(N=67.)

After enrollMent 63.9
(N=172)

Initiated prior to enrollment 0.7
and completed after enrollment (N=2)

Total** 100
(N=269)

1/
InclUdes 15 children for whom no screening services were
providedand 13 children referred to Head Start becauve of
identified handicaps but for,whom Head Start staff had no
knowledge of screening services these. ehildren mayhave
received..
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TABLE 6,4

'Latest Mth Screening Conducted After Enrollment

Month Screening Completed % of Total

August, 1976 1.7
(N=3)

September, .1976 5.2
(N=9)

I

October, 1976 18.0
(N=31)

November, 1976 20.9
(N=36)

December, 1976 17.4
(N=30)

January 1977 3.5
(N=6)

February, 1977 9.9
-

(N =17)

March, 1977 ,-

1.7.
(N=3)

April, 1977 0.0
(N=0)'.

May, 1977
2.9
(N=5)

Not Specified 3-/ 18.6
(N=32)

.

Total" 100**
(N=172)

-- Includes only children for whom screening services were.conducted
after their date of enrollment (N=172). These data reflect the
latest date screening was reported for sample children. These data,
'therefore; also include the latest date of screening for childrenwho did not receive complete screening in accordance with Head Staxt
Performance Standards.

These children had received complete screening services-, but the
date of screening completion was not reported.
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Month of Screening Completion
Who Received Complete Screening .fter

for Children 1,
Enrollment=1

Month Screening Completed
i

% of Tot

, .

Prior to August, 1976 .- 14.7

/
(,N=14)--

August- October, 1976 / 2/4
; / (N=26)

f /
November, 1976 - January, 1977 44,2

(N=42)

February - .April, 1977 9.5.
(N=9)

After April, 1977 4,2
_ (N=4)

Total 100.0
(N=95)

1/
-- Does not include 41 children who received complete screening
-services that were, in part, provided by agencies other than
Head Start (and not coordinated with the Head Start screening
proceSs).
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TABLE .6.6

Month of,Completion of Regular Screening1 by. Screening Area,

Rmlar Screening Area

Physical.
, Sqcial/

,

Month '' ,.

Coordination 'Speech and Intellectual Emotional;,Riiinin,g. Vision. Hearing and Devei lent ',Language Development DevelopmentCOMpleted 1 of Column % of Column .% of Column ,i.of Column % of Column i of Column
,

Total**

Prior to .

AugUat, 1.976
rn

August

October, 1976

November, 1976-

January, 1977

$.

February -

April, 1977

After

April; 1977

Not Specified/

Not Screened

100,

0=172)-

100 100 100 100
(10112) (N=172) (N=172) (N=172)

100

(N=1.72)

12.2'

..(N=21)

39.0

(067)

15,1.

(N=26)

333

(N 58)

15,1

(N=26)

34,3

(N=59)

15.1

(N=26)

40.7

(Nx701

12,8

(Nx22)

, 40,7

(N 70)

26.2 38.4 29,1 23,2 19.2
(NuO) (Nan) (N=50) (Nu40) (N=33)

1,7 29. 1,2 1,8
(N=17).

. (N=3) (Nu5) (N=2) (N=3)

0,6 0.6 1.7 1.8,
(N 1) (N=1) (Nul)

(03) (N=3),

12.8

, (N=22),

36,0 ,

(N=62)

18,0

(N=31),,

53
'(010)

1.7

(N=3)

12.2

(N=21)

10,5

(N018

18,0

(1031)

18.0

(10'31)

23,8

(N *41)

25,6

(N44)

Includin only .sample Children for whom:screening
was completed after. enrollment (N=172)



areas (excluding hearing), screening was= predominantly' completed be-
tween August and-October (ranging from 34.3 to 40.7% of-the cases),
and was secondarily( completed between November and January (between
18.0 and 29.1%): In hearing, the order is reversed; hearing screen-
ing was predotinantly completed between November and January (38.4%)
and secondarily completed between August and October (33.8%) . The
relatively later time of completion of hearing screening may be due
to the need for special equipment and difficulty in obtaining/scheduling
the r6quired equipment or services of specialists..

Ti aummaxy, 6cxeening Aexvice4 on most o the-chitdten in the
Atudy zampte w0t.e conducted ptiOA. to entottment ot within thtee month.e

etogtam entity, in aeebit.danee with the Head Staxt PAogtam Petliotmance]
SuidiZinei (176, on 68.0%). Howevet, compete icxeenLng wad Aepoxted
ion only 50.peteent of the entixe zampte.

)

Professional Providers Used for ScteeningW/iRs
For most of the screeningareas, screening was most freq'fiently

conducted-by a specialist trained in that areal/ (see Table 6.7)'.
Vision screening, for example, was most often conducted by 'a:public
health "nurse (20.4%) or a medical profesSionai (14:5%). An audiologiS
Or speech therapist was most frequently used for hearing screening
(35.7%). Fbi physical coordination and development, the,most frequentl
used screeners were, medical professionals (29.4%) or .Head StartS.taff
(19.01). Speech therapists or audiologist most 'frequently.conducted
speech and languagescreening 33.1%). Tinally, however, Head Start
staff were most frequently involvedsin.screening. in the areas of
intellectual-development and social/emotional development (45.4 and
40.9%,, respectively). The pattern of providers used for additional
screening is. much the same (see Table A6.2, Appendix A) except that

A specialist may have been on the Head Start staff in which case he/
she,was coded into the appropriate specialist category rather than
as "Head Start staff."

"Observation, arid_ diagnostic tests., which can be administ-
. ered 'lead Start staff who are trained to, do so, were frequently

used to screen 'in these areas.

6



TABLE 6,7

Type of ,Service ProVide, Who Performed Regular Screening in Each Screening Area

Screening'

Pedititricinn/
Other

Licensed
Not Psychologist/ Hodical

.Reported Psychiatrist. Professional
; 1:by Row:, 1 by Row 1'by Row

Providers

Tcech 411-
rofessiwai

Aow.

Public interdis* Head Start ..Social Health ciplinary Staffriurker Nurse
'Tucker 0111e1\1 by Row 4 by Row... .1 by RoW 1 by Row

. 1' by it ow
Vision 100 11.6 0,4 14,5 1,6 9,7 0,4 10.4 2.6 6.1 27.1

(11.269) (W*42) (14.1) (N*39) (N'7) (N*26) (N.1) 1N*55) (N.7) (N.18) (N*13)Hearing 100 13,11 * 1,6. 35.1 7,1 t
15,2 4,8 1.9 13,0

(N*269) (N .35) (N23) ,(N*96) (N.11) (N*41) (N*13) (N*5) (N.35)
Physical 100 23.8 1.9 29.4 . 1.9 0.4 5,6 11,5 .' 19.0 6,7
Coordination (N*269) (N.60) (N*5) (N79) . (N*5) (Ngl) I (N*15) (Mt) (N*514 .0%18
and

-Development '

100 23.4 2.6 5.6 33,1 1,1 2,2 1,9 19,3(N269) (N.63) '(II87) (N489) ' (N89), (N3) (N6) (N.24) (1,1452)
:Intellectual 100 19,9 7,4 ,7 3,3 i

0,4 2.2 5.2 45,4
Ilevelopment (N*269) (N.18) (`N .20) IMO) (N*9) - (Nil) (N*6) " (N'14) (N.122)

100 '32.0 9.3 3,3 2,6 LI Li 4,3 I0,9, (N*269) (N*86) (N*25) (N.9) l(N*7) (11.3) (1.1.7) (N.13) - (N.110)



psychologists or psychiatrists are the primary joviders of additional
screening' in intellectual development and social emotional development
(5.2 and 7.8%, reSpectively, of the total sample aid 31.1 and 47.70,
respectively, of,IVAildrep who received, additional s reening in the
areas). Furthermore, most of the agencies or profess'onals who were
chosen-for provision of screening services were select :d because they
were regularly used as part of the prograt's establishes screening/
network '(see. Table 6.8) as. opposed, for example,- to selec ,.ion for a'

particular child..,It is apparent then, that, on a A.egutair., estab,
tished basis, the ftead,StaAt pitop.ams studied -cue ,o lien uti
the senvices pA.oliessionats ttained in cueas A.etevant to
screening areas bon a tame portion o6 thetA. scIteening seAvices, even
when these px66essionats have to be b)Lought in Pcom othex agencies.

Agency Affiliation of Service Providers

The individuats wko ptovided soteening'seA.vices to Head Stcut
handiCapped chadxen were MOAt .linequentty emptoyed by Head S -tare
regardless of screening area (see Table 6.9). The second most
frequent- ageney affiliation of scr\ eening provides varies by screen-
ing area. Professionals affiliated with public or state health
departments provided vision and hearing screening for 19.0 and"19.3.
percent of the sample children, respectively. In the areas of physica

on and development and speech and language, private practi=
.

tioners or consultants provided screening to 14.9 and 12.6 perdent
of the sample, respectively. As Table 6.10 indicates, prillate

practitioners/consultants, hospitals, or public school systems were
most ,frequently used for provision of additional screening services
It ;is ssvery noteworthi,,though, that providers affiliated with "public

This group includes Head Start Staff without a specialty area (i.e.,
regular teachers, aides) as well as specialists (i.e., audiologists,
psycliologists) on the Head Start staff.

6.14
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TABLE 6,3

,0
Reason for Ole of AgoociesiNfessionals for RegularScreening Services by Screening Area

Sg001:ca

Total**

5 of Row

Not

Reported

1 of Row

Reasons

,Agency Used for

Patt.of Particular

Ho

;
Cho

Established Chi1d-3creadi4 Hatter;

Least Screening
. Not Generally Child as

Expensive Best Only Service with ProVided to All Screened

Service Service Service Which Program Head Start Prior to
Availablivallable Available is Associated Unrollees Referral Other
1 ofiow, of Pow 1 Of ROW 1 Of ROW 1 of Row OFRON, 1 of Row

H Vision
tn

Hearing

Physical

Coordination

and Development

Speech and

Language

1itellectUal.

DevelopMent

Soclal .`

'Emotional

DevelOPMent

100 : 15,6 .8.6, 9.1 6.3 56.9 0,7 1.9. 0.4
(N7269) (N.42) 023) ,. (N.26) (1017) (N.1,53) (N.2) (N15) (11.1)

100 13.4 6,3 14.5 5.9 54.6 1.1. 3,1 , 0,4
(N.269)', (1136) (N.21) (09). (N116)' (N'147) (N.3) IN.10) (N.1)

100 23,8 . 7;8 14.9 3.1 39;8 2.6 5.6 1:9

(069) (N'104) (Nr21) (N.40) (N.10) (N.107) -(N.7) (10.15) (N5)

100 23:8 5.9

(N'269) '(064) (N'16),

100 29.7 7.8

(N'269) (N80) (N.21)

100 31.2 S.9

(N1269) (11184) (N'16)

13,8 7.4 43,1 1.9

(N-37) (1`1`20) (14'116) IN.5)

11.S. 5.2 39.4 2.6

(N.31) (N*14) (N106) (N7)

1E4 5.2 42.0 1.5.
(0.28)

(11.14) (N.113) (N.4)



Screening. Area

TABLE 6,9

' Agencies That Provided Regular Screening Services to Head Start by Screening Area

Agoncy,

Public

Private or State Social.
Not. Practitioner/

. Health Services
Total** Reported Consultant Hospital Department Department
1 of Row 1 of Row 1 of Row 1 of Row 1 of Row 1 of RowiI

Vision , 100 16,0 ..8,2

(N$269) . (N43) (N22)

Hearing 100 13,0 , 6.7

1;4
0269) (N'35) (N.18)

Physical , 100 23.0 14,9
Coordination ', (ii;'260), (N462 ) . 01140)
and

Dev,el °poen t

1,5 19.0 0,7

(N'4) (N.S1) (N.2)

1,9 19.3 1,1

(N'S) (NS2) (N.3)

4,1 10,0 0,7

(N.11) (N.27) (N.4)

Public Easter

School Seal

System Agency

1.211" 121.1161

100 23.4 12.6
(N269) (N63) (N34)

1,1

(N'19)

10,0

(N'27)

1,5

(N.i)

....

University

Affiliated

facilities

1 of Row

1,9

(NS)

11,5

(N'31)

3.0

(1'08)

0.7 .7.4 I,S 10.0
(N.2) (N.20) (1.1.4) (27)

fiitellectual'7

DeVelOpMent

SoCiall

EiotiOniit

poolopment

100 29,0 4,1
(11.269). (N.79) 0.11)

100 , 30;3 5,6
(N.269) - (N83) IH'151

3(0 s 2.2
(11.8) (N.fr)

3.3 0,4 1,1
(N.9) (N.1), (11.3)

Head

Other Start

1 of Row 01 R0W'

10.8 11.9

(N.29) (N.94)

14,1 20..8

(N'38) (N.56)

11,5 31.2

(N31) ',,(14.84)

13.8 23.8

(N .37) (N.64)

1.5 11.9 2 47.2
(14) 4132) (N121)

1,5 8.6
(N'4)



TULE 6.10

Agencies That
Provided Additional

Screening Services to Head Start by
Screening AreaScreening Ar:!

4.Pci.

Public,
Private

or State Public Easter University
Not

Practitioner/
Health' School Seal Affiliated

Ilebd

Total" Reported
Consultant. Hospital

. Department System
Agency Facilities

Other Start

t of Row 1 of, Row 1 of Row I glow__ 1 allow i of Row t of Row,/ of Row
t °pow 1 of Row

.........__
---------___

Vision. 100 81.7

(N.269) (N.236)
rl ;

ilearing 100 79,6
I-4

(N.269) (N.214)v

lop 81,4
.Physical

Coordination

and
(N.269), (N.219)

Development

Speech and 100 12,5
Language

(N.269) (N.195)
Development

Intellectual 100
83.6

Developmet
(N.269) (N.225)

Social/
100 84.0

Emotional
(N.269) (N.226)

Development

5.2

(N.14)

5,9

(N.16)

)0,7

(N.2)

9.7
'..

(11.2)

(N.7)

4,1

(N.11)

(N.1)

0,7

(N .2)

2,(,.

(l1.7)

1.1

(N=3)

2,2

(N.6)

1,1

(N.3).

3,3
.

(M)'
3,7

. 1,9 1.9 2,2
' 2.2. 4,1(N.10)

(N:S)
, (N23) (N:6) '0.6)

. 0.11)

4,5 , ,E4 0,1 4.8 1,9 4,1 5.6.
'' (N .12)

(N:1) (N:1) (N.11) (N.5) (11.11)
(N41S)

1,1
0.7

3,7 3,0
(N.3)

(N .2)
(N.13).

(N:10) (N4)
5,9

0,4 3.7 * 1,9 2,6

1,1

(1.1)

0.7

(N .2)

.

3.3

(N=9)

5.9

(N:16)

3,0

(114)

15
(N.16)

(N1) (N.10)
(N.5) (N.7) (N.4)

1 Y)



school systems are very infrequently used for regular screening
services (from 1;1% to 10.0%; depending on the screening area).

Funding Sources

Regardless of screening area, --creening services were usually
funded by Head Start Basic or Supplemental Grants for about 50 per-
cent of the children, depending on the screening area (see Table 6.11).
State or public school monies were a secondary source of funding for
screening.I/ However, Head Start staff did not know ox did not re-
port the funding source for screening services for up to 33.1 per-

. cent of the sample children, depending on the screening area. It is
therefore difficult to accurately describe funding sources with such

.

a large "no response" category.?

Techniques Used for Screening

Table A6.3 -A6.14 (see Appendix A) outline the techniques used
for regular and additional screening in each screening area. Since
most children did not receive additional screening (between 74.0 and
87.7%), only the predominantly used techniques for, regular screening
of sample children will be summarized below:

el For vision, the Sriellen Picture Chart and the Titmus were'
most frequently used (43.9 and 10.8%, 'respectively),

An unspecified audiometric exam was the most frequently
usedtechniq'ue for hearing screening (43.5%). This cater
gory encompasses a variety of techniques that are ,used. in
conjunction with audiometric equipment\(e4., pure tone
-Sweep, air and/or bone conductibn, etc0

In the area of physical coordination and development, a
physical exam or the Denver Developmental Screening Test
were, most frequently used. (29.0 and 13.4%,\respectively).

An unspecified formal (standardized) test, was most fre-
quently used for purposes of speech and language.screening
(24.2%) although the Peabody Picture Vocabulary,,Test, ob-
servation techniques, and locally designed assessments were

1JItIt is not known if State funds included Medicaid monies.
2/
AlthoL8n the large "nbrespomencategory to the questioncon ern-

. ing sources of funds-for screening services makes - conclusions
tenuous, it is interesting to note that EPSDT was infrequently
tioned in this regard (see Table 6.11).

6.18



TABLE .6.11

Funding Sources for Regular Screening by Screening Area

Screening Area
Funding Source

Head Start Joint Funding 1/. Head Start Supplemental (Head Start/ Public State / No
Total** Basic Grant (P.A. 26) other agency) Schools Fttpds Other-w Response
1 of Row. t of "Row 1 of Row 1 of. Row 1 of 'Row 'A of Row t of Row S of RowNiion

.hearing

Physical
Cocirdination
and. Development

100 44.6 6.3 * 7.8 9.3 14.9 '17.1
(N -269) (H -120). (N -17)

(N -21) (N..25) (N40) (N -46)100 31.2 17.5 0.4 8.6 12.3 15.6 14.5
(N -269).. (N -8'4) (N -47) (N -1) (N -23) (N=33) (N -42) (N -39)

100 43.9 9.3
2.2 7.1 13.4 24.2

(N=269) (N.118) (N -25)
(N.6) (N -19) (N -36) (N..,65)

-

'Speech and .100 24.5 24.2 1.5' 7.8 8.6 8.9Language , (N-269)- (N -66) (N..65) (N=4) . (N.21) (14,e23) (N..24)

Jntellectnal
:Development

100
(N -269)

Social/Emotional 100
-Development (N!,269)

47.6
(N-128)

42.0'
(N -113)

7.4 1.1
(N..20)- (N -3)

12..3 -

.(N.33)

2.2 4.8 \ 6.3
(N -.13) (N17)

24.5
(11.66)

30.5'
(N.8..2)

0.7 2.6 13.7 5.6 33.1(P4 -2) (N-10) (N.15) (14,.89)

1,-(DOesnot include Ildn4 Start /BPII . Joint Funding

-includes Head Start/BFH Joint Fending, EPSDT, and other Education for'the Handicapped Act Funds
,;

;\ .

ik;



also used with- -some regularity (8.2, 11.9, and 8.2%, re-
spectively).

4, A diversity of techniques were used for screening in in-
tellectual development; including the Denver Developmental
Screening. Test, the Learning Accomplishment Profile, other
formal (standardized) tests, and locally e-signed assess-
ments (14.1, 12.6, 11.5, and 14.5%, respec vely).
Again,. no one technique was predominantly used for social/
emotional development screening,, although frequently used
techniques include observation, the Denver Developmental
Screening Test, locally designed assessments, and the Learn-
ing Accomplishtent Profile (17.1, 13.0, 11.5, and 9.3%, re-,

spectively).

Identification of Potential Handicaps

Table,6.12 indicates the proportion of sample children for whom
screening indicated a potential handicap in each screening area by
primary handicapping-condition. The areas enclosed in boxes indicate
the relevant screening area(s) for each primary handicapping condition.
'For'' example, vision is the relevant screening area for children who
were classified a's visually impaired'. Mort so6 the chitdnen who wexe
ctazzi6ied into a given handicapping categony were identi6ied az-
potentiatty handicapped in the 'itetevant Avieening ate4 (ranging from
71;0% to 93.3%, depending'on the handicapping condition/screening
area)-. The table, also indicates that for children in any of the
handicapping Conditions, screening results often suggested potential
handicaps in other,secondary_areas, as well.

Theoretically, within each handicapping condition, screening
'results'shbuld have indicated a potential handicap in the relevant
area for 100 percent of the children_ classified as handicapped..- In
reality, potential handicaps.in the relevant developmental areas
wer indicated for 71.0 to 0.3 percent of the children in u given
handicap Category. The other 7 to 30 percent of the children in
a given handicapping conditiOn were identified as handicapped with-
out having been screened in ,the appropriate area or else their

6.20



90.9

(N*30)

TABLE 6 .12

,

Areas Where Screening Indicated a Potential Handicap. by Reported Prtmary handicapping Condition

llandicapping

COnditiOn

=.1.........i....-
ScreeningAsihmas

Physical Coaor.
Speech and Social/

,dination and Intellectual Language EmotionalTotal** Vision . Hearing Development' Development Development Developmentof Row % of Row , 1 of Row 'S of Row. ...1 of Row 1 of Row 1 of Row

Ily Impaired
93.3-

(N*15) (N*14)

.111ind
83.3

(N,6) (N*5)

Taring Impaired
4.8"

(N*211 (N*1)

Deaf

(N*2)

Physically Handicapped 18.9
(N*37) (N*7) .

Speech Impaired 3,4
(N*59) (N*2)

.11ealth/Develormentally 10,0
Impaired (1030) (N*3)

Mentally Retarded
' 8.6

(N-3S) (N*3)

Learning Disabled

ilorially'Disturbed

6.7 20.0

(11.1) (N*3).

16.7 33.3

(N*1) (N-2)

20.0 13.3 20.0
(N*3) (tir2) (N3)

16.7 33.3 33.3
(N*1) (11*2) (N-2)

90.5 23.8 19,0 42.8 19.0
(N*19 ) (N=5)

(N=9) (104)

*

13.0

"(N*27)

6.8 . 13.6

(N*4) (N*8)

16.8

(N*5)

18.9

(1.1.7)

11.2

(N 7)

30.0

(N*24) (N*9)

14.3 51.4

(N*5) (11.18)

9.7 12.9 45.2
(031) (N*3) (N*4) (1444)

9.1 18.2 15.2
(N*33) (103) (11*6) (N.5)

100.0

(Nn2)

37.8,

(N=14)

93,2

(11*55)

40.0,

(11.12)

77.4 57.1

(N24) (N*20)

71.0 64,S

(N*22) (N*20)

30.3 33.3

(N*10) (WM

18.9

(N*7)

15.2

30.0

(N*9)

28,6

(N*10)

54.8. ,

(N.17)

te:. Each percentagewas derived from the total nuaber of cases within each handicap classification, This the;firtt coll./3)714s that 14,or 93,31, of the 15'cases in which visual .imilairment was. rerortoi, as the primary handicapping condition, received screening in thevision diagnostic area screening areas of primary concern to each handicapping condition are enclosed in boxes.
.



screening results did not indicate a-potential handicapin that area.However, this finding does not imply that this group-79f children
received substandard screening services. Some children were diag-
nosed as handicapped-prior

to program_ entry 4nd, in these cases, the
program staff may have elected to omit screening in the diagnosedareas for these children - in which case, the children may still
have been appropriately classified. Screening may also have been
considered to haVe been an unnecessary step-for children who are
obviously, visibly handicapped and these children May have been
directly referred for diagnostic services. For example, Head Start
staff can immediately determine that a child with an artificial limb'will have problems with physical coordination Without waiting for
screening results, and that child can be immediately referred for afunctional assessment in that area.

Relationship_ Between Screening and Confirmationl/

When screening indicates a potential handicap in a developmental"area, children should be referred to appropriate specialists for more
. -extensive evaluation. Frequently children may manifest potential

handicaps in more than one developmental area,?/
and, if this is thecase, they be evaluated in each of the suspect areas. A child

should only be identified as handicapped'In a given area if his/her
handicap is confirmed by a professional diagnostician.

Table 6.13 illustrates the frequency with which potential handl` caps identified through screening were diagnosed .as confirmed handi-caps. In atmo4t 70 pekcent o6 att: in4tances o6 identi6ication oi a
potentiat. handicap, chitdAen neceived a contiinmation oti a handicap

/These data include primary as well as secondary handicaps. Thus,each child may be represented in more. than one developmental area.
3/For example, hearing impaired children often have problems in thearea of speech and language as well as hearing.



TABLE 6.13.

Cases In Which.Suspected Handicaps Were,Confirmed

creening Area -

Number of Cases in which
Screening Indicated
"Potential Handicap

Percent of Screening.
Cases in -which
Handicap was confirmed

Vision

Hearing ,

hYsical Coordination
and Development

ntellectual Development
.-

peech and.Language

ocial/Emotional
Development

41

47

106

87

-146.

91

61.0
(N=25)

6a.7
(N=29)

73.6
(N=78),

_,-

66.7
(N=58)

82.2
_ (N7I20)

S6.1
(N751)

otal 518-1/ 69.7
(N=361)

/This figure exceeds the: sample size (N=269 children) because some childrenI
had more than one suspected handicaps.

1



in .the tetevant devetopmentat-atea. The highest proportion of con-
firmed handicaps was in the area of speech and language whore 146
cases were identified as potentially handicapped through the screen-
Ang process, and 120(82.2%) of those were confirmed. :Social/

emotional development had the lowest correspondence;:91 children

were identified as potentially handicapped in this area, but only
.51 (56.1%) were confirmed as handicapped in Social/emOtional,
development.

Non -Head. Start Program Screening Services

.Type of Screening Services Provided

According to non-Head Start program staff report, 19- of the pro- I
grams screen enrollees at the time of admission tb the program (41.3%),
and in an additional 14 programs (30%), enrollees are identified as

'handicapped prior to admission (see Table 6.14). It is not clear
whethet screening is a part of the identification procedures used in
these 14 programs or noi. As Table 6.15 indicates, non -Head Start

programs that serve only handicapped children do not provide com-
,

prehensive screening to their enrollees upon program enrollment.

On the whole, then, non-Head Staxt ptog-nam4 <seem to p;covide compte-

henzive Acneening Aenvice4 .to thein ennottee4 .dead intquent.ey than

do. Head StaAt )0/tog/Lanus. However,, it is also clear that Head Start

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

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

grams would not provide screening service..., to. the extent that Head

Start does. Additionally, non -Head Start programs enroll children

who are already diagnosed as handicapped to agreatet extent than.

Head Start programs do, which reduces their need to conduct complete

screening services.

1



TABLE 6.14

Screening Services Provided in Non-

Screening Service Type .

Enrollees screened at time of
program admAssion

Enrollees identified as. handicapped
before entering program

Other

No:Response

Total**
p

Head Start Programs

of Total

41.3

(N=19)

50.4

(N =14)
-

23,9,
(N=11)'

4.3

(N=2)

100
-(N=46)



° TABLE. 6.15

Screening Services Provided by NonAlead Start Progralo to Cnrollees by Services to Non- handicapped Children

Presence of
'ion-i:iAnn:Tipped
UTYTT.71

Total"
-t of Row

S.:reenintt Services

Enrollees Identified As
Enrollees Screened At TimeHandicapped Prior to Program y.ntry of Program Admission Otherof !tow t of Row t of Row

Programs
Serving only.
hanJicapped- (N=10)

40.0
(N=I)

A 10.0
(N=6)Children

Prog.rams serving 100 41.7 35.9 19.5haildicapped and-
nt:41.,hanilicapped.

(N=36) (N=15) (N=14)
(11=7)

Children

161



Professional Providers Used for Screening Services

Across screening arias, non-Head Start programs priMarily relied
on psychologists/psychiatrists, speech therapists/audiologists, medi-

.

cal professionals, interdisciplinary teams and staff teachers fot
screening services (see Table 6.17). Aa with Head Statt piLogtam4s,
sctee.ning waz mo,,stAtequentty conducted .by a speciatist.t4ained in the
apptowtiate anew. The most obvious difference between Head Start and
non-Head Start programS is that non-Head Start programs primarily
used psychologists/psychiatrists for intellectual development and
social /emotional development screening, while Head Start handicapped
children were primarily screened by program staff in these areas.

Agency Affiliation of Service Providers

The non -Head Start programs tended to use approximately the same
-Pattern of agencies for screening services as did Head Start programs
(see, Table-6.18-and 6.7, Tespectively), except, of Course, that Head
Start programs relied more heavily On Head Start staff, while non -Head
Start programs used the publicschool system more extenSively. This

in part, a function of the public school affiliation of some of
the non-Head Start programs.

-Techniques Used; for .Screening

Tables A6.15 - A6.20 (see Appendix A) preient the techniques that
non-Head-Start programs reported'they Used for screening in each
screening area. ApproXimattly one-half of the programs: did not re-
port techniques USed-lor,each of the screening areas or did not con -
duct screening 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 infrequently reported

1_62
6.27



TABLE 6.16

Type of Screening Provided in Each Screening Area by non-Head Start Programs-1 /

Screening Area

.

. Speech and Intellectual Social/EmOtionaL
.IULIA Vision , Hearing Physical OevelopmInt Language DevelopMent Development
Greening % of Column % of Column 4 of Column ' . l'of Column 1 of Column % of Column

' Total**

General- (provided
all enrollees)

Specific (provided
to Selected.enrol-

.

lees

Mo not screen in
that area

,...1.1MI
100 100 100 100 )00 . 100(N.30) (N*30) (N.30) (N30) (N.30) . (N.30)
43.3 40.0 40,0 40,0 ,33.3 33-3CN.13) (Nal2) (Nm12) (N.12) (N10) (N.10)
20.0

,(N.6)
30.0

(N .9)

30.0

(N.9)

L/
36.7

(N

36.7

(N11) ,

33.3

(N.10)
36.7 30.0 30.0 23. 30.0 33.3(N11)

'('120) (1*9) (N 7) (N.9) - (N.10) '

1 /
Includes only programs that provided screening services (N30).

.

.

.

.

,
.



TABLE 6.17

Type of Service Pipider Ms Performed Screening in Each Screening Ara for Non-Mead Start Pruerams

-Screening Area
- ProviderS

Vision 31.2
(Nq0)

hearing 28.1

Physical 28.1
coordination (N'9)
And Development

'Speech

141118uulle

(N.9),

Social/

Diet ional'

Development

p3.1 65.6

(Na!)

Pediatrician/

Other
Licensed Public Interdis.Speech professional

Psychologist/. Medical Therapist/ Medical Social. Ilealth ciplinnry StaffNc21t Reported payeatacriac Professional Audiologist Personnel Worker Nurse _ eam 'teacher . ether

28.1 . . 3.1 A. 21.9 9.4 . 6.2 .25,0
(N.9) (N.1) (N`7) (N.3) (N.2) (NI)

15.6 46.9' 3.1 '9'4 15.6 b.2 15.6
(N.5) (N .15) ' (401) (N3) (N-5) (N.Z) (N 5)

11
40.6 * 6.2 6.2 9.4' 18.8 6.2 31,211

013) 04.21 (N.2) (N.3) (N'6) 04:=2) , (N1,10)

Intellectual #
Develoiment 34.4 56.2 . 3.1 ,*

3.1 * 3,1 % 21.9 18.8 6.2(N411) ,(N-18) (141)
4

(Ns1)' (N.1) (N.7) (N.6) (N.2)

31#2 , 31.2r -3.1 3.1 3;1 3.1 3.1 28.1 25.0 , 12,5(P.10) .(N-,10) 04.1) .(Na') 01) ' (N.1)' (WI) (14.9) (N41) (N.4)
-.-

18.8 . 12.5 6.2
(N 2) (N.6) (N'2)

I

te: Only 32 Alternatejirograurrs provided screening ,services (including the programs, that did not respond to the quegion
. .

related to type ot- screening services provided; 'fable 634), percentages In each cell. are coMputml 61) the basis of:32,rather, than row or column tutuis.becapie programs were allowed to .Indicate more than one, type of providernforeach screcniug urea.

0



TABLE 6, 18

Agencies That Provided Screening Services to Hon -Head Start Programs by Screening Area

Screening Area Agency.

Public
Private or State Social Public Easter UniversityNot Practitioner/ Ikalth . Services School -.Seal Affiliated .Reported Consultant liApitai Department. Department System Agency PaciAties Other

... .

SpeeCh and' 21.9 9.4

-.'Language ' (07) (1,4'3)

Intellectual

(Development
-

,,,

6,2 3.1 34.4. 9.4 . 6.2 40.6
(N=2) (N=1) (N=11) (Nx3) (N=2) (N=13)

28'.1 9,i 9.4 9.4 34.4 3.1 6.2
(N*9) (N=3) (N 3) (03) (N.10 (N -1) (N=2)

:'.Social/ 28.1 9.4
:,.,totional (N=9) (N=3)
:Development

40,6

(N*13)

, \12.5 6.2 34.4 3.1 9.4 40.6
(4=4) (N=2) (N*11) (N=1) (N=3) , (N13)

1

Aloie: Only 32 Alternate
programs provided screening services (including. the programs that did not respond tiribe

question related totype of-screening services provided, Table 6.14). Percentages in each cell'are computed on the basis of 32 rather than row orcolumn totals because programs were allayed to indicate more than one type of provider for each screening area.

1

ly 32 Alternate programs provided
screening services (including. the programs that did not respond tiribe

question related totype of-screening services provided, Table 6.14). Percentages in each cell'are computed on the basis of 32 rather than row orcolumn totals because programs were allayed to indicate more than one type of provider for each screening area.
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use of the Denver. Developmental Screening Test or the Learning Accom-
plishment Profile, both ofwhich were moderately used by Head Start

1
in three screening areas.

For vision, the Suellen Picture Chart was most frequently
used (19.6%).

An unspecified audiometric exam was most frequentiy used fox
hearing screening (23.9%). As .with the Head Start programs;
this catego-ry encompaSses a diveK,sitY of techniques-used in
caadpnction with audiometric equipment.

O A physical examination or formal (standardized) test
were most frequently used for physical coordination
and development screening (17.4 and 10.9%, respectively).
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%, respepively)-.-
Unspecified formal tests were most frequently used
for screening in intellectual development.
A diversity of techniques were used to screen in
social/emotional dexelopment, including obServation
techniques, the Vineland Social Maturity Scale, and
other formal (standardized) tests (13.0, 10.9, and
8,.7%, -respectively).

Summary of Findings

About half of the sample handicapped children in Head
Start-received complete screening services (i.e.e were
screened in each of the six developmental areas) , slighily
less than half of the children were screened in fewer t an
the six developmental areas and no screening services were
reported for a small 'proportion of the children. In 1-6 rms
of the individual developmental areas, almost all the 1117
dren were screened for vision and hearing problems, a
the screening areas-most often omitted were intellectual
development and social/emotional development.
At least; some screening services were conducted-for 65,
percent of the sample children within three months of
program eritry as recommended by the Performance Guide-
lines. Further, propor-eionately more children who re-
ceived complete screening services were screened within
three months of program'entry as compared ;to children who
received 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 cases.,

1



In most cases, the sample handicapped children's screening_
.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-

intellectual development and socialiethotional de-
velopment Streening. Across all screening areas,. the Pro-
viders of screening services were most frequently employed
by.Head Start. Other predominant streening'providers'
were affiliated with public or;state health departmentS
(vision and:hearing screening),,or were private practition-
ers (phySical coordination and, development and spbech and
language.screening), ,The Head Start children were in
frequently screened by profesSionals affiliated with the
public school system. Finally, screening services were
usually filded.by Head Start Basic or Supplemental Grants.'

In a majority 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

of the secondary suspected handicaps identified 's

through screening were not confirmed in the diagnostic
process.

Less than half of\the non-Head
time

programs generally
screen their enrollees at the time of admission. In about
one-third of the progr4ms, children are diagnosed as ,

handicapped prior to pAogram entry. These and other data
indicate that non-Head Start programs enroll previously
diagnosed children to a greater extent than do Head Start.
Programs and that Head Start programs provide screening
and diagnostic services to previdusly nondiagnosed chil-
dren more often than non-Head Start programs.

Non-Head Start programs primarily used specialists in 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 public
school system extensively.

Non-Head Start programs reported using the same pattern of
"screening techniques as did the Head Start programs, except
that non-Head Start prdgrams used-the Denver Developmental
Screening Test and the Learning Accomplishment Profile to
a lesser extent that Head Start.

6.32
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DIAGNOSTIC SERVICES

Upon completion of the screening process, those children/denti-
Lied as at "risk" are seen by appropriately trained professionals
for further evaluation. The object of this second evaluation 1.p -mess
occurs to identify handicapped children-from those who Are function-
ing within the:range of normalcy or who are only temporarily impa?.red-.

or delayed. This second, more comprehensive evaluation is termed
diagnosis. A child may be considered to have an'identified handi-
capping condition only if diagnostic results so indicate.

The basic issue addressed in this chapter is the extent to which
the sample Head Start handicapped children received complete and
appropriate diagnostic services/ This includes a discussion of\the
following key questions:

.Did the handicapped children in the sample receivediagnostic services? How-thorough were the reporteddiagnoStic evaluations?

Did the reported primary handicapping,condition of eachchild correspond to the developmental areas(s) in whichdiagnosis was performed? Were any children identifiedas handicapped without an appropriate diagnostic ,evalua-tion?
_

When in the program year were diagnostic evaluationscompleted? Did this allow Sufficient time for planningclassraom and home activities?
s Were properly trained professionals responsible fordiagnoses and what agencies were primarily utilized?



Did Head Start pay for diagnostic' services or were other
methods of payment arranged?_ To what extent were Head
Start,0444pgrams able to secure inkind services?

What types of techniques were most frequently used to
' diagnose children?

To what extent were parents involved in the diagnostic
process? How were they involved?

Were diagnostic files maintained on each child? What
type of information.waS included in these files?

What types of diagnostic services did non-Head Start
programs provide?

For the purposes'of this study, a model of the ideal diagnostic

process was developed. This model was constructed, in part; from the

guidelines set forth in the Head Start Performance Standards and, to

a greater extent, from extensive conversations with the staff of the

Administration for Children, Youth and Families. Therefore, some

components of this model are mandated for all Head Start Children

while others are considered desirable, yet are not formally required..

The ideal diagnostic process may be viewed as consisting of threes
cOmponent functions: 1) confirmation; 2) functional assessment; and

3) dpvelopment of service recommendations. A handicap can only be
confirmed by a trained professional and confmation may (but does

not ,necessarily) entail the assignment of a categorical label, such

as "visually impaired" or "emotionally disturbed." A functional

assessment is a descriptive summary of what the child can and cannot
do. While a confirmation indicates the nature of-the harldkcap(visual

emotional), a functional assessment specifies the extent of the

developmental disability (cannot _focus on close objects, short atten-
tion span). Finally, recommendations are mad p for any necessary

therapy, Medication, specialized services or 'educational intervention.

Diagnostic recommendations indicate the appropriate treatment to be
provided.

Furthermore, the diagnostic process,should not be an isolated

occurrence; involving only the child and the diagnostician. Ideally,.

the child's parents and teacher should be involved in each step of
the process. Their input-into the, preliminary gathering of information

\

7.2
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and their full understanding and awareness are needed to ensure that
.appropriate services are identified and utilized. Finally, all

. relevanidiagnostic information should be translated into a compre
hensive plan of'services which is tailored to meet.the individual
needs of each child. This plan should encompass not only immediate
treatment relating specifically to the handicapping condition(s)
each child, but also should include guidelines for educational.in-
structiOh, parent involvement, social services, health and nutrition.
A diagnostic file (whetherTart of the indiVidual plan or as a
Separate entity) should:be maintained, for each. handicapped child. This
file should include written:documentation of all information gathered
through screening and diagnosis.

Information was gathered concerning these aspects of the diag-
nosticprocess as .well as the time of completion'of diagnosis,pro-
viders of diagnostic services,, their agency affiliation,,techniques,
and funding. Six developmental areas which-correspond to the areas in
which screening is conducted were identified: vision, hearing,
physical coordination and development, intellectual development, speech
and language, and social/emotional development. Pertinent diagnostic
information was recorded for each child according to the developmental
area(s) in which diagnostic services were performed. In addition,
coml)arisons with the 46 sample non-Head,Start programs were addressed
when appropriate. Within this chapter, all Head Start data are child-
specific and all non-Head Start data are program-specific.

Head Start Diagnostic Services

Assi nment of a Categorical Label

The categorizing of handicapped children has always been a

sensitive issue' because, in many cases, the assigned label will be
.

applied to a child throughout his/her school career. Furthermore,
7- _

in liOt of the recent accusations of cultural or racial biases in-
,

herent in many of the testing tgchniques, the appropriateness of the

:labels assigned often falls into serious question. This study did

not attempt to determine if children who were identified as handi-

capped were categorized appropriately but rather if children were

7.3
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assigned a label on the basis,of a diagnosis conducted by a quali-

fied diagnostician. That is, no assessment of the quality of exist-

ing confirmation services was undertaken, but rather an examination

of whether the children received the confirmation component of

diagnostic services.

White moat oti the zampte chitdten teceived a conliiimation

handicap in the devetopmentat atea apptoptiate to theit tepotted pt

maty handicapping condition, many did not.. Table 7.1 shows the fre-

quency of confirmations performed in the developmental area cor-
responding to the reported primary handicapping condition. 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." 'Therefore, a child with a re-
ported primar/ handicap of visual impairment or blindness should have
received a conTirmation of a handicap in-the area of vision. 8im/=-

ilarly, a deaf or hearing impaired child should '-ave been conWmed,
as handicapped in the hearing developmen;:al area.

A child reported to have a physical (orthopeiic) handicap should
show evidence of restricted development of gross or fine motor func-
tions and;' as such, should have a confirmed disability in'the area
of physical coordination and development. This saMe developmental

area was considered appropriate for health or deVeloPmental qmpait-'
=

.ments also, since the diagnostic ,crdteri0. difine these disabilities

as "illnesses of a chronic nature or with prolonged convalescence in-

cluding, but not limited to, epilepsy, hemophilia, severe asthma,
etc.; all disorders whith would be discovered confirmed and affect
a child's physical development."1/ //

,A speech impairment (communication 9asordir) includes "receptive
and/or expressive language impairment, stuttering, chronic voice.

'disorders, and serious articulation problems." While the diagnostic

criteria point out that speech problems may be a result of other

1,
It was explained.to respOndents that .the developmental area of
"physical coordination and development" included all health--;
related disorders.- //

. ./
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TABLE 7 . 1

Frequency of Diagnostic Confirmations Made in the Appropriate Developmental-
Area by Reported Primary Handicapping Condition

Handicamling Condition and
(Appropriate Developmental Area)411

Total
t of Row

Confirmation
Performed
t of Row

No Reported
Confirmation

i of Row

Total

Visually Impaired
(Yision)

100.0 89.2 10.8
(N-269) (N-240) (No29Y

100.0 93.3 6.7
(N15) (N14) (Nol)

Blind '100.0 83.3 16.7(Vision)
-(No6) (N.5)

. (Nol)
Hearing .Impaired 100.0 95.2 4.8

o
-(Hearing) (Nll) (N o20) (Nol)

I

Deaf
.

100.0 100.0 *
.

(Hearing)
(No2)

- (No2)

Physical Handicap 100.0 94.6 5.4(Physical Coordination and (N.37) (N-352 (No2)Development)

Health/Developmentally Impaired 100.0 80.0 20.0(Physical Coordination and (No30) . (N-24) (No6)Development)

-.Speech Impaired , 100.0 98.3 2.0
- (Speech and Language). -,(No59) (N.58) (Nol)

Specific Learning-Disability 100.0 74.2 25.8(Intellectual Development) (N.31) (N.23) (N-8)

Serious Emotional-Disturbance 100.0 72.7 27.3(Social/Emotional Development) \K. (N.33) . (No24) (No9)

Mentally-Retarded 100.0 II/(Intellectually or Social/ (N.35)
Emotional Development)

14.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."

.

.

. -- . . .

TWenty-seven Mentally retarded cases receiv -a confirmation of handicap in
intellectual development; 11 mentally retarded children received a confirmationof handicap in social/emotional development. Some of the total 35 mentally

.retarded eases 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 retardation, emotional disturb-
ance or health impairmentf if speech impairment is the-primary

handicapping condition reported, a confirmation of a disability, should

have been reported in the area of speech and language. Children with
secondary speech and language disorders should also receive a con-

, firmation of handicap in this area, but the figures for this do not
appear'on Table 7.1.1/

Children reported to be mentally retarded show "significant sub-.

average intellectual functioning accompanied 'by impairment in adap
tive behavior." Since the diagnostic criteria-for this handicapping

condition apply to both intellectual and social/emotional development,
these two areas :were considered appropriate for.a confirmation of
mental retardation.

Children classified as seriously emotionally disturbed who re7
ceived a confirmation of handicap. in the area\of social/emotional
development were considered to have received appropriate diagnostic

services, because this disability includes such behavioral symptoms
as: ""dangerously-aggressive towards others, self-destructive,
severely withdrawn," etc.'

Finally, a child reported to have a specific learning disability

was considered to have received appropriate diagnostic, service if

there was a confirmation of handicap in the area of intellectual d
velopment. Since a great deal of confusion seems to surround this
particular handicap, 'the diagnostic criteria are cited in full:

Children who have a disorder intone or more of the basic
TsycholOtical processes involved in understanding or in
using language, spoken or written, which disorder may
manifest itself in imperfect ability to listen, think,
speak,A-ead, write, spell, or do mathematical calculations.
Such disorders include such conditions as perceptual handi
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, hearing, or motor handicaps, of

ITable A7.1 shows the confirmations of handicap (primary and second-
1

ary) performe'd in all developmental areas for children according
to their reported primary handicapping Condition (sec' Appendix A).

/



mental:retardation, of emotional disturbance, or:of. en
V dt-i

-
yirdnmental disadVantage. FOK pke4schoo,-Oken. gute-CU446A 6unction4' tp anden4tanding and cw447.9.1gact9e Spoken.OA wAitten, and computationat alt neaZcni2n8 abA-ZitY a/Le in-ctuded. (Professionals considered qualified to. make this
diagnosis are physicians-and 'psychologists with evidence ofspecial training in the diagnosis of lear/dng disabilities
and at least Master's degree level speciAl.edueatOrs withevidende Of special training. in the diagnosis 9f learning
disabilities.)!!

It is obvious that a learning disability is a complex oondition,'re-
quiring specialized training in order, to confj-rm such handicap.
Since the condition is 'a result, of p'sycholomalfunctions-in.tlw'
understanding or use of language, rather :i:han the:a-1115.1actionOf
speech, per se, a'confirmation of handicap in, intellettUaldevelopment
as opposed to Speech and languageLis,necesaAry.

Retuning to Table 7 , it is obvious that for a 5izeable number
of child en, there was no reported confirmation of handicap" in the
develop ental area that correspOnded to the reported primary
handicapping condition A total of 29 child1-011 (10.8% Of the sample)
had no reported confirmation of disability the appropriate develop,
mental area Serious emotional disturbance 1N1-s' the handicapping con-

as the primary handicapping condition, only zA (723) received a con-

53 casedition with the greatest discrepancy; of the cases reporting this

,7

firmation of handicap in social/emotional development- There were
nine children to whom the label of emotional disturbed was assigned
_without appropriate diagnostic confirmation. SI)ecific learning'dis-.
ability was the handicapping condition with the next largest discrep
'ancy; eight children of the-31 cases so label ed did dot report a
confirmation of handicap in the area of intel;eQtual development.

-1-7-70CTNo*tice A-30-333,-4, "Announcement of ,Digliostic Criteria for Re-porting ea

Handicapped Childien in Head Start,/ Septelliber, 1975, p. -3.



The learning disabled also- received a large number of confirma-
.

tions in other developmental areas which further indicates that there

was some confusion surrounding the appropriate:criteria for confirma-

tion of this handicapping "condition (see Appendix A, Table A7.1). In

the order of descending frequency the figures are as fellows: 24 of

the 31 cases reported to be learning disabled (77.4%) receilTred a con-

firmation of handicap in speech and language; 23 (74.2%) were con-
firmed as handicapped in intellectual development; 13 cases (41.0%).

reported a confirmed disability in social/emotional development; 12
(38.7%)-had a confirmed handicap in the area of physical coordination,

and development; four cases (12.9%) reported a confirmation of handl-

cap'in hearing; and two (6.5%) children also has confirmed dis-
abilities in vision. White the4e 6igute4, in patt, te6teet childten

with muttipteshandicapi,-the Zpw ptopolition oi the tea/ming dizabted
with zontiitmed handicap-6 in intettectuat development and the high

itequency .96 conSitmed di4abititie4 in the ahead of zpeech and

tanguage, 4ociat/emotionat development, and phy4icat cootdination

and development, indicate a genetat conic on and tack o'-knowtedge

cpncetning thi4 handicapping condition.

In contnazt,- dea6,.4peech impaited,, and heating impated chitdten

.had the highe4t iteqUency of apptoptiate diagno4tic con6itmation.

Both of the deaf children in the study sample received a confirma-

tion-of handicap in hearing; 58 of the 59 children for whom speech
impairment was the primary handicapping condition (98.30) had a

cbnfirmed disability in speech and language; and 95.20.(20 of the 21
cases) of the hearing impaired children were confirmed as such, in
the area of hearing.

Despite the factthat no "hard data" were collected, on the valid-

ity of the assigned handicap labels, even the ones that were assigned.

as a result of appropriate confirmation procedures, field staff had

extensive opPortunity to observe children identified as handicapped.
- .

The interviewers reported that examples of both abuse and proper use

of categorical labels were evident in the sample Head Start programs.

Some children had been labeled as handicapped due to a temporary ear

infection (hearing impaired) an allergic reaction toi deodor.i.zer



(health or developmentally delayed) or an "unusual navel size"
(physical handicap). One Head Start director expressed_concern be-
cause of the large number of Black children-dianosed as "speech
impaired" because of their rural dialect. In contrast, other pro-

.

grams. were-extremely cautious about the procedures and outcomes of
assignedcategorical labels.' Translated tests and trained bilingual
testers were required in one program with a predpminahtly Spanish-
speaking population of children. In another instance, a child who
was'assumed at first to be a behavior problem was later discovered
to be hearing impaired. As a result, the teacher altered her class-
room approach to the child (seating-him close to her, making sure he
watched her as she gave instructions) and the behavior problems dis-
appeared.

Finally, field staff.,encountered one,case in- which a child was
referred to Head Start by the public schools because of a learning,
disability. Several weeks in the program convinced Head Start staff
ihat there was nothing abnormal about the child and he was reevaluated
by an.independent diagnostic team. This subsequent evaluation *re-
vealed no evidence of a iearning.disability and the child's.records
were corrected accordingly.

Time of Completion of Diagnostic Services

After screening indicates a potential handicap, the prompt re---

c4ipt of diagnostic services is of-the utmost Amportance. Delays in
professional diagnosis impede remediation.and/or treatment and-thUs
effectively withhold needed services for handic4ped children. An
'individual plan of services Canno-t be''properly,drawn up if the
existence, nature, and extent of a child's handicap are not known:
Finally, conditions of a mild or temporary nature may.- develop into
more,severe or chronic-problems if left undeteeted or untreated for
a lOhg periOd of time.

Table 7.2 shows thu time of completion of diagnosticconfirma=
tions performed for Head Start children. Table 7.3 shows when the
sample children, according to their-reported primary handicapping
condition, received °a confirmation of a disability in- the develop-
mental area which corresponds, to this primary handicap (the area of

7.9



TABLE 7.2

Dates, of Confirmation :of Handicap for Head Start nildren

17-Percent of all
Handicaps

Confirmation Date Percent of Primary
Handicaps

August 1 - 12.4 14.6
October 31, 1976 (N=36) (N=69)

November 1, 1976 21.6 29.3
January 31, 1977 . (N=58) (N=139)

February 1 -

April 30, 1977
15.6

(N=42)
20.2

N=96)

After April 30, 1977 1.5 .3
(N=4) (N =6)

Prior to August 1, 1976 33.5. 34.0
(N=90) =161)

No Confirmation 10.8 n/a
(N=29)

Date Unknown 3.7
! 0.6

(N=10 (N =3)

TOTAL ** 100 100
,(N=474)

1/
Includes both primary and secondary confirmed handicaps.
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TABLE 7,3

Dates of Confirmation of
Handicap in Area of Primary Concern by Handicapping Condition

for Head Start Childien

Confirmation Date
Diagnostic' Area andliandicaning Condition

Vision Confirmation

Visually

Impaired Blinn
% of.Column ' of Column

Hearing/Confirmation

Hearing

Impaired Deaf

I of Column I of Column

Physical Confirmation

Physical lea tl Deve op-

. Handicap mentally Impaired

t of Column t of Column

Total**

August 1 October 31,

1976

November 1, 1976

January 31, 1977

February 1 -

April 30, 1977

After April 39, 1977

Prior to August 1, 1976

No Confirmation

Date Unknown

Confirmation Date

100

(N=I5)

13,3

(N.2)

100 100

(N.6) (N.21)

100

(N=37)

13,5

gtN=S)

100
,

(N.30)

13.3

(N.4)

20.0 42.9 A

10,8 6,7(N.3)
(N=9)

(M.4) (N.2)

13.3 16.7 9.5 50.0 2 7 16,7
(N.2) (N.1) (N.2) (N.1) N.1) (N.5)

6,7.

(N.1)

40.G

(N.6)

6.7

(N=1)

* A'

66.7 42.9

(N=4) (N.9)

16,7 4.8

. (N.1) (N=1)

* a

A

64.9

(N=24)

5.4

- (N.2)

2.7

(N=1)

43.3

(N=13)

20,0

(N.6)

Speecn'ConfirTation

§peecri

Impaired

1 of Column

Diagnostic Area and Handicappini_21!Lioa

intellectual Confirmation

SpeTific Learning MentiTly

Disability Retarded

I of Column. % 'of Column

Social/Emotional tonfirmAtion

Mentally irious emotional

Retaftled bistdrhance

I of Column
. I of Column

'total * *
100 100 100 100 100

(N=59) (N.31) (N.35), (N,-.35) (N=33)
August 1 October 31, 25.4 16.1 2,9 A

12.11576
(N.15) , (N.5) (N.I)

(N.1)
November 1, 1976

January 31, 1977
28,8'

(N.17)

25.8

(N.8)
2'5,7

(N.9)

5.7

(N.2)

18,2

(N=6)
February 1

25.4 9.7 8.6 2.9 27.3April 30, 1977
(N.I5) (N.3) (N.3) (M) N=9)After April 30, 1977

2.9
6,1

(N.I) (N.2)
Prior to August i, 1976

No Confirmation

Date Unknown

16.9

(N.10)

1.7

(N.1)

1:7

,(11=1)

22.6

(N.7)

25.8

(N.8)

A

37.1

(N.I3)

22,9

(N.8)

20,0 9.1

(N.7) (03)

68.,) 27.3

(N.24) (N '9)

*



vision for the blind and visually impaired, etc.). This will be
. referred. to as the area of "primary concern" throughoutthe text
and tables.

Prior
.

to the beginning of the program Year (August 1, 1976) 90
of the sample cases (33.5%) had already been confirmed as handicapped
in the area df primary concern, This would include.children who had
,beenN.n Head Start the previous year and received diagnostic services
at that time, Others were diagnosed 'atibirth or soon after and
either were recruited y Head, tart as handicapped.Children or were
routinely enrolled (with or without prior knowledge of the handicap).

`,The manner in which Head .Start programs dealt with information con-
.cerning previously diagnosed handicaps varied greatly. In some cases,
the parent wold simply tell-the Head Start staff of the child's
condition. The information would be accepted,astrue and the child---,,

..-.

categorizedas t'e parent indicated.. In other programs, hOwever.;. a
COncentratedeffo t'Was made to contacttheo'riginal diagnOstician_and---...___

to obtain cOpieS.O: all information pertinent to the Child. .T71:one
.case, this invoIVed tracing the- diagnostician to another State some
1,000 miles away.

During the first quarter, (August through October) of the 1976-77
program year, only 36 of the sample'269 children (12,4%) received a
confirmation of handicap in the area of-primary concern. The rate of/
completion rose in the second.- quarter (November through January),
when 58 .children (21.6%) received a diagnostic confirmation in the
area of firimary concern. Thus, inetudi-ng,the chadAen who:se handtcap4

1Jwete.coliiiAined loji.iolL to lonoviam entAy, 184. chi.ednen (68.4%1- had /Le
ceived'a can6.tinmazcon of handZeap'4 the anea o6 pxima4y coneetn by
the,end o6 lanuaty. This corresponds to the fact-that'screening was
completedfor 65 percent of the children by the end of December (or
within .'90 days of program%entry) and indicates that the screened
children were subsequently referred to diagnosticians or confixmation'

AT-7-
,- This includes" the 90 Cases diagnosed prior to:the program year, 36Cases,confirmed-as handicapped in the area, of ;.primary toncernNiuringthe f'irit quarter of the program year, and 58 cases receiving diag-

,---nostic confirmation during.the second quarter.



services. However, within this time frame, these children did not re-
ceive diagnostic confirmations until almost half of the_sch01 year
was over. This allows little time for appropriateplanningi and
development of an individual plan of services. Furthermore, one-third
of the.children's handicaps were'not confirmed by the tithe the program
year was half over.

.During the third quarter of the program.year (February through
April) 42 vases (15;6%) were confirmed as handicapped in theAareaof
primary concern. After April 30th, four moe children (1.5%)received
.a diagnostic confirmation. fn several cases,-a confirmation of handi-
cap was not performed until shortly before the scheduled site visit
for this study. CZeak.e.y, diagnbAticcan6iimat-Lon4 o6 a handicap Pte-
quentZy occutted Zate the ptogitam yeah OA nece44aA, p.eannin
and pAbcutemen't o

Those children classified as seriously emotionally disturbed. did.
not reeeive as complete or prompt confirmation services as the child-
ren with other types of handicaps (see Table 7.3):" Of the 33 cases
reported to be primarily emotionally disturbed,.nine children (27,3U
were not confirmed 'as handicapped in social/emotional development unt/il
the, third quarter of the program year; two cases (6.1%) did not receive
a diagnostic confirmation until after April 30th; and nine more castes.
(27.'3%) had no reported confirmation in the area of primary concern

The duplicated total column of Table .7.2 shows the number of--"'
diagnostic confirmations . performed for the sample children in all
developmental areas. This includes confirmations of handicap in the
developmental area that corresponds to the child's reported primary
handicapping condition as well as any confirmed handicaps of a second-
ary nature (such as the hearing impaired child who also has-a confirmed '

impairment in speech and language). A,total of 474 diagriostic con-
firmations.were,reported for the sample/269 children. Most of these
confirmations were performed ,either prior to the program year: (N =161)
or between thef,4r6nths of November and January (N=139) .



Professional Diagnostic Providers

It is important,that any confirma ion of handicap. be performed

by appropriate and qualified personnel. If lay people without spe7

Cific training or professionals outside their area of specialization

are performing diagnostic confirmations, then resulting misdiagnoses

.Pnd/or inappropriate treatment may occur. The importance of using

the 'proper professional for.diagnostic services is underscored in

thii!'"AnnoUncement of-biag ostic Criteria" (0CD .Notice A-30-333-4),

irhich indicates, in many nstances, the appropriate professional

who may confirm specific types of handicapping conditions. For

example, "professionally qualified personnel" who may confirm a

child as seriously emotionally disturbed are cited as. psychologists

or psychiatrists. A child may be diagnosed as learning disabled by

physicians, psychologists, or masteris degree level educators, all of,.

Wholi must have special,trainin.(in the diagnosis of learning dis-

abilities.

The ptimaty ptovidgius dtagnoistic coniiitmation4 liot the isampte

chitdteni/ATabte 7.4) Wete,-in genetat, apptoptiate an quatiliied
petsonnet. Pediatricians and other licensed medical professionals

provided the majority of vision (76.5%) and physical development (54.9
'handicap confirmations.-2/ Speech therapists/audiologists did the
major portion of the hearing (63.4%) and speech and language (74.. %)
handicap confirmations.= In intellectual and soclat-freirte-

development, psychologists or psychiatrists were responsible for most
handicap confirmations (55.2% -..nd.71.2%, respectively).4/

1/ tThiydiscussion is based on child-specific data.

2/Thes professionals performed 26 of the 34 confirmations_cof handi-
cap in vision and 56 of the-102 in, physical coordination and deirelop-
ment.

These professionals provided 26 ofr the 41 confirmations of handicap
in hearing and 103 of the 139 in speech and language.

4/
Figures represent 48 of the 87 intellectual Confirmations of, handi-
cap and 52 of the 7.4 in sociallemotion0 development.



TABLE 7, 4

1_

Professional Providers Who Did Confirmation of Handicaps by ,Diagnostic Area'

Diagnostic Area

Total "
I of Row

Provider of Confirmation of Handlia

Pediatrician/
Other Parapro- Head
Licedsed Speech fessiolal Interdisci- Start

Psychologist/ Medical
.

al Therapist/ Medical rinary Staff ,

.Psychiatrist Professional Audiologist' Personnel Team Teacher Qther% of Row I. of Row % of Row I of Row I of How I of ROW f of Roie

Vis ion

Hearing.

:100 2.9

(1034) (N1)

100

(H.41)

100 14.7

(N.102) (N.15)

76.5

(N =26)

34.1 63.4

(0.14) (N.26)

PhysiCal oor

nd

.Developmeit

54.9 , 1.0 1.

(Wx56) (N.1).

* R

*
2.4 /

/
(Nal)

* 10.8 Z,9/,'
(H11) (11.3)

Intellectual

Development

Speech ani

Language

Development

100 55.2 13.8\ 18.4 . 4.6
0.'871 (N.40

(14.116). (14.4)

tofi '6.s 3.6 74.1 .0.7 6.5 / 1,4
,(11.139) (N.9) (N.5) (N.103) (Nal) (N:;9) (N.2)

.Social/EmOtional

DoVelopment

100 71.2
0

4.52)

11:0 IA 1.4 9.6 2.7

(N.8) (N.1) (14.1)' (N.7) (1,12)

20.6

// (N27)

15.7

(N.16)

8.0

1N.7)

7.2

(P10)



In contrast to the frequent use Dfi Head Start teachers for

screening purposes (see Chapter 6, Table 6.7), especially in the
areas of intellectual and social/emotional development, very few
/Head Start teachers,provided diagnostic confirmations of handicap.'
This undoubtedly reflects the high degree of training necessary to
become a qualified diagnostician, whereas screening providers can
be relatively easily and quickly trained. Teachers are often
in the best position to objectively observe their pupils every
day and thus are used frequently for screening purposes. Thexeioxe,
Head Stcut teachex4 pxovided-4cxeening 4ekvice4 with great 6kequency,
but cox make 4peciaLized iunctioa of diagnostic con6itmation,
othet pxo 44ionat4 wexe used.

Agency Affiliation of Diagnostic PrOvidets.

The agencieS with which professionals providing. confirmations of
handicaps were affiliated indicates _thedegreeto which Head Start
sought out and coordinated with external resources in the provision.
of diagnostic services (see Table 7.5). -Private practitioners/

2/consultants and other,' unspecified AgencieS7 were the two most fre7.
quent responses. Of the '-total 4763/ -confirMations of handicap, pri-
yate practitioners /consultants prOvided 134 diagnostic confirmations

___--110f the 87 confirmations of handicap in intellectual development, onlyr-- four were performed by Head Start teachers. HoWever, 122 children
were screened'sin the area of intellectual development 'by Head Start
teachers. Similarly, in social/emotional development, Head Start
teachers confirmed a handicap in only two case's, but they 'zcreened
110 childrenin this area.

2/TheseThese would include private hospitals, public or private clinics
and cases where the agency affiliation was unknown. This' latter.
response occu.red fairly frequehtly due to the number of\children
diagnosed.at birth or soon after and cases where the diagnostician
was known, but the agency affiliation was unclear or ambiguous.

This figure inclitdes confirmationsNof,handicap in the area of\
primary concern, as well as confirmed handicaps of secondary im'\
portance for the multiply disabled.



TABLE 7.5

Agencies Providing
Confirmation,of Handicap by Diagnostic Area

Diagnostic. Area
Agency'

Easter Seal/
Local.

Crippled
or State

Children
Health/

Assoc./
Private

Social Public Assoc. UniversityPractitioner /,Hospital Services School for Retarded Affiliated,Total" Consultant (puhlic) 6epartmeat System Children Facilities lload Star( Otlwr
. 01 Rof , of Row'. 1 ut Pow '.. of PoN

". of Pot, : ..i Row 1 of Roo
'', of Row ; of Dew

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

........_ ..._______
...........

. _.

..... .. . - ______ .... . ......-..
vision

Hearing

11)0

0.54)

100

(N.41)

47.1

(N.16)'

39.0

(H.16)

8.8 '

(11-31

4.9

(H.2)

8.8

(N23)

4.9 .."

(Hq) .

I h

i

2.9

(N.1)

4.9

(N.2)

14.7

(N.S)

4,9

(1`122)

..,

7.3

, (N .3)

Physical Codr.

dination and

100

((.102i

25.5

(N.26)

14,7

(NHS)

7.8

(N.8)

3,9

(N-4)

9.8

0010,1

9.8' ,

. (N.18)

4,9

(I):5)Development

Intellectual IOU
. 24.1 2.3 4.6 12.6 2.3 12.6 9.2Development ., (H.87) (NA21) . (102) (N=4)

(N.I1) (N41) (NI) 1841
=Speech and 100 19.4 3.6 4.3 15,1 S.8 11,5 15,1Anngnago

(11.139) (N.27) (N.S1 (N.6)
(N.21) (N.8)

P16) (N ;21)

Social/Cmotional 100 38,4
4.6 5.SDevelopment' (11.751 (11.28j

(11.3)
(1,1.4)

185

1.4
8.2

01-11
(N.4) '(N.6)

;......._

17,6.

llf.h)

34,4

(N .14)

23.5

'(N.24)

32.2

(N.28)

25.2

(WS)

37.0'

(N.27)
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(28.2%) and other agencies also provided 134 handicap confirmations
(28.20). Combined, then, these agencies represent over half Of the
diagnostic confirmations performed (268 diagnostic confirmations or
56.3%). Sometimes the same diagnostician was used for several chil-
dren, so that children with suspected handicaps would he routinely
referred to these established professionals for diagnostic services.
More frequently, hOWever, each child was seen by a different pro-
fessional and these diagnosticians were not necessarily used again
for similar services for other-children.

.University Affiliated Facilities were used with the next greatest
frequency; professionals associated-with this type of organization pro-
vided 48.(10.1%) of the total.number of confirmations. Programs lo-
-cated ,ear universities often tapped the abundant resource of student
apprentices, especially in the area of speech and languange and in-

..tellectual development. Diagnostic providers associated with univer-.
sitie'S provided 21 of the 139 confirmations of handicap in speeCh and
language (15.1 %) and eight of the '87.(9.2%) performed in the area of )
intellectual development Such arrangements with localcolleges and
universities .seem to be mutually beneficial: students -have an orpor.-
tunity to train under actual field conditions and Head Start children"
receive prompt; inexpensive and thorough diagnostic services.

Head Start staff were responsible for 43 or 9A.percent of all
confirmations, the majority of these in speech and language (N=21).
_ The higher number.of diagnosticconfirmations

provided by,Head Start
-staff 'as' Compared to the number- done by 'Bead Start:teachers,21 indi-
cates that. the Head Start programs'had a. number of non-teaching pro-.

'fessionals on staff (speech therapists and. psychologists Were most

1/,
Head Start teachers were responsible for 11 diagnostic' confirmations
(see Table 7.4 ) . However, when looking .at the figures for the
prolviding agencies, Head Start, as an agency, was responsible for 43
handicap confirmations.' Therefore, -32 confirmations of handicap
(43 total:-- 11 performed byteachers) were provided by non-teaching
HeadyStart professionals.



frequent) who provided diagnostic confirmations) Other agencies
such as the public school system, special outpose organizations,
health or social service departments provided infrequent diagnostic-,,
services to Head Start children.1/,

The reasons for using the various agenc. s/profesSionals were
basically two: these providers offered the best service availablec,
or were -part of an established diagnostic service (Table 7.6). In
every developmental-area these two responses were consistently the.
highest, with the figures ranging from 25.6 percent in physical
coordination) to 41.1 percent (in social emotional development).
It is important to note that a great many of the respc dents felt,
that _their established diagnostic procedures were also the best
services available,-so these two responses should not be considered
as mutually exclusive. These two categories combined'accOunt for-

.nearlythree-fourths of all responses across all developmental
areas. The expense of the service had little to do with the
utilization of a particular professional or agency. The maximum
number, of cases in which cost was a factor in the choice of diag-
nostic services was only seven out,of 125 diagnostic evaluations
(5. 6 %) in the area of physical coordination and development. Avail-_
ability of services (that is, the diagnostician was used because
he/she was the only available service in the area) did not seem to be
a significantly frequent-reason either, ranging from no -reported cases
in vision to 10 (6.3%) /in speech and language. A more sizeable pro-/
posytion of cases-were/diagnosed prior to enrollment and, therefore,
Head dStart had no choice in the agency or professional used. The
single largest area in which pre-enrollment diagnosis Occurred was
physicalcoordination and deVelopment, where nearly one-fourth of the
125'confirmed handicaps (31 cases or 24.8%1 were diagnosed before the
child's Head Start enrollment.

1/Public schools were responsible for 40(8.4%) of the tota). 476 con-firmed lhandicaps; special purpose agencies such as' Easter Seals,
Crippled Children-'s Associations and, the Association for Retardi:dChildren provided a combined total of 24 (5.0%) diagnostic_confirma-tions; 'and Health or Social Service Departments 26 (5.5%) of the'total.

7.19



TABLE 7 . 6

IReasonior Use of Agencies/Professionals for diagnostic- Services byDiagnostic Area

-,.Diagnostic Area
... /

Least

-Expensive
4 Service

: Total * Available
t of Row % of Row

r

.0-,\ Reasons
.

No Choice
Part of in the
Established Matter
Diagnostic Child Was

Best Only -Servide with Diagnosed
Service Service ,Which Program Prior to
Available Available- is Associated Entrollment.
%. of Row % of Row % of Row % of. Row

Other
% of Row.

Yiston

Hearing

Physical

Coordination
anei Development

100

(N55)

100

(N61)

100'

(N.125)

,

3.6 29.1
(N.2) (N.16)-

3.3

(N-2)

5.6

(Ns.7)

Speea,aad- 1 0
Lahote *I58)

lfltellectual 100\
AevelopMent (0114)

100

(W.107)!Emotionak

Development

3.2

(N=S)

1:3
(N.6)

4.7

34.S

(N-19)
16.4.

(N.9)

41.0 1.6 26:2 14.,!(N25) (N=1) .(N.16) (r-D)

27.2

(N=34)

38.6

0.61)

0.8

(41)

0.3

(01.0)

25.6

(N.32)

39.2

(N62)

24.8

(N.31)

(

8.9

(N.14)

16.0

(N.20)

3.8

(N.6)*

36.0 6.1.
10.5 4.4.(N-41) -

(1P7) (N43) (012)

.31.8
41.1 9.3 7.S

(N=34) (N6) (N=44) (N.10) (08)



Funding Sources

Perhaps the single most difficult aspect of the diagnostic_
.process to determine 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-interpreted keeping in mind these difficulties.

Head StaAt.iund.6 (Bazic. Gant and Pxogkam Accoun.::-1-64 wete the
pAedominant Bounce oi Sunding wsed to pay Sot diagnostieconSttmatton4.
Utilization of Program; Account 26 funds ranged from 16.7 percent of
the confirmations of hlandicap in phySical coordination and develop-
ment to 39,6 percent of the confirmations of handicap in speech and
language.` In addition,jHead Start. Basic Grant monies mere used,fxbm
8.8- percent of the diagnostic confirmations in phySical development
to .28,8percent of the confirmations of handicap in social/emotional
development. _Combined,- Program Account.26 and Basic Grant funding
provided well over half of the confirmations of handicap in intellec-
tual, speech 'and social/emotional development:

While,t Head Start Program Performance Standards indicate that
Head Start monies may be used-to provide diagnostic serviceis; the
Standards alsormake it clear that this funding should be used only as
a last resort: "Head Start funds may be used only-when no other
'source of funding is available. '-/ While Head Start does not seem

,1

to' make use of alternate sources of funding, inkind services seem
to be virtually untapped. Inkind service delivery ranged from
only 0.7 percent (1 of the 11' speech and language diagnostic can,
firmations) 'to 7.3'percent (3 of the 41 confirmations 'of handicap
in hearing) . Head Start programs were apparently able to locate
only a small ;number of professlonals whO would perform diagnostic
confirmtions for free 'or less-than ,the markit valile of their

1/Head-S't-
DREW, Ju

,ram Performance °Standards OCD. Notice N-56-364-4,
'p.. 27.



TABLE 7 . 7

Distribution of Funding Sources Used to Obtain Confirmation -of Handicap by Dingnosti,Area

Diagnostic Area
Source 'of Fundill

Joint

Funding
(Head

Head Start Start/
Head Start . Supplemen- Inkind it)ther:,Total** Basic Grant tal (P,A.26) Services agency)1 of Row

, % of Row Row, t of'Row t of Row

:Vision 100 14.7. .ifi
(4.'34) (H.5). '-//4N6)

. ,

:110aring . 100 f '12.2 / 29.3
(H._41)" (N.12)

. . .

Physical Coordi- 100'
. 8.8 16.7

`nation and . (N.102) .(N .9)
(N'17).Devilopeiont

r Schools
LReimbursement /State . y
of Services) Rinds' Other .

t of Row "/ t of t of .RoU

Intellect .11 100 '18.4 35.6Deyelopme4t (N=87) (N*16) (Hm31)

,

'Speed. and: ,100
i

10.8 39.6
: 0.:7.Langilage (N -139)

1-14-15) (NF55) -.--"f---.0...1

7.3
(N-3)'.

2.9 2.9 _ 3.9/
(N-3) (N-3) 4

29.4 35.3 -

(N-10) (N*12,

17.1 34.1
(N47) (N-14)

.27. 5 t r-37.3

(N'38)

2.3' 2,3 5.9 20.7 13.8
(t1=.2 (N.2 (N.6) (N-18) (N12)

Social/Rmotional 100 '
Development (H*73)

28.8
(N.211

31.5
(N..23)

6.8

(N75)

2.2
01-i)

7.2

(N410)

2.7 5.5
(N -2), (N-4)

15.1 !. 24.5
(N=21) (N-34)

(
.20) (N-10)

tIncludes TPSOT, Head StartIBEH-doint Funding, and other Education for the Handicapped. Act Funds .
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Confirmations of handicap in the remaining developMental areas

(vision, hearing and physical coordination) were funded predominantly

by a combination of other funding sources such as EPSDT, joint funding

arrangements with BEH, etc. 1/ Included in this category would also be

those occasions when parents paid .for diagnostic services or when the

funding source was unknown (this occurred primarily when children

were diagned-prior to Head Start enrollment).

Diagnostic Techniques

Tables A7.2-A7.7 (see Appendix A) show the types of techniques

most frequently used during the diagnostic process. /n aLE. ca6e6

except 6ocial/cmotionaZ development, ,objective, 6tandatdized in6ttu-

ment4 wene ptimatily used to coniitm a handicap. Thus for vision,

hearing, and physical development, routine opthomological, audiometric

or physical! exams were administered in the majority of cases (35.3%,

53.7% and 46.6%, respectively). In intellectual development, the

Stanford Binet and other standardized tests combined to account for

over 65 percent of the techniques used in that area. Similarly,

standardized testing comprised nearly three-fourths of the speech and
2/language diagnostic techniques (73.6%).- In social/emotional develop-

ment, however, standardized tests accounted for only 34.7 percent of

.--the techniques used; observational confirmations, on the other hand,'

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

1/- Vision: 12 of 34 confirmations of handicap or 35.3 percent;
. heating: 14 of 41 confirmations of handicap or 34.1 percent; physi-

cal coordination and development: 38 of 102 confirmations of Nandi -=
cap or 37.3 percent.

1/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.

7.23
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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

An-important part of meeting the needs of handicapped children

and a basic foundation of the Head Start philosophy is the involvement

of parents in the health and welfare of their children. Without

appropriate explanati6n 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

.six ccue's (2.2%) were diagnortic neisult4 nOt genetatty zhaAed with

paAent.6.1
/ For the remaining children, however, parents were in-

formed of these results--in over half of the cases, by both the

diagnostician and Head Start staff.? The favored method used to

present diagnostic results to parents was a combination of written

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

and 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).

1J FromFrom 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 IT
final report.

/ 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-
sibIe for expl'a'ining results and in 30 cases (14.5%), Head Start
staff explained the diagnostic results to parents.

7.24
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TABLE '.S

Manner in Which Diagnostic- Results Were Eyzolained to Head
Start Children's Parents

'Way Explained % within Group of Tctal by C:rouu

Not Generally Explained

Explained by diagnostician:

method not specified

written report

100.0
(N=6)

24.7
(N=19)

f=6)

23.6
(N=-7

verbal report

written and verbal report

Explained by Head Start staff:

method not specified

written report

48.1
(N=37)

27.3
(N =21)

2.6
(N=1)

15-.4
(N=6)

14.3

verbal report 59.0
(N=23)

written and verbal report 23,1.
(N=9)

Explained by staff/i
diagnostician together! 52.8

(::=147)
method not specified 0.7

(Ni)=

written report

verbal report

written and verbal report

Not reported

Total**

10.6
(N=1S)

23.'
(:I=33)

65.5
(N=93)

100.0
(N=5)

N=269

1_9
(S)

100
(N=2(,9)
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Development Of a Diagnostic File

The maintenance of all records pertaining to the diagnostic ser-

vices a child receives is of the-utmost importance. Written reports

of diagnostic evaluations, recommendations for service delivery and

records of the services actually received are necessary to ensure that

proper treatment is 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.

PYLog,tam tecond,s wete Zocated by 6,4":cIld staK6 6ot 268 of

the 4ampte chiaken; c6 thee 268 chi.ednen, 251 chi.edxen (93.7%)

had a diagnotic 6i.e.e. 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

detailed,procedures for referral -and monitoring of special services

were included in the diagnostic file. In other cases, 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 instanCes, the

diagnostic file did not support the assignment of handicapped

labels.

The Functional, Assessment Component of the Diagnostic Process'
1/

In the ideal diagnostic process, a functional assessment (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 easily translated

.,into guidelines for classroom and home activities.

/ Only major differences.between the functional assessment and the

Confirmation components of the diagnostic model will be highlighted.

Patterns of completion dates, providers, agencies, funding or

techniques, etc... were similar for these components of the

diagnostic process.
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When the total number of re: f-unct4(nal assessments was

broken down by those performed only in tTle dev,ilopmental area corres-

ponding to the child's primary handicapping ,Jondition (see Table 7.9),

it is obvious that functional assessments fall somewhat behind con-

firmations of handicap in number. (1,cf 221 o the oampZe 269 cases

(82.2%) Aeceived a 6unctionaZ a,s6es.sment, but 240 chi.1_:dA_,y1 (89.2) had

a con6itmation of handicap in the area o6 concetn.

While the learning disabled and emotionally disturbed children

had a low frequency of functional assessments, which in turn corres-

ponds to the relatively low incidence of confirmation of handicap

for these two groups,i/ 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 extent of the child's

functioning capabilities was self-evident or because the impairment

was so mild that it did not limit the child's functioning at-all.

For example, one child reported to be health or developmentally 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 assessments show divergent

configurations from confirmations of handicap were in the types of

professionals and- agencies providing these-services. Whereas 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). Thiz inctecuse in Head Statt14 patticipation in thi4 4tage

o6 the diagno4tic ptoce44 indicated that iewet 6unctionat a44e44ment4

wete provided by pto6e4Aionat diagno4tician4.

1/Only 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.
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TABLE 7.9

Frequency of Functional Assessments Made in the Appropriate'Developmental
Area by Reported Primary Handicapping.Condition

Handicapping Condition and
(Appropriate Developmental Area)='

Total
% of Row

Functional
Assessment
Performed

of Row

No Reported
Functional
Assessment
% of Row

Total (Across all Areas) 100.0
(N.269)

82.2
(N.221)

17.3
(N.43)

Visually Impaired 100.0 60.0 40.0

(Vision) (N.15) (N.9) (N.6)

Blind 100.0 66.7 33.3

(Vision) (N.6) (N.4) (N=2)

Hearing Impaired
(Hearing)

Deaf
(Hearing)

Physical Handicap
(Physical Coordination/Development)

Health/Developmentally Impaired
(Physical Coordination/Development)

100.0
(N.21)

190.0
(N=2)

100.0
(N.37)

100.0
(N.30).

81.0
(N=17)

100.0
(N.2)

94.6
(N.35)

60.0
(N=18)

19.0
(N-4)

5.4
(N=2)

40.0
(N=12)

Speech Impaired
(Speech and Language)

Specific Learning Disability

100.0
(N.59)

100.0

91.5
(N.54)

74.2

3.5
(N.5)

25.3

(Intellectual Development) (N.31.) (N.23) (N.8)

Serioui Emotional Disturbance 190.0 72.7 27.3

(Social/Emotional'Development) (N=33) (N.24) (N =n)

Mentally Retarded 100.0 2/ 3/

(Intellectual or Social/ (N=35)

Emotional Development)

1 / The appropriate developmental area was determined on the basis of OCD Notice
A-30-335-4, "Announcement of Diagnostic Criteria for Reporting Handicapped

Children in Head Start."

-./ Twenty-five mentally retarded cases received a functional assessment in

intellectual development; 13 menially retarded children received an assess-

ment in social, /emotional development. Some of the 33 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 area.

/It is. assumed that N.0.-
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TABLE 7.10

Agencies that Provide Functional Assessment by niagnostic Area

Diagnostic Area

Vkion

nearing

Physical Coor-

dint ion and
Development

'Intellectual
Development

Speech and

Language

Soda 1/1:mot iona I

Development

133
3

Agency

Faster `Thal/

Local

or State

Cripple

Childrek

Health/ Assoc./

Private Social Public Assoc. University

Consultant/ Hospital Services School for Retarded Affiliated

Total"

of Row

Practitioner

1 of Row

(public)

of Row',._

Department

of PO4
........ ......

System

1 of him

Children

1 (If Now

Facilities

1 of Ro$,

Head Start

1 of Ruh.

Othei

1, 01 Rol,
......._

100 111.0 5,7 8.6 2,9 2.9 25.7 14,3

IN- iS 1 (N,14) (N=2) (N=31 (1(=.1) (N=1) (N=1 0=51

100 19.5 4.9 2,4 7,3, 1.9 7.3 24,4 29,3

(N.41) (11.8) (N=2) (N:11 (03) (11.2) (N:3) (N=In) (N.I2 I

100 20.1 11;6. 7.8 5.8 8.7 7.8 16.5 Z0,4

(10103) 0:211 (NrI3) (N-8) (N--,6) (11.9) (N=8) (N:17) (NI)

1011 20.6 2.1 4.1 11.3 2.1 10,3 22.7 26,8

(11=97) (6220) 11021 (6 :4) (11:11) (102) (1010) (6=22) (6.26)

100 23.1 3.4 3,1 14.3 Si. 8.8 16.4 25,2

(U 117) (NI341 (N.,51 (11.51 (11:21) (N=8) (N.13) (N =21) (N.37)

100 34.I * 4.4 5.5. 1.1 4,4 23.1 27,5

(6091) (N=3l 1 (N=4) (N:S) (01) (11.1) (N =21) (11.25)



,Had Start teachers provided proportionately more functional

assessments than confirmations of handicap for the sample children

(see Table 7.11). The proportion of teacher-conducted functional

assessments ranged from 2.9 percent -of the vision 'assessments to 15.4

percent of theass_essmentS_in social/emotional development. The

remaining assessments performed 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

programs.-1/

The funding sources used to obtain functional assessments re-

flect the increased utilization of Head Start personnel (see Table

7.12). "se of Head Start Basic Grant 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

supplemental funds (Program Account 26) were used to pay for func-

tional assessments from 17.1 percent (vision assessments) to 41.E per-

Cent (speech and language assessments) of the cases. Combined, Head

Stant Sunda paid sat mane than hat6 oti att. 6unctionat. azAseAsLmentAs. In

contrast, while Head Start funding was used to obtain a large number

of functional assessments, Head Start did not pay for the majority of

all 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.?

1/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 :11 Head Start was the providing
agency (N=103).

1/The qualifications of the Head Start staff to perform functional
assessments cannot 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.
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TABLE 1,11

Pr.,fessionals Who Provided Functional Assessment by Diagnostic Area

Diagnostic Area

Total**

1or-Row

Provider of Functional Assessment

Pediatrician/

Other Parapro- Mead

Licensed Speech fessional Interdisci- Start

Psychologist/ Medical Therapist/ Medical plinary Staff

Psychiatrist Professional Audiologist Personnel . Team Teacher Other

1 of Row 1 of Row t of Row 1 of Row % of Row t of Row 1 of Row

Vision. 10 2.9 68.6 * 8.6 * 2.9 17.1

1N=35) (N-1) (N=24) (N=3\) (N=1) (N=6)

Hearing 10..,
* 31.7 63.4 * 4.9 * *

,N=41) (N-13) (N=26)
=2)

Physical Cour7 100 10.8 42.2. * * 14.7 12.7 19.6
Ainatioa and ('1'102) (N.11) (N=43) (N=15) (N=13) (N=20)
Development

Intellectual 100' 48.5 5.2 23:7 12.4 10.3

Development r:N=971 (N=47) (N=5) (N=23) (N712) (N=10)

Speech and 100 7.5 2.7 69.4 0.7 6.1 5.4 8.2

Language

Development

(N=147) (N=11) (N=4) (N=102) (N=1) (M) (N=8) (N=12)

Social/Emotional 1(0 59.3 3.3 1.1 1.1 . 14.3 115.4 5.5

Development' (N=91) (N=54) (N =3) 0-0 (N=1) (N.13) (N=14) (N=5)



T'3LE

[I---
Funding Sources I!sed to OfrAim Functional Assessments by Diagnostic Area

Diagnostic Area

Total**

t of Row

Source of Funding

Head

Supple- Service
Head Start mental Provided

Basic Grant (P.A. 26) In kind
1 of Row 1, of Row i of Row

Joint

Funding

(Head\

Start(

other]

agency)

% of flow

Public Schools

(Reimbursement

of Services)

% of Row

State

Funds Otherl
/

1. of Row 1 of Row

Vision 100 42.9 17.1 *_ * 2.9 14.3 22.9
(N=35) (N=15) (N=6) (N41) (1,145) (N=8)

Hearing 100 24.4 22.0 2.4 * 22,0 29.3
(N=41) (N=10) (p9) (N=1)

Physical Coor- 100 19.4
dination and (N=103) (N=20)-,

'Development-

Intellectual
. Development

100

(N=97)

Speech and 100

Language (N4147)

Social/ 100

Emotional (N=91)

Development

22.7

(N222)

11.6

(N=1/)

31:9

(N=9) (N=12)

'19.4

(N=20)

'3.9

(N=4)

1.0

(N=1)

4.9

(N=5)

23.3

(N424)

28.3

(N.29)

40.2 2.1 1.0 6.2 15.5 12.4.

(N=39) (N=2) (N=1) (N=6) (N415) (N=12)

41.5 1.4 1.4 7.5 12.9 23.8
(N-6I) (PZ) (N2) (N411) (N419) (N=35)

37.4 1.1 5.5 7.7 12.1
(N=29) ..(N434) (N=4) (N41) (N45) (N47) (N=11)

1/

Includes EPSDT; Head Start/NH Joint Funding, and other Education for the Handicapped Act Funds



The Recommendation Component of the Diagnostic Process

The final step in the ideal diagnostic process entails the

development of recommendations concerning treatment, therapy, educa-

tional instruction or any other special services. Thislast component

is of vital importance for, as the Performance Standards state:

"Examinations which do not lead to needed remeaial or rehabilitative-

treatment represents [sic] a waste of time and money. /

Ta.bZz 7.73 is!low.s that 4,5 06 thesampte chitd,ten (17.10) had no

/Lepotted ,tecommendationz.in the deveZopmentat. aked cOkke-vonding to

the piLimcuLy hand,Ecapping zoilditon. Children classified as emotionally

disturbed most freauently were without recommendations; 11 of 33 so

categorized (33.3%) had no'reported recommendations in the develop-

mental area of primary contern.

As in the case with functional assessments, the quality and use-

fulness -of diagnostic recommendations varied greatly. In some cases,

an appointment for a later check-up or an eyeglass prescription was

considered as a recommendation. In others, specific types of therapy,

health considerations, suggestions for classroom activities or refer-

. gals to more specialized professionals/agencies for treatment were

included.

The pattern of recommendation providers was similar to that-for

provision of confirmation of-handicap. Head Start staff made recom-

mendations in cases in which they did not perform confirmations, bUt

this occurred infrequently. For example, Table 7.14'shows that

13.2 perc ?nt of the reported recommendations (62 of .the 469 total \

recommendations) were provided by Head Start. Confirmation's of handi-

cap provided by Head Start only comprised 9.0 percent of the reported

diagnostic confirmations (43 of the 476 total confirmations).i5./

1/Head Start Program Performance Standards, OCD Notice N-30-364-4,
DHEW, July 1975, p. 26.

1/ Emotionally 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.

/ See Table 7.4.

7.33
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TABLE 7.13

Frequency of Recommendations Made in the Appropriate Developmental Area by

Reported Primary Handicapping Condition

Handicapping Condition and
(Appropriate.Devplopmental Area)-1

Total
;.of Row

Recommendations
Made
% of Row

No Reported
Recommendations

of Row

. ,

Total (Across all Areas) 100.0 82.9 17.1

(N..269) (N..223) (N..46)

Visually Impaired 100.0 73.3 26.7

(vision) (N-.15)
(N..4)

Blind 100.0 83.3 16.6

(vision) (N..6) (N..5)

Hearing Imptired 100.0 81.0 19.0

(Hearing) (N=21) (N-.17) (N'4)

Deaf 100.0 100.0

(Hearing) (ZW2) (N..2)

Physical Handicap 100.0 83.8 16.2

(Physical Coordination/Development) (N-37) (N..31) (N..6)

Health /Developmentally Impaired 100.0 73.3 26:7

(Physical Coordinator/Development)

Speech Impaired
(Speech and Language)

Specific Learning Disability
(Intellectual Development)

Serious Emotional Disturbance
(Social/Emotional Development)4

Mentally Retarded
(Intellectually or Social/
Emotional Development)

(N..30)

100.0
(N-59)

100.0
(N=31)

100.0
(N33)

100.0
(N-35)

(N-22)

93.2
(N..55)

74.2
(N..23)

66.7
(N..22)

2/

(N..8)

6.3
(N-4)

25.8
(N..8)

33.3
(N.11)

3/

- /TheThe 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."

? /Twenty -sixTwenty-six mentally retarded cases received recommendations in intellectual'

development; 13 mentally retarded children
received recommendations in social/

emotional development,. Some of the total 35 mentally retarded.children received

recommendations in both areas. Due to this overlap, is.assumed that all

mentally retarded cases received recommendations in an appropriate developmental

area.

1/It is assumed that N..0.

7.34
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Diapostic Area

TABLE 7.14

Distribution of Agencies ProvidingRecounendations by Diagnostic Area

Easter Seal/

Local Crippled

or State Children

Health/ Assoc,/

PriVate
,

Social Public Assoc. University

Consultant/ Hospital Services School for Retarded Affiliated

LAW* Practitioner (public) Department Sys.tem Children Facilities Head Starr Other

01 Row 1 o1 Row i of Now 1. of Now 1 of Row I of Row I 01 low t of Row ", of Now
_ .... .... ..____. .... ._______

. .....

Vhion

(hearing

'100

,p301
ti

100

(N.134)

' 40.0

(N=12)

35.3

(N.12)

6.7

(N .2)

5.9

(N=2)

10.0

(N.3)

5.9

(N22)

6.2

(N -,2)

2.9

(N.1)

3.3

(N.1)

5.9

(N=2)

13,.5

IN.11

8,8

(N.3)

8.8

(N.3)

. Physical Coor. .100.. 21.4 14,3 8.2 6.1 7.1
. 10.2 11.2

dination and (11.93) (N.21) (N.11) (N.8) (N-6) (N=7) (11.10) (N=11)

Development

. Intel leclua 1 100 24.2 1.1 4.1 11,0 2,2 13,2 11.3

Development (11 =91) (N .22) (N=1) (N01) (N =10) (N=2) (0.12) (0 :13)

Speech and . 100 19,1 3.6 1 :' 3.6 15,3 5.1 10.2 17.5

Language (H7137) (0.27) (N =S) (N05) (0:21) (1.07) (N.11) (N.24)

. .

Social:Notional 100 34.2 * 5.1 6,3
t

7,6 13.9

Development (0.79) '(N027) (N=4) (N =5) (0.6) (0:11)

205

20:0

(N=6)

26,5

(N.9)

21.4

(0:21)

29.7

(N.27)

24.8

(0:31)

32.9

(N.26)
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Completeness of the Diagnostic Process

Table 7.15 illustrates the relative frequency of completion of

each of the previously discussed diagnostic components. BAoken down

by AepoAted pAimaAy handicapping condition and appAopAiate devetop-

mentat anew eon diagno4i4, it ti4 cteaA that the emotionatty di4tuAbed

and teatning dizabted have the towezt incidence of complete diagnoz-

tic 4e&vice4. 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). However, for emotionally disturbed

children diagnostic confirmations were reported_for only 72.7 percent

of the 33 cases so classified (N=24); 72.7 percent reportedfunc-

tional assessments (N=24); and, 66.7 percent reported recommenda-

tions (N=22). Similarly, only 23 of the 31 children reported to be

learning disabled (72.7%) received complete diagnostic services.

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.

In 4ummaity, the diagno4tic components 4peciiiicatty AequiAed by

the TAan4mittat Notice 75.11 (con6iAmation olS handicap and Aecommen-

dation4) cute the components of the diagnortic pAocezz that .ane com-

pteted Moist iAequentty. White liunctionat azzezzmentz cote not.A.e-

quiAed, the4e were A.epoitted atto ass 66ten az );.ecommendationz.

HoweveA, chitdAen with ceittain handicapping condition4 A.eceive much

tezz thoAough diagnostic zeAvicez than the average bon the total

zampte: Speciiiicatty, emotionatty-diztuAbed, teaAning dizabted,

and heatth/devetopmentatty impai&ed chitdAen wete.te44 tikety to

A.eceive the butt Aange diagno4tic 4e&vice4 than chitdAen with

others di4abititie4.

7.36
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TABLE 7.15

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

Handicapping Condition and
(Appropriate Developmental Area) -'

Total
i of Row

Confirmation
Performed
i of Row

Functional
Assessment Recommendations
Performed Made
1 of Row % of Row

-Total (Across all Areas)

Visually Impaired
(Vision)

Blind
(Vision)

Hearing Impair;.'
(Hearing)

Deaf
(Hearing) -

Physical Handicap
(Physical Coordination and
Development)

Health/Developmentally Impaired
(Physical Coordinatiun and
Development)

Speech Impaired
(Speech and Language)

100.0
(N -269)

100.0
(N=15)

100.0
(N=6)

100.0
(N=21)

100.0
(N=2)

100.0
(N=37)

100.0
(N=30)

100.0
(N=59)

89.2
(N=240)

93.3
(N=14)

83.3
(N=5)

95.2
(N=20)

100.0
(N=2)

.94.6
(N -35)

80.0
(N=24)

98.3
(N=56)

82..2

(N=221)

60.0
(N=9)

66.7
(N=4)

81.0
(N=17)

100.0
(N=2)

94.6
(N=35)

60.0
(N=18)

91.5
(N=54)

82.9
(N=223)

73.3
(N=11)

83.3
(N=5)

81.0
(N=17)

100.0
(N=2)

83.8
(N=31)

73.3
(N22)

93,2
(N=55)

Specific. Lea ning'Disability 100.0 74.2 74.2 74.2 .

(Intellectual) Development) (N=31) (N=23) (N=23) (N -23.)

%

Serious EMotional Disturbance 100.0 -72.7 72.7 66.7
(Social/Emot1 ional Development) (N=33) (N=24) (N=24) (N=22)-

m=r1rA11v Retarded 100.0 2/ 3/ .
1/_

(intellectuallf or Social /- (N=35)
Emotional/Development)

. I

1/ 1

- The appropriate developmental area was determined on the basis of OCD Notice A-30-533-4,
"Announceiment of Diagnostic Criteria for Reporting Handicapped Children in Head Start."

2/- Twenty-seven mentally retarded cases received a confirmation of handicap in intellectual
development; 11 mentally'retarded children received a confirmation of handicap in social/
ethotionap. 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
children received a confirmation of handicap in an appropriate developmental area.. This
assumption also applies to functional assessments and recommendations as well.

? /Twenty -five mentally retarded cases received a functional assessment in intellectual
`developtrient; 13 mentally retarded children received an assessment in social/emotional
development,

4/
- Twenty=six mentally retarded cases received recomendations in intellectual development;

13 mentally retarded children received recommendations in social/emotional development.

7.37
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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

diagnostic 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 pertained

to diagnostic services,, in general, multiple responses were allowed.

Diagnostic Service ProV'ders

In general, non - Head Start prograMs used the same types of pro-

viders as Head Start. For confirmation of handicap (Table 7.16),

pediatricians or other licensed Medical personnel provided most.of the

confirmations of handicap in vision (52.2%) and physical development

(52.2%); speech therapists or audiologists confirmed most handicaps

in hearing (52.2%) and speech and language (71.7%); and the majority

of programs, reported psychologists or psychiatrist's as the primary

providers of confirmations of `disabilities in ,intellectual development

(67.4%) and social/emotibnal development. (54.3%). Teachers were a':

,relatively frequent provider of,confirmation services in non -Head.

Start programs, whereas teachers infrequently confirmed handicaps

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

grams more often utilized the services of disciplinary diagnostic

teams. For functional assessments and recommendations (see

Appendix A, Tables A7.9=A7.10) the basic pattern of relatively-

more ,predominant utilization of interdisciplinary teams and

staff teachers in non-Head'Start programs remains about the same.,

The incr sed utilization of teachers in non-Head Start programs in

the diagnostic process reflects, a basic staffing difference between

\
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TABLE, 7 .16

Professionals Who Provided Confirmation of ilandicapio
Non-Dead Start Programs by Diagnostic Area

PiapOIAZ Area
Provider of Confirmation

Psychologist/

Psychiatrist

Pediatrician

Other

Licensed

Medical

Professional

Speech

Therapist/

Audiologist

Parapro-

fessional

Medical

Personnel

Aterdisci-

plinary

Team

Staff

Teacher Other 1'

Vision 2,2 52.2 2.2 * 13.0 2.2 23.9
(N.1) (0.24) (N.1) (N.6) (N.1) (N.11)

Hearing A'
28.3 52.2 4,3 13.0 A 17.4

(14.13) . (N=24) (N,,2) (N=6) (N=8)

Physical Coordination 8.7 52.2 *
4.3 26.1 10.9 23,9and Development (N.4) (N=24) (N=2) (N.12) (N=S) (N=11)

Intellectual 67.4 4.3 . A
* 30.4 8.7 10.9Developnent (N=31) (1,1=2)

(N.14) (N-4) (N=5):

Speech and
.2,2 2.2 71.1 * 19.6 4.3 10,91.aliguag, -Development (N-1) (N.1) (N.33) (N =9) (02) (1.5)

Soc i a I /I:mu t iona 1

Ilevelopment
I

54.3 A 2.2 *
26.1 t7.4 23.9(N.25) (N.1) (N.12) (N.-8) '(N.11)..-

/Includes social worker awl public health nurse

Note: programs were allowed to respond more than once. Percentages were derived from total amber of non-flead Start programs (46).
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;these two types of programs. Non-Head Start programs have.better

qualified peisonnel in terms of educational backgrounds (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 ton-

'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 4iagnostic services of public .schooi systems more

because they were more often affiliated with the school systeM.

Furthermore,, this indicates that diagnostic services are available

through the public school systems in Head Start com,,unities, but

that,resource7sharing between Head Start and the schools has not

taken place to the extent that it could.

Reasons for Use of Professionals/Agencies

As in the case of Head Start programs, the major reasons for-

using 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 Appendix A, -Table A7.11).

3asically, the same types of techniques were used in non-Head'

Start and Head Start programs to confirm handicaps (see Appendix A

Tables A7.12-A7.17).\ Non-Head Start programs seemed to rely on their

own locally-designed assessments proportionately more often, however.

'HeadHead Start teachers \tend to have backgrounds in early childhood
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

Agencies that Provided Confirmation
of Handicap in Non -heal Start Programs by Diagnostic Area

Diagnostic Area

ag.

Easter Seal/
Local

Crippled
or State

Children,

Health/ Assoc,/
Private

Social Public Assoc. University.Practitioner/ Services School for Retarded Affiliated
Consultant lohlic) Department Systua Children .Facilities Other

Vision
34.8

(N.16)

8.7

(N=4)

8,7

(N=4)

23.9

(I'M])

- 4.3

(N.q)

10.9

.; (N =S)

8.7

(N=4)

Hearing
23.9 4.3 8.7 34.8 '6,5 19,6 21.7(N-11) (N-2) (4.4)

,

(M=16) (N=3)
, 009) (N.10)

PhyMcal Coordination
41.3 4.3 8,7 26,1 4,3 13,0 26:1And Doculopent

(N.19) (N.2) (N.4) (N=12) (4.2) (N=6) (N=12)

IntellectRal
28.3 1.2 15.2 30,4

. 2.2 13.0 . 39.1'Nvelopioegt
(N =13), (N41) (N.7) (N=14) (N=1) (N.6) (N418)

Speech and
17.4 2.2 4.3 37.0 6.5 19.6 39.1Language

(N.8) (N.1) (N.2) (N.17) (N=3) (N=9) (4.18)

Social/botional
26.1 4,3 15.2 30.4 2.2 4.1 43.8Develomit

(N=12) (N=2), 7) .014) PO (1,1=2) (1'1;17)

Note:. programs were allowed to respond more, than once. Percentages were derived from total nutter of non-Head Start pi'ogra1n (46).



This is especially noticeable in the Area of speech and.language

where locally designed assessments were frequently used in non-

Head Start programs, but they-were one of the least frequently used

techniques for Head Start children. The other major discrepancy 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 Children in non-Head Start programs
were also involved in the diagnostic process. The primary method of

explaining diagnostic results-in both programs was by the staff and

diagnostician 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 diagnosticians together to explain

results. to parents; 14 non-Head Start'programs (30.4%). reported staff

only; and in the remaining 12 (26.10), diagnoSticians alone explained

results to parents. For those programs using both staff and diay.

nosticians together, le. (80.0%) used a combination of written and
verbal reports.

A comparison of Head Start and non-Head Start programs leads to

some general conclusions concerning the differences in the diagnostic

services providedby both. In general, non-Head Start prdkrams seemed

to use interdisciplinary teams and staff teachers as providers of

diagnostic services more frequently. The publiC school system was

also more frequently the agency responsible for diagnosis, in non-

Head Start programs. Finally, locally designed instruments were

used for diagnostic assessments more often in non-Head Start pro-

grams than in Head- Start.
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TABLE 7.18

Manner in Which Diagnostic Results Are Explained to Parents
in Non-Head Start Programs

Way Explained % within Group % of Total by Group

Not Generally Explained

Explained by diagnostician:

method not 'specified
(N=1)

written report

verbal report 41.7
(N=5)

written and verbal report 50.0
(N =6)

Explained by.program staff:

method not.specified 7.1
(N=1)

written report

verbal report 21.4
(N=3)

written and verbal report 71.4
,

(N=10)

Explained by staff/
diagnostician together:

method not specified

written report

verbal report__

written and verbal report

5.0
(N=1)

15.0
(N=3)

80.0,
.(N=16)

26.1
(N=12)

3 0..
(N..4)

(N=20)

Total**
N=46

. 100

7.43
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Summary of Findin

The following is a brief summary 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.

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 of developmental areas. While
in part this reflects cases of multiple handicaps, it
also strongly suggests that the catego7 of learning
disabled is not clear to those responsible for diagnostic

Classifications. Although intellectua/l development is
the appropriate developmental area in/which to confirm,

a child as learning disabled, the majjority of these chil-
dren were confirmed as handicapped in speech and language
(approximately 77%), followed by. intellectual development
(approximately-75%),, and social /emotional development
(approximately 42%). Confirmations of handicap were also,
reported for these children in the areas"of physical
coordination, hearing and vision.

7.44
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Most diagnostic confirmations occurred relatively late
in the program year. Including those children diagnosed
prior to the current program year,-by the end of October,
less than half of the sample children (approximately 47%
or 126 cases) had beeri 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 pro,. _ded to most of the sample children within the
90 day limit suggested by the Performance Standards, this
left little time to secure diagnostic services, adjust
classroom planning, land develop an individual plan of
services.

Diagnostic service providers seemed to be appropriate
and qualified personnel. Physicians, speech therapists/
audiologists, and psychologists/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 infrequently.

Head Start funds (Basic Grant and Program Account 26) were
the predominant source of payment for diagnostic services.
,Combined, these two 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 handicap in the remaining developmental areas. Inkind,
services on the other hand, were rarely received.

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, Head Start staff was
responsible for.the explanation of these results to
parents and FL over half the cases both Head Start and
th-ediagnostician together explained findings to the
parents. ,

a The overwhelming 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 recommendations. However, functional
assessments appeared to have been developed more often by
a different professional, usually Head Start personnel.
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o Even though assessments were not specifically required -by
the Performance Standards, functional assessments in the

ar-a of primary concern were reported for approximately 82
p.. _ent of the sample children. The quality and useful-
ness of these assessments varied greatly, however, from
case to case.

o Approximately 83 percent of the sample children received
recommendations in the developmental area corresponding to
the reported primary handicapping condition.

o 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.



8
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 pro-
cess. Individualized planning for each child is required if the

program is to be responsive 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. Specif-

ically, the following questions are investigated in this chapter:

Haw 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?

Td what extent did children's staff use the children's
diagnostic files in developing their plans of service?
What difficulties, if any, were encountered as a result
of using diagnostic files to develop individual plans of
service?

8.1
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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?

Head Start Planning and Curricular

Individual Plan 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 comprehensive plan, called an

individual plan of services, should guarantee that handicapped chil-

dren receive the same types of services as other Head Start children

and that additional or specialized services are also provided when

needed.

Respondent interpretation of the concept of an ndividual plan

of services varies greatly from program to program. An individual

plan of services-was-reported for 187 of the 269 children (69.5%).

Of 187 cases, program staff indicated that the plan was written

for 153.children (81:8%). However, in reviewing written records,

individual plans were located for only 141 children.? some cases

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

1/All data in this section are child-specific.

? SeeSee Table 8.1.'
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TABLE 8.1

Manner in.Which Services were Planned for
Head Start Handicapped Children

Manner of Planning % of Totall/

Child had individual plan of services

Child had written individual plan of services

Child's individual plan of services was located

Child only had an educational plan (and did not
have individual plan of services)

69.5
(N=187)

56.9
(N=153)

52.4
(N=141)

4.8
(N= 13)

Components Included in plans:
% of Children With
Individual Plans?i

Education

Health

100.0
(N=141)

38.3
(N= 54)

Social Services 18.4
(N= 26)

Parent Involvement 24.8
(N= 35)

Nutrition 14.2
(N= 20)

Other
(N= 10)

1 /Percentages based on

/
Percentages based on the 141 children for whom individual plans
of service were located.

the total sample of 269 children.

8.3
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child for each component (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 histories, results of monitoring) as well as more ex-

tensive elaborations on specially identified problems. Another pro-

gram had a comprehensive approach to needs,assessment and remediation;

the strengths and weaknesses of each child were identified 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 individual plan of services. Others viewed the individual

plan as only dealing with education, or such items as lesson plans or

folders containing the child's art work were presented as the in-

dividual plan. Theze data and intetviewet ob4eAvation4 indicate that

Mass os Sew pAogAam4 had gta6ped the concept o6 the compitehen6ive and

intetitelated nature o5 the component6 o6 the lot.an; that lieweic 6titl

6eemed awate o S the need to u6e diagno6tic and a44e46ment data to

liotmuZate a lot.an a4 action to counteract identiited lotobt.emz

each chit.d; and that almo6t hat6 o6 the 4ampt.e chit.dten did not hav

a wtitten comptehen4ive ptan o6 4eAvice4.

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. 06 the 141 individual pt.anz Zocated, o6 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 located. 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)

8.4
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included a health component. Parent involvement, social services and

nutrition components occurred with lesser frequency.i
/

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

goals2 was found in 57.5 percent of the cases (81 of the 141 individual

plans an education component). A statement of short-term goals--31

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 handicapped children this

is especially important since these children are usually in need of

even more specialized services than their non-handicapped peers.

Furthermore, the nature and extent of the child's disability must be

taken into account when identifying appropriate and reasonable goals.

To properly plan experiences and assess progress, theh, 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

1/-Respectively, the figures are: 24.8 percent, 18.4 percent, 14.2 per-
cent.

Defined as goals set for the school year or as general objectives
that are specific to the child.

Defined/,as more specific objectives to be achieved within a more
finite time frame, such as daily, weekly or monthly.

8.5
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TABLE 8.2

Education Components of Individual Service Plans for Those
Children With a Service Plan

Education Component of Presence of Component in Plan
Service Plan

Unspecified
% of Rowl/

Yes No

% of Rowe % of RoWl

Annual Goal

Short Term Goal

Statement of Specific
Services

Evaluation Procedure'with
Objective. Criteria

2.1 57.5 40.4

(N=3) (N=81) (N=57)

2.8 70.3 26.9

(N=4) (N=99) (N=38)

2.8 63.8 33.4

(N=4) (N=90) (N=47)

2.8 60.3 36.9

(N=4) (N=85) (N=52)

/ 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.



identify the nature of the child's disability(s); a functional assess-

ment that outlines, the extent o impairment so that appropriate goals

can be set; -and recommendations whi':h indicate the types of services

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

diagnostic file should be the prime basis for developing an individual

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 diagnostic

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 inforffiation were. found to be more useful than the

diagnostic file for 34 children (18.20 of those with individual

plans). Such sources may include general information on specific

handicapping conditions (such as books/ pamphlets on mental re-

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 obtain a copy of the file. This may be simply

a logistics problem'(for cases in which files were maintained at a

main 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 discussion of the model diagnostic process may be
found in Chapter 7.
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TABLE 8.3

Extent of Use af,:Aaiagnostic File to Develop Individual
Plans of Servicel/

Frequency of Usage % of Total

Not at All

Used Slightly

Used Extensively

Unspecified

Total

26.7
(N=50)

29.9
(N=56)

41.7
(N=78)

1.6
(N=3)

100.0
(N=187)

1 Includes only those children for whom an individual plan of service

was reported to be available.



TABLE 8.4

Pr'oblems in Using the Diagnostic File -y) Develop Individual
Plans of Servicel/

Problems

No problems

Other sources were used more

Out of date information

Did not receive report in time

Terminology was too technical

Staff disagreed on services

Could not obtain a copy

Report was too general,

Other

Unspecified

38.0
(N=71)

18.2
(N=34)

0.5
(N=1)

9.6
(N=18)

0.5
(N=1)

0.5
(N=1)

14.4
(N=27)

5.3
(N=10)

7.5
(N=14)

5.3
(N=10)

Total 100.0
(N=187)

"Includes only those children for whom an individual plan of service was
reported to be available.
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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 out of date for use in developing a

child's individual plan.

Planning and Implementation of Activities in the Classroom

As stated before, successful mainstreaming of handicapped chil-

dren involves much more than their actual physical presence in the

classroom. There must be a delicate balance between individualized

instruction 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 thildicmthe same way or were planned

for all children, but modified for the handicapped children. Combined,

these two approaches comprised the manner in which activities were

planned forapproximately 80 percent of the sample. Broken down by

specific objective areas, Tercentages for 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 objective area.

Similarly,, Table 8.6 showsthe manner in which activities were

actually conducted in the classroom. Again; very few children were

excluded from activities because of their handicapping condition.

Most respondents indicated that activities were conducted for all

children the same way. Percentages in this category. ranged from

45.4 percent in the area of communications activities to 57.6 percent

in the area of self-concept development activities. Of secondary

frequency, teachers indicated that activities were specifically con-

ducted for the handicapped child. 'Percentages in this category
.

ranged from 30.9 percent in the self concept objective area to

42.8 percent in the area of communications activities.
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TABLE 8,5

Manner of Planning Activities By Objective Area

Objective Area Ilinner of Plannis

Row Total

t of Row

Planned because Not Planned

Planned for' of thisChil,d's for this Child

Planned for all Children Handicapping Condition Because of Handicap

all Children but Modified but not Planned but Planned for No
the Same Way for this Child for all Children Other Children Response

i of Row % of Row 1 of Row 1 of Row 1 of Row

Cognitive 100.0 40,5 48.0 9.7. 1,1 0,7

(N.269) (W109) (W129) (N.26) (N=3) (N-2)
re

Comnication 100,0 35.3 44.6 18.6 1.1 0.4

(W269) (N.95) (N.120) (N.50) (N.3) (N.1)

Self Help 100.0 47,2 40.1 11.5 0,7 0.4

(N.269) (N.127) (W108) (N.31) (W2) (W1)

Self Concept 100.0 49,4 37.5 U.S 0.4 1,1

(W269) I (N=133) (N-101) (N=31) (1,01) (N=3)

Gross Motor 100,0 42.3 43,1 12.6 0,7 0.7

(k69) 0115) '. (N=116) (N=34) (W2) (W-2)

Fine Motor 100.0 42.0 44,2 11.9 0.7 1.1

(N=269) (W113) (W119) (N.32) (W2) (N.3)

Other 100,0 3.3 6.3 3.7 0,4 86,2

(N-269) (W9) (N.17) (W10) (N=1) (N=232)



TABLE 8,6

Manner of Conducting Activities By Objective Area

Ctiective Area Ilaner of Conductini; Classroom Activities

Inducted for

all Children

Row Total the Sue trey

% of Row % of Raw .

Conducted for all

Not Conducted for

this Child Because

Handicapped Specifically of Handicap

Oildren Conducted for But Done for No

. the Sae Way this Mild Other Children tesponse

% of Row % of Row .1 of Row 1 of Vow

Cognitive 100.0 50.9

(N=269) (N.137)

Comanication 100.0 45.4

(N=269) (N.122)

Self Help 100.0 55.0 ,

(N.269) (N.148)

Self Concept 100.0 57.6

(N.269) (N.155)

Gross Rotor 100,0 51,7

(N.269) (N-I-139)

Fine ibtor 100.0 50,6

(N.269) (1 136)

Other 100.0 4.1

(N=269) (1,1.11)

11.5 36,1 1.1 0.4

(N.31) (N-97) (N4) (N=1)

10,4 42,8 1,5 *

(4.28) (N.115) (N.4)

10.8 33.8 0,4 *

(N.29) (N=91) (N3I)

10.8 30,9 0.4 0,4

(N.29) (N.83) (N=1) (N=1)

9,7 37,9 0,7
*

(N.26) (11.102) (N.2)

9.7 38.7 0,7 0,4

(N.26) (N.104) (W) (N-1)

. .

1.1 8,6 0,4 85,9

(N.3) (N=23) (N-1) - (N.231)
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In general, there seems to be a pattern of greater individualiza-

tion in the area of communications activities and objectives and a

more homogeneous approach to dealing with self-concept development.

Howevet, aotozz att objective ateaz, the data Zndicate that in-

dividuatized pZanning Gott the <sampte chitdten ocuvuted <somewhat

in6)Leguent.ty, and individuaLized activitiez wete conducted 6oit them

even £e44 6tequentty. The handicapped children were treated in a

similar manner to the other children in the classroom.

Curricula

The type and orientation(performance-based or experienced-
based) of curricula used in Head Start programs indicate the de-

gree to which standardized materials are utilited 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%; sf,e Table 8.7). Table 8.8 shows that, across all
objective areas, locally_ designed material's 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 typ s of formal curricula occurred
with secondary frequency,-2/ followed by the Peabody series (especially
for use in the area of communication).

/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.

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



TABLE 8.7

Number of ,Cases Where Specific Written
Curricula Were Used

Specific Curriculum. Used

Specific Curriculum Not Used

Not Reported

Total

4";

231

8.14

79.6
(N=214)

18. (N=50)

1.8

(14=5)

100.0
(N=269)



TABLE 8.8

Written Curricula Used by Objective Area

Objective Arco
Curriculum

Locally Leurning
School Collier Developmental.

Designed Accomplishment Montessori Before Materials /Rebus
Total A* Materials Peabody Profile (1.0) Curricula Six Program Curricula Other

i of Row t of Raw 1 of Row t of Row 1 of Row t °flow 1 of Row
. 1 of Now

,

rtirricula

Not Ilsed/

No

Response

i of Row--

21,9

(N.S9)

(N.49)

Cognitive

Communication

Skills

100

(N.269)

100

(N.269)

40,1

(N.1011)

37.2

(11.100)

8,6

(11%23)

13,8

(11037)

14.5

(N.19)

13.3

.(1=37)

0,7

(11.2)

0,7

(N.2)

0,7

(N.2)

0,7

(N.2)

0,7.

(N.2)

0,7

(N.2)

11.(1

0.341

14.9

(N=401

Self-kelp 100 14,2 3,7 14.9 1.9 1,5 0,7 10.0 23.0
(N.269) (N.119) (N.10) (N.40) (N'S) (N.4) (N.2) (N.27) (N.02)

Selfconcept 100 46,8 ),2 12,3 0,4 0,7 0,7 11.2 L1,7
(N.269) (0126) (N.14) (N.33) (N.1) (N.2) (N.2) (N.30) (N.61)

Gross motor 100 41,3 5,2 14,5,
0.7 0.7 14,1 22.7

(N.2691 (N2111) (N.14) (11=39) (N.2) (N.2) (N.2). (N.38) (P161)

Fine motor 100 41,3 1,2 14,9 0,7 1,1 0,7 12,3
(N.269) (N.111) (N.11) (N.40) (N=2) (N.3) (N.2) (11.33) (064)

Other 100

(N.269)

7,8

(N.21)

0,4

(N.1)

4,1

(Nall)

0.4

(N.1)

2.1

(N.6)

35,1

p229)
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Table n 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 14.5 percent of the responses. It was the 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 Curriculai/

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 because the Head Start data are child-specific and

the non-Head Start data are program-specific, and the response

options differed as well.

Devel ment of an Individual P1 of Services

Table 8.10 ishow,s that ate 46 (16 the non-Head Start pAogAams in-

dicated tite de

handicapped ch-W..

aoped an indtividuca p.ean o6 seAvices ion theiA

&ten and, with the exception of one program,, these

plans were written.\_Only seven (15.2%) non-Head Start programs

reported that the individual plans contained only an education

component. The remaining 39 programs (84.9%) developed individual

plans of services which more-or-less comprehensively addressed the

needs of each child.

The most frequent component of the plan of services reported by

non-Head Start programs was that of special therapy; 84.8 percent of

1/All data in this section are program-specific.

8.16
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TABLE 8.9

PerforMance or Experienced Baed Curricula by
Objective Areal!

Objective Area

Total **
% or Row

Curriculum Orientation

Mixed
% of Row

Performance
Based
or Row

experience
/ Based
o of Row

Cognitive

Communication Skills.

Self-help

Self-concept

Gross Motor

Fine Motor

100
(N-212)

100
(N=220)

100
(N=206)

100
(N=208)

100
(N=208)

100
(N=204)

33.0
(N =70)'

29.5
(N=65)

.30.6
(N=63)

23.6
(N=49)

32.2
(N=67)

31.4
(N=64)

12.7
(N=27)

12.7
(N=28)

15.5
(N=32)

20.7
(N=43)

13.0
(N=27)

12.3
(N=25)

54.2
(N=115)

57.7
(N=127)

53.9
(N-111)

55.8
(N=116)

54.8
(N=114)

56.4
(N=115

1/Includes only those children for whom specific written curricula were
used.

8.17
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TABLE 8.10

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

Manner of Planning of Total
1/

Program develops Individual Plan of Services

. Plan of Services isWritten

100.0
(N=46)

97.8
(N=45)

Plan includes only an Educational Plan _5.2
(N=7)

Plan includes Education as well as other 84.8

Service Areas (N=39)

Other service areas included in Plan:

Health

Social Services

Parent Involvement,

Special Therapy

Other

65.2
(N=30)

67.4
(N=31)

80.4
(N=37)

84.8
(N=39)

23.9
(N=11)

Percentages derived from total number of non-Head Start programs (46)



the programs (N=39) reported the inclusion of this component.

Parent involvement was the next most frequently reported component;

37 programs (80.40) indicated this was included in each child's plan.

Health and social services were also reported as components in the

individual plan by the majority of non-Head Start programs. 1 /

Planning and Implementation of Activities in the Classroom

It is difficult to make comparisons between information gathered

on planning and implementation of classroom activities 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. Nevertheless, Tab-ft 8.41 4howz a

Attong pte6eteftce 6on individuaZized p.eanning in non-Head Sta./Et poto-

9:Lama. Between approximately 89 and ..95 percent of the non-Head

Start programs reported individual planning for each handicapped

child, across all objectives areas. In contrast, for the Head Start

cases responses were fairly evenly dist-ributeclbetween planning for

Wall children the same way and planning for all children, but

modifying for a particular child (see Table 8.5).

Simit.ax.ey, non-Head Statt impZeMentation c6 activitie4 wais at.4o

heavi4 individuatized-(see Table 8.12). AcrosS all objective areas,

approximately 89 to 100 percent of al programs reported that activi-

ties were most often conducted individually for each handicapped

child. While for a number of Head Start cases this response33/ was

reported, for an even larger number of cases, Head Start classroom

activities were conducted for all children the same way. The extent,

towhi.ch the activitie4 wete p.eanned one conducted an individualized

1/
F

.igures are 65.2 percent and 67.4 percent, respectively.

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

8.19
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TABLE 8,11

Manner in Which Acthities are Planned by Objective Area in

Non-Head Start Programs

Objective, Area Manner of Planning.

Planned for Planned
,

.

Handicapped and ,Planned for' Individually

Non-handicapped all Handicapped for each Handi- No

Total the same way the same way capped child Response

t of Row t of Row t Of Row '0 of Row t of Row

Cognitive

Communication

100 4,3

(N=46) (N=2)

6.5

(N=3)

89.1

(N=41)

100 2.2 2.2 95.7

(N=46) (N=1) (N=1) (N=44)

Self-help 100 4,3 4.3 91,3

(N=46) (N=2) (N=2) (N=42)

Self-concept 100 4.3 4.3 89.1 2.2

(N=46) (N=2) (N=2) (N=41). (N=1)

Gross Motor 100 2.2 8.7 89.1 *

(N=46) (N=1) (N=4) (N-41)

Fine Motor 100 2.2 6,5 91.3

(N=46) (N=1) (N=3) (N=42)

Other 100 * 2.2 30.4 67.4

(N=46) (N=1) (N=14) '(1t.31)
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Manner Which Activities are Conducted by Objective Area

in Non -Head Start Programs

Obtective Area Manner of Conducti 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 t of Rdw, o of Row

Cognitive 100 2.2 8.7 89.1
*

(N=46) (N=1) -(N=4). (N-41)

Communication 100 *
*

100.0
*

(N=46) (N=46)

Self-help 100 4.3 2,2 93.5

(N=46) (N=2) (Ni) =(N=43)

Self-concept 100 4.3 4.3 89.1

(N=46) t(N=2) (N=2 ) (N=4 ) (N=1)

Gross Motor 100
*

8,7 91.3
*

(N =46) (N=4) (N=42).

Fine Motor 100
*

,.4.3 89.1 6.5

(N=46)' (N=2) (N=41) (N=3)

Other 100 2.2
*

6,5 91,3 .

(N=46) (N=1) (N=3) (N=42)
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metnnex did not depend on whetheit the picogxampxovided a mainztxeam

zetting Son it4 handicapped chitdAen.-4 / ThiA 6inding indicated that

the tiact that Head Stakt to/tog/taw mainztxeam handicapped chitdxen

cannot be conzidexed to inhibit theix ability to individualize

acuzitoom activities .

SimiLarto the figures for Head Start,li most of the non-Head

Start programs used specific written curricula (78.3%). Between

37 and 50 percent of the non-Head Start programs reported using

locally-designed materials for teaching curriculum (see Table 8.13).

This was also the' most preferred type of curriculum for the Head
Start children.

While the types of teaching materials were similar for both
programs, the orientation of the curriculum was slightly different.

On the average, Head Start programs used materials that were a
mixture of performance and experience-based. In contrast, Table 8.14

shows a proportionately greater preference for performance-based

curricula in non-Head Start programs; the average for all objective

areas was 44.4 percent performance-based, 42.0 percent mixed, and
14.5 percent experience-based.

Summary of Findings

The following is a summary of the major findings concerning

planning and curricula 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 comprehensiveness.

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
service plans for only 78 of the 269 sample children.

/
COncluSion frh a comparison of 13 non-Head Start programs with a
classroom mainstreaming component with non-Head Start programs
that did not mainstream in the classroom.

/
See Table 8.7.
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TABLE 8.13

Distribution of Written Curricula used by Objective Area in Non-Head Start Programs

Objective Area. Curriculum

Total **

t of Row

Locally

Designed

Materials Peabody

% of Row of Row

Learning

Accomplishment

Profile (LAP)

% of Row
Other

% of Row

Portage

Project

Curriculum

% of Row

Written

Curricula

Not Used

V% of Row

Cognitive 100 37.0 8.7 .3 V 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 .3 15.2 8.7 21.7
(N246) (1,1.18) (N25) (N =2) (N=7) (N=4) (N=10)

Self-help 100 50.0 2.2 .3 10.9 8.7 23.9
(N246) (N-23) (N=1) (N=2) (N=5) (N=4) (N=11)

Self-concept 100 45.7 2,2 4.3 10.9 4.3 32.6
(N246)

1 (N221) (N=1) (N=2) (N=5) (N=2) (N-415)

Gross' Motor 100 39.1 4.3 6.5 17.4 8.7 23.9
(N246) (N-18) (N22) (NM) (N=8) (N=4) (N11)

Fine Motor 100 39.1 4.3 .5 17.4 8.7 23.9
(N246) (N.18) (N=2) (N=3) (N=8) (N=4) (N=11)

Other 100 19.6 2.2 .2 2.2 2,2 71.7
(N246) (N=9) (Nx1) (N=1) (N=1) (N=1) (N=33)
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TABLE 8.14

-=.enam
Distribution of Performance' or Experienced Baied Curricula by Objective Area for those Non-Head

Start Programs in which Specific Written Curricula were Used

Objective Area Curriculum Orientation

Performance Experience
Total ** Based Based Mixed
% of Row % of Row i of Row % of Row

Total 100

(N=207)

44.4

(N=92)

13.5

(N.28)

42.0

(N=87)

Cognitive 100 38.9 13.9 47.2
(N=36) (N=14) (N=5) (N.17)

Communication Skills 100 44.4 11.1 44.4.
(N=36) (N-I6) (144) (N=16)

Self-help 100 45,7 17.1 37.1
(N=35) (N=16) (N=6) (Nx13)

Self-concept 100 37.5 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) (14=4) (No13)

Fine Motor 100 50.0 11.8 38.2
(N=34) (N-17)\ (N=4) (N.13)
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Classroom activities were not necessarily planned or
implemented in an individualized manner for the Head
Start handicapped children. A mixture of full in-
tegration and individualized instruction in Particular
objective areas seemed to be the genera' pattern.
Children were rarel Y excluded from activities due
to their handicapP ing condition. Since the non-Head
Start program pre dominantly individualized their
activities regardless of whether they mainstreamed
their children, the fact that Head Start mainstreams
does not appear to explain the relatively lower rate of
individualized activities.

\` Locally designed mateo performance-
and experience _based criteria were the favored curricula
in Head Start programs.

Non-Head Start-, pi:`grallis had a much higher incidence of
\\ reported individual
\ degree of individualized

rePorted higherPlans of service; a
ed instruction; and showed a

fnfp\reerece or\ perforniance-based curricula re lative to
Head Start programs.
\ .

8.25
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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, accomplished by monitoring,

is intended to feed into an evolving plan of services. The Head Start

Program Performance Standards indicate that procedures 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 activities, shall "be used for reviewing each child's

progress and modifying the program when indicated." The following

questions related to monitoring activities are investigated in the

context of this chapter:

For how many 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--
professionals most frequently conducted monitoring
activities?

To what extent were the sample handicapped child-
ren's individual plans of service modified as a
result of monitoring activities?

How do the monitoring activities typically con-
ducted in the non-Head Start programs compare to
the activities conducted for the sample handicapped

-

9.1
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All Head Start .data are child specific 8.71 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 reports in

children's files for slightly fewer children (81.80), it is nonethe-

less apparent that monitoting activitiez o6 zome type wake. conducted

Son the majoAity o6 the.chi.edten.

Type of Monitoring Activities Conducted

Table 9.1 indicates that unstructured observation was, overall,

the most frequently Used monitoring technique (used for 75.50 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). Thuz, Head

Statt ptogtamis uzed unzttuctuted on in6otmaf monitoiLing techniquez.

6on mono chit.dten than bon whom they uzed ztandatdized tents on

zttuctuted check Ziztis. Furthermore, the informal techniques such

as observation and parent report were used far more frequently (i.e.,

weekly or monthly) than the standardized tests or curriculum-specific

assessments. The latter techniques were primarily used no more than

twice a year.

Monitoring techniques were administered by predominantly one

type of professional, the teacher (Table 9.2). Of the 5].4 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.

9.2
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TABLE 9.1

Monitoring Techniques Used by Head Start Programs by Frequency of Application

Frequency_

Formal .

(Standardized)

Tests.

of Column

Assessments That Are

Part of Specific

Curriculum

Package

of Column

Teacher/Center

Designed Unstructured Parent

Assessment Observation Report Other

0 of Column o of Column o of Column o of Column.

Total'

Weekly

Monthly

Twice a Year I.S

(Nr..34)

Yearly 12.1

(N=8)

Other 27.3

(N=18)

24.5

(1=66)

9.1

(N=6)

34.2

092)

14.1

(N=13)

15.2

(N=14)

25;0

023)

4.3

(N=4)

41.3

(N=38)

1/
Percentages in the "total" row are

of the sample monitored using each

rather than on the total number of

54.6 75.5 47.6 13.8

(N=147) (N=203) (N=128) (#37)

19.0 56.2 25.8 18.9

(N=28) (N=114)
, (N=33) (N=7)

17.7 7.9 28.1 37.8

(N=26) (N=16) (N=36) (N=14)

10.9 U.S 20.3 13.5

(N=16) (N=1) (N=26) (N=5)

2.0

03)

50.3 35.2 25.8 29.7

(N=74) (N=72) (N=33) (N=11).

based on 'a sample size of 269 children and, thus, reflect the percentage

technique; All other percentages are based on column-specific totals

sample children,,
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TABLE 9.2

Professionals Who Provided Monitoring Services to Head Start Children 1/

Head Start Teacher 77

399)

Speech Pathologist 5.6
(N=29)

Psychologist/Psychiatrist 2.1
(N=11)

Nurse

Physical/Occupational Therapist.

(N=10)

1.9
(N=10)

Social Worker/Certified Special 1.6
Education Teacher (N=8)

Opthomologist/Optometrist/ 1:4
Audiologist (N=7)

Physician 1.4
(N=7)

Other 6.4
(N=3 )

Total** 100
(N=514)

1/Children were often monitored more than once during the program
year; as such, there were 514 instances of monitoring locat.H. 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 in 172 cases (63.9% of

the sample children). However, according to staff reports, only 187

children had individual plans and, therefore, plans were modified

due to monitoring activities for almost all of the children who had

individual plans (91.80). These data indicate that, on the whole,

results of monitoring a tivities were being used to modify the child-

ren's plans of service in accordance 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 act'-ities themselves.

Non-Head Start Monitoring Activities

All of the non -Head Start programs indicated that they regularly

monitored the progress of the handicapped children in their programs

(100.00). The pattern of monitoring techniques used by non-Head

Start programs is similar to the pattern used by Head Start programs

(see Table 9.3): That is, teacher/center designed assessments --ind

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

o 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%).

as 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.

9.5



TABLE 9,3

Monitor ; Techniques Used by Non-Head Start Programs by Frequency of Application

Frequency Monitoring Technique

Formal

(Standardized)

Tests

t.of Column

Assessments That Are

Part of Specific

Curriculum

Package

t of Column

Teacher/Center

Designed

Assessment

t of Column

Unstructured Parent

Observation Report Other

t of Column % of Column t of Column

Totally

Weekly

54.3

(N=25)

39.1

(N=18)

76.1

(N=35)

20:0

65.2

(N=30)

56.7

60.9

(N=28)

7.1

28.3

(N=13)

7.7

(i=7) (N=17) (N=2) (N-1)

Monthly 8.0 5.6 20.0 10.0 32.1 30.8

(N=2) (N=1) (N=7) , (N=3) (N=9) (N=4)

Twice a Year 40.0 38.9 14.3 7.1

(N=10) (N=7) (N.5) (N=2)

Yearly 28.0 5.6 3.6 15.4

(N:7) (N=1) (N=1) (N=2)

Other 24.0 50.0 45.7 33.3 50.0 46.2

(N=6) (N=9) (N=16) (N=10) (N=14) (N=6)

1/Percentages in the "total" row are based on a sample size of 46 programs and,lhus, reflect the percentage

of the programs that used each type'of technique for Monitoring purposes. All other 'percentages within each

.column are based -on the total within the column,rather than on the total number of non-Head Start programs.
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0 Plans of service of almost all of the children
who had such plans were modified as a result of
monitoring (91.8%).

o 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.

9.7



10
SERVICE PROVIDERS

To facilitate comprehensive service delivery to handicapped

children in a mainstream setting, Head Start often supplements the

services of the program staff with services from a wide variety of
professionals. These professionals are primarily used to conduct

screening and diagnostic procedures, and they also participate in the

delivery of health,, therapeutic, and/or educational services to Head

_Start handicapped children.

The examination of the prcvision of services to'children and the

professionals/agencies used for service delivery reflects the interest

of the staff of the Administration for Children, Youth and Families

in a child-centered approach to, service delivery. A child-centered

approach is characterized by a willingness 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 agencibs 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. In 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 provides 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:

o How many handicapped children 'in the Head Start sample
received services from specialists at least once
during the program year? What types of specialists pro-
vided services to the children? What types of services
did they provide?

o 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 receive
services from a Head Start staff:pember 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?

Head Start Service Providers

Professionals Who Provided Services to Sample Children-

Head Start staff indicated the number and type of professionals

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 were paid. "Data in this section are based

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

Fot aZmost aLe o6 the sample chiZdten, Head Stakt utiZized pto-

iessionat speciaiists Got ptovision o6 setvices at Zeast once during`

the 1o/tog/tam yeah (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

pathologists/therapists provided services most frequently (to 51.7%

10.2



TABLE 10.1

Professionals Used for Provision of Services to Study Children and Area of
Involvement

Total

Children

Professional Served 1/

Involvement Area

Works with Works with

Child at Child in Trairts/ConSults Trains

Another Site the Classroom with Teacher Parents

Physician

Nurse

Psychologist/

Psychiatrist

Speech

Pathologist/

Therapist

44.2

(N.119)

51.7

(N.139)

41.3

(Ng111)

49.4

(N.133)

Social Worker 140.1

(N.108)

Nutritionist/ 12.3

Dietician (N.33)

Certified 22.3

Special Educa (N.60)

than Teacher

Physical 14.9

Therapist (N.40)

Occupational 8.2

Therapist (N..22)

Opthamologist/ l 12.6

Optometrist I (N.34)

Other 23.8

Specialist (Ng64)

Evaluates Observes

Child's in

Progress Classroom Other

76.5 10.9 16.8 14.3 53.8 5.0 7.6
(N.91) (N.13) (N.20) (N.17) (6.64) (11 .6) (8.9)

34.5 56,8 66.2 59.0 68.3 53.2 7.9

(Ng48) (11.79) (N.92) (N.82) (N.95) (N=74) (N.11

42.3 31.5 73.0 36,0 77,5 55.8 5.4

(N.47) (N.35) (N.81) (N=40) (N=86) (11=62) (N=6)

68.4

(6291)

50.4 67.7 53.4 88,7

(N.67) (MO) (N=71)

55.6 3.8

(N.71) (N=5)

18.5 38.9 63.9 78.7 35,1 51,6 13.0
(N.20) (6 =42) (N.69) (N.85)

(N=38) (N.59) (Ng14)

9.1 21.2 100.0 72.7 45.4 15.4 *

(6.3) (N=7) (N.33) (N.24) (N.15) (N.15)

55.0 36.7 65.0 55.0 75.0 61.7
(N33) (6.22) (N.39) (N.33) (Ng45) (N=37) (6.5)

87.5 27.5 60.0 55.0 62.5 30..0 5.0

(N=35) (6.11) (N.24) (1; 2) (N.25) (Ng12) (6.2)

90,9 31.8 68.2 68.2 95,4 27.3
*

(N.20) (6:7) (N.15) (N=15) (N.21) (N=6)

91.1 1,9 29.4 29,4 52.9 A 8.8

(N.31) (N.1) , (N.10) (Ng10), (N.18) (11.3)

51.6 59.4 71.9 50,0 73.1 68.8 4.7

(N.33) (6 :38). (N.46) (N.32) (N,50) (N.44) (11.3)

1 /Percentages for this column based on total number of children in the sample (1.269). for example, 119 children (44.2%)

were served by physicians.

2/Percentages for each row of involvement areas hosed on number of children served by the corresponding professional type,

for example, 91 of the 119 children who were served by a physician, or 76,5 percent, were served at another site.
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and 49.4% of the sample, respectively), although physicians, psycholo-

gists/psychiatrists, and social workers also provided services to a

large number of children (to 44.2:6, 41.30, and 40 1% of the sample,

respectively). These five groups of specialists the primary ser-

vice providers for the sample childrel, although a broad spectrum of

other types. of specialists provided services to the sample children

as well. The area of service provision with which the specialists.

:ere involved varies by the professional type, although, on ti.e

whole, all potential involvement areas :,re well-represented. Across

professional categories, the specialists were most frequently involved

in the following areas:

o working with children at sites oti.or than the classroom

evaluating child progress

training or consulting with teachers

This indicates that the children who received any services from

professionals 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 from specialists at

some point during the program year.

Although almost all of the sample children received services at

least once 70M specialists/professionals, tess than hat.6 06 them

(1-10 at 40.9%) teceived setviees on a teguZat-and 0.equent basis

that is, as pant 06 theiA weekly schedute. The following 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 provider's 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

10.4
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TA3LE 10,2

ToVi "Re -.16-g Eq." Ciii

Service Area

Medical/ Occupational/ Other ilierapy

Educational family Dental Physical Related to

Day Care Instruction Couvelig Treatment Therapy Child's Handicap (Ithel

q_c1.1c1
t of Column 1 of Col= t of Column t of Column 1 of Column t of Column t of Colon

___________ ...._....______.

100,0 1110,0 100.0 100.0 100.0 1011.0

(N.5) 0 (N.32) (N=29) (1,1.25) (N.19) (61.56)

* A 104 60.0 * 21,1

(N=3) (6.15) (N=12)

A A
13.8 16.0 5.3 8.9

--- -----

Total

Private Practitioner/

Consultant

Public Hospital

(N=1()

t),2

011

A

(6.4) (6.4) (6.1) (11,6)

Public or State Health *
6.2 3,4 o

10,4 1,8
A

Department

Social Services

Department

Public School System

Easter Seal Agency

Crip led Children

Ass 'ation

Associot on for Retarded

Children

Mill First Chance Project

University Affiliated

Facility

Other

0.21 ()M) (6.2) (0.1)

40.0 3,1 31.0 8,0 * 5,1

(N.2) (NI) (11.9) (N2) (1"1'.3) (Nd)

20.0 62'.5 10,4
A

15.8 8.9

(6=1) (14.20) (N=3) (N.3) (N.S)

A *
3,4 A

5,.3 5,4

(6.1) (N=1) (11,3)

A A
A

A
31.6

A

(N.6)

A A A A

ft

A

A A
A

A A
A

A A
6.9 A * 7.1

6.3

59.0

A

*

.°

A

(6.2) (11=4)

40.0 28.2 20.7 16,0 31.6 41.1 37.5

(N=2)
. (N=9) (N.6) (N.4) (N.6) (N=23) UK)

I
/

Includes only those children who received services from professionals as part of their weekly schedule (11.110). Each child

may have received more than one type of service (1.e., may be represented In more than one column).

260
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publjc'school system C62.5%). Professionals affiliated with social

services departments were the most frequent 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 providers 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, wio6ezzionat.41 A.eguZait. 'sett/ice's weit.e

mort o6ten paid bon. by the p/Loviding agency,i /
and an additional small

percentage of the services were provided on an in -rind basis. Thus,

the external services regularly received by the Head Start children

were generally funded by neither the Head Start program nor the

ch.LIdren'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

exceptiOn of occupational/physical therapy, 4e/it/ice's /5o11. the chit.d/Len

wete mort pLequent.ey inztigatedby Head StaiLt. Services were rarely

initiated by another agency and coordinated with Head Start,. except

in the area of occupational/physical 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 often

coordinated with Head.Start."

Data presented in Chapter.4 indicated that few of the teachers,

aides, or educational coordinators who served the sample handicapped

children had a college 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, oven. hat.6 66 the chit.dit.en had

no cZa44A.00m ,sta66 tiLained in 6peciat. education and. did not -'receive

1/ n effect, this is an in-kind service to Head Start.

10.6
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TABLE 10.3

Services Provided to Study Children by Source of Funding 1'

Service Area

. Medical/ Occipational/ Other Therapy

Educational Family Dental Physical Related to ----'
....,------ °

Day Care Instruction Counseling Treatment Therapy elilsLl.s..41antlicap Other

Fund i lit Soul ce 1 of Column 1 of Column 1 of Column 1 of Column 1 of Column :-ral Column 1 of Column

, --.

Total 100.0 100,0 100.0 100.0. 100,0 100.0 1110.0

(N=5) (N'32) (N=29) (N.25) (N.19) (N=56) (N=16)

Head Start hears
A

A 13,8 36.0 10.5 ,
28.6 12.5

full cost (N.4) (N.9) (N.2) (N.16) (N=2)

Services provided in.kind

(services not invoiced)

3,1 6.9 4.0 5.3

(N.1) (N=2) (N.1) . (N.1)

3.6 25.0

(NH) (N .4)

Services paid for by 20.0 68,8 41.4 12.0 31.6 14.3 43.8

providing Tacy (N=1) (N.22) (N=12) (N,3) (N.6) (N:8) (0=7)

Services paid in part 20,0 9.4 10.3
A 10.5 3.6

A

by Head Start (N1) (N.3) (N.3) (N.2) (0.2)

Parents pay for Services 4E0 o 3.4 12;0 5.3 16.0
A

(all or part) (N.2) (N.1) (N=3) (N.1) (N1)

A

Other 20.0 18,7 24,2 36.0 36.8 33.9 18.7

(N=1) (0.6) (N=7) (N.9) (N=7) (N=19) (0.3)

/
Includes only those children who received serviced from professionals as part of their weekly schedule (N=110),

Each child may have received more than one type of service may be represented in more than one column),
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TABLE 10.4

Role of Head Start

Total

Services Provided to Study Children by Role of Head Start!'

Service Area

Medical/ Occupational/ Other Therapy
Educational Family Dental Physical

Related to
Day Care Instruction Counseling Treatment Therapy

Child's Handicap Other
I of Column I of Column I of Column I of Column I of Column I of Column I of Column

100,0 100.0 100.0 100.0 100.0
100.0 100,0

(N=5) (N=32) (N=29) (N=25) (N=19) (N=56)
, (N=16)

Services initiated prior 60.0 15,6 20.7 24.0 47.4 12,5 6.2
to enrollment; no Head (N=3) (1,1=5) (N=6) (1,1=6) (N=9)

(1,1=7)
(N=1)

Start involvement or

coordination

Services provided at he 20,0

instigation of Head Start; (1,1=1)

included in individual plan

ca of services as a line item

28.1 20.7 24.0 15.8 48.2

(1,1=9) (N=6) (N=6) (1,1=3) (N-27)

Services provided at the 20.0 15,6 24.1

instigation of Head Start; (N=1) (N=5) (N 47)

not formally a part of

individual plan of services

Services provided at the

Instigation of another

agency; coordinated with

Head Start and included in

individual plan of services

A

24.0

(N=6)

12.6 6.9 8,0

(N=4) (N=2) (N=2)

A

15,8

(N=3)

Services provided at the *
3.1 6.9 4.0 15,8

instigation of another (N=1) (N=2) (N=1) (N=3)

agency; but not formally

included in individual

Plan of services ,

Services provided after

enrollment, instigated by

other agency, and ne Head

Start involvement/

coordination

Other

A

A

3,1 3,4

(N=1) (N=1)

16.1

37,5

(N=6)

37,5

(N=9) (N=6)

12.5

(N=7)

1.8 12.6

(N=1) (N=2)

3.6

(N=2)

A

21.9 17,3 16.0 5,2 5.3 6.2

(N=7) (N:5) (N4) (N.1) (N.3) (N.1)

I
/
Includes only those children who received services from professionals as part if fkiir weekly schedule (N.110). Each

child may have received more than one type of service (1;e., may be represented in more than one Column),
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xegutax, weekty isexvice4 tom 4speciatizt4 extexnat to Head Statt.

Thi4 Siguxe ifs 6Zightty Zowex Sox 4evexety/pxoSoundty handicapped

chitdxen, but nevexhe1e44, atmoist hatti the/se chitdten who axe

pxezumabty the one's moist Ln need oS ispeciatized 'se/LI/ice's did not
xeceive them on a xegutax bazi4. (See Table 10.5.) One-third of

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. Theze data indicate that a majoxity of the isampte chitdxen Ln

!lead Staxt did not xegutaxty xeceive isexvice4 Sicom ispeciatiztz ox

ispeciat education pxoSezzionat's on a tegutat, eistabtizhed

They Wete, inztead, °Sten ptaced Ln a mainztxeam 'setting without the

beneSit oS 4p.eciat,:zed zuppoxtive educationat zetvice4..

Characteristics of Professional Service Providers

Service provider information was collected from the external

providers themselves. Field staff were able to contact and interview

265 professionals who provided and/or continue to provide services to

the handicapped children in the study sample. For some children,

more than one provider was interviewed, 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 providers and not necessarily

because the children were not ser\red 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 wath the names and telephone
numbers of specialists who. provided services to the sample chil-
dren. Field staff then attempted to interview the specialists by
telephone. However, they were not ableto 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 pr'ofessionals most difficult to contact were physi-
cians and other medically-oriented professionals.
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TABLE 10.6

Type of Services Provided-By Spetialists
.

.

Services Provided t of Total'

Diagnosis 54.0
(N=252)

Screening 51.6
(N=241)

Therapy 23.8
(N=111)

Health Services 21.4
(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 .6.2
(N=29)

NOTE: Percentages 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.

268
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the specialists provided to children, however, are based_ on the num-

ber ofChildren to whom each interviewed professional provided ser-

vices (N=467, except for tables that only consider service providers

in a given area), since an individual professional may have provided

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 51.60, respectively, of the service

provider ca es).- Secondarily, the professionalswere used to provide

training t parents or Head Start staff (42.6 and 39.0%, respectively).

Professio als were least often used to directly provide services to

the child (therapeutic, health, or educational services; 23.8, 21.4,

and 22.3%, respectively). Tables 10.7 10.11', describe sub-

areas within each service a-r-ri in which professionalS were primarily

involved, and the most frequent areas of involvement are highlighted

below.

Professionals who provided diagnostic services most ofteh
participated confirmation of a child'.s handicap, re-
commendations related to.the handicap, or functional
assessment in the area of the handicap.

Health service r7ovidelJ primarily performed regular
medical/dental examinations and follow-ups.

Providers of educational services most frequently
developed eduCational'objectives or an instructional
program for children.

o Professionals who counseled or trained parents most
often assisted in the interpretation,of their child's
diagnostic file.

o 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 Start Handicapped Children

Staffing and External Services %.of Children

% of Severely/

Profoundly Handl.

capped Children

Special education staff and

receive weekly specialist services

Special education staff and do not 2.6

receive weekly specialist services (N=7)

No special education staff and 33.1

receive weekly 'specialist services (N=89)

No special education staff and do not 56.1

(N=131)

0.4

(N=1)

7,8

(N=21)

receive weekly specialist services

No response

5,0

(N=4)

1.2

(N=1)

47.5

(N=38)

46.3

(N=37)

(N=0)

Total 100.0

(N=269)

100.0

(N=80)

I
/
Includes classroom teachers and aides and educational coordinators'
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TABLE 10.7

Diagnostic Processes in Which .Service.Providers Participated.

Process

Confirmation of handicap

Functional assessment in area of
handicap

General functional assessment

Recommendations in area of handicap

General recommendations

% of Total
1/

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.



TABLE 10.8

Types of Health Services Provided by Service Providers

Service % of Total 11

Regular medical/dental examination:,
and follow-up

70.0
(N=70)

Prescription /monitoring of 40.0
pharmaceuticals (N=40)

Surgical services (specific to 18.0
handicap) (N=18)

Nutritional, planning and monitoring 31.0
(N=31)

Treatment of allergies and handicap- 11.0 /

related syndrones (N=1 )

Prosthetic services 3.0/
(N=3)

Other 44.0
(N=44)

1 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 Provldedby-Service Providers

Service % of Total'[

Developed educational
objectives/program

Worked with child at Head Start Center

Worked with child at home/location
other than Head Start Center

Conducted educational assessments

Other

82.7
(N=86)

55.8
'(N=58)

30.8
(N=32)

50.0
(N=52)

40.4
(N=42)

1jPercentagesPercentages 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.



TABLE 10.10

Type of Parental Counseling/Training Provided by Service Providers,

Training Area % of Totall/

Interpretation of diagnostic ' le

Nutritional/health counseling,

Behavior management

Family relations

Availability of community resources

Instructional techniques

Other

72.9
(N=145)

26.6
(N=53)

52.3
(N=104)

47.7
(N=95)

49.7
(N=99)

1 Q

(N=99)

11.6
(N=23)

1/ Percentages are based on the number of service provider cases
involved in provision of parental counseling/training (N=199).
Each case may be represented by more than one training area.
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TABLE 11

3 es head Start Staff Provided by Servie Providers

Training ea of Tota

Knowledge of :lead Start Performance Standards

manement

Individualized instructional techniques

Preparation of individual learning objectives

Working with parents

Strategies for recruitment or handicapped
children

Screening and assessment

Theory and practite of .mainstreaming

Strategies for working with specific handicapping
conditions

Understanding handicapped children and the _r special
problems

19.3
(N=36

33.3
(N=97)

70.3
(N=128)

46.2
(N=84)

54.4
(N=99)

21.4
(N=39)

61.5
(N=112)

22.0
(N=40)

72.0
(N=131) 1

56.5
(N=121)

1/
Percentages are based on the number of servic=e provider cases
involved in ptovision of Head. Start staff training (N=182). ,

Each case may be represented by more than one training area.



Payment- of Pr. _:ssional Service Providers

the 2t5 professionals interviewed, 137 were paid for their

services (70.66), b9 were not paid (26.0'1), and 9 did not respond to

the question (3.4'1). Of those who were paid for their services, 80

(42.8) were paid in en17.irety by Head Start, 45 (24,1°J) were paid in

entirety. their ::,ency/institution, 19 (10..n) were paid h- joint

Head Start /other agency funding, and 37 (19.8%) were paid through

other arrangements. Including those professionals who were paid in

entirety by their agency, Head Start received the services of slightly

less than half of the professionals at no cost. This information is

consistent with the child-specific data reported by Head Start staff.

Manner of Professionals' Involvement With Head Start

Table 10.12 describes 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 Head

Start staff, and'wel.e least often involved with the child throrh no

coordination with Head Start. Professionals who provided health ser-

vices were second most frequently involved with the child through no

coordination with Head Start and were least often part of the regular.

Head Start staff,

Non-pier' Start Service Providers

The non-Head Start program staff provided information on the

professional specialists they utilized in providing services to their

handicapped children, whether they coordinated service delivery with

other agencies/institutions and, if so, with what agencies they co-

ordinated. These data are program-spenfic.

F.
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rv! :e Area

Manner of Involvement of Professional Providing

Services to Head Start by Service Area

Manner of Involvement

Diagnosis

.Screening

Therapy

Health (medical)

services

Educational services

Parental Counseling/

Training

Teacher/Staff Training

Part of regular Sought out

Total** Head Start Staff by Head StalE

of Row t of Row t of Row

100 21,6

(N=278) (N=60)

100 28.

(N=257) (N=74)

100 29.4

(N=119) (N=35)

100 12.4

(N=113) (N=111

100 29.5

(N=122) (N=31

100 27.9

(N=21S) (N=60)

100

(N=185) (N=0)

50.4

(N=110)

47.9

(N-123)

31.1

(N-37)

(N=39)

35.2

(N=43)

32.1

(N=69)

63.8

/(N-118)

No Head Start

involvement or

coordination Other
,

t of Row t of Row

12.9

(N=36)

6.2 17,1

(;N=16) (N =41)

17,6 21.8

(N:21) (N:26)

28.3 21.8

(N=32) (N=28)

f 22.1 13.1

(N=27) (N=16)

21.4 18.6

(N=16) ,(N=10)

(N=0)

FTE: Percentages in each row are deteTnined'on the basis of the number of-

service provider cases involved in the relevant area,

2"1'

36.2 ,

(N=67)

riS



Atmo.st zti (97.893) o6 the nen-Head Sta,/t p,.Log7Lam,s 4.epokted that

thev Lititized piLede.s,sionaZ io/t pA.ovision to theit
handicapped chitld,ten. Further, a wide variety of specialists were
reported to be used (see Table 10.13). Psychologists or psychiatrists
were used most predominantly (in 73.3% of the programs), followed by
speech pathologists or therapists (73.9), physical therapists (63.0%),
and physicians (63.0%). This pattern of most frequently used providers
is similar to 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, acx3ss.profssional type, the predominant

. involvement areas are the same as for the Head Start children:

evaluating child progress

o training or consulting with teachers

working with children at -sites other than the classroom

Table 10.1 shows the agencies with which non-Head Start pro-
grams coordinated for purposes of.providing services to handicapped
children in their on program. The two agencies with which non-Head
Start programs most frequently coordinated were public school systems

(83.3% of the programs)- and social services Jepartments (80.90 of the
programs), followed. by public.ot State health departments (66.7%) and
private practitioners/consultants (61-.9%). Programs could indicate
any type of agencies 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 services such as physical
therapy. The comparative Head Start-data, however, only include
agencies with which providers of resular services were affiliated;
,and these predominant agency affiliations were public sChool sys-
tems and private practitioners/consultants,.-followed by social-ser-

vices departments and-public hospitals. The patterns of inter-

agency coordination -:ere similar for Head Start and non-Head Start

programs.

f
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Professional

Physician

Nurse

Psychologist/

Psychiatrist

Speech

Pathologist/

Therapist

Social Worker

Nutritionist/

0ietician

Certified

Special Educatit.

Teacher

Physical

Therapist

Occupational

ilTherapist

Opthamologist/

Optometrist

Other

Specialist

TABLE 10.13

Professionals Used for Provision of Services by Non-Head Start Programs

Involvement Area?

Total

PrograT1

Served_-

Works With Works With Evaluates Observes

Child at Child in Trains/Consults Trains Child's in

Another Site the Classro With Teacher Parents Progress Classroom Other

63.0

(N=29)

47.8

(N=22)

78.3

(N=36)

73.9

(N-34)

60.9

(N=28)

32.6

(N=15)

58.7

(N=27)

63.0

(N.29)

37.0

(N.17)

34.8

(N=16)

69.0 *
48.3 . 34.5 51,7 h.9 11.8.

(N=20) (N=14) (N' 0) (N=15) (N=2) (N=4)

63.6 54.5 90.9 8.: 84.8 45.4 1.5

(N-14) (N=12) (N=20) (N-15) (N=12) (N=10) (1,4=1)

36,1 86.1 . 50.0 94.4 63.9 13:9

(N-18) (N=11) (N=31) .(N=18) (N-31) (N=23) (N=5)

64.7 70.6 76,5 58.8 91,2 73.5 14.7

(14=22) '(N-24) (N=26) (N.20) (N=31) (N=25) (N=S)

39.3 28,6 85,7 85.7 53.b 50,0 25.0

(N=11) (N=8) (N1.24) (N=241 (N.15) (N=14) (NO)

40:0 6,7 66,7 60.0 26.7 6.7 26.7

(N=6) (N=1) (N-10) (':,9) (N=4) (N-1) (N=4)'

44.4 92.6 55,6 .0.4 92.6 70.4 18,5

(N=12) (N=25) (N-I5) (N= (N-25) (N=19) (N=5)

65.5
.

55.2 72.4 62.1 75.9 48,3 17.2

(N=19) (N.16) (N=21) (N=18) (N=22) (W14) (N=5)

58,8 58,8 88.2 58.8 88,2 64.7 17.6

(N.101 (N-10) (N=15) (N=10) (N=15) (N-11) (N=3)

93.8

(N=15)

15.7 66.7

(N.21) (N =14)

12.5

(N.- 2)

31.2 68.8 6.2 12,5

(N.5) (N.11) (N1) (N=2)

33.3 52.4 .2,4 66.7 28:6 14.3

(4=7) (N=11) (N=11) (N=14) (N=6) (N=3)

11/

Percentages for this colurn Llre Lased on the total =her of programs in the saayle (N=46). For example, 29 programs,
Or 63 percent of the programs, used physicians to provide services, to their handicapped children,

2/

Percentage: 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.l with children at another site; or in 69 percent of the
programs that used physicians.



Agencies With Which Non-Head Start Programs
Coordinated Services to Handicapped C-ilren

Agency f

Private Practitioner/Consultant

Public Hospital

Public or State Health Department

Social Servic Department

Public School System

Easter Seals

Crippled Children's Association

Association for Retarded Children

BEN F.:rst Chance Project

University Affiliated Facilities

Head Start

Other

61.9
(N=26)

40,5

(N-17)

66.7
(N=28)

30.9
(N=34,

83.3

(N= 3 E )

42.3
(N=18)

42.3
(N=18)

47.6
(N=20)

9.5
(N=4)

33.3
(N=14)

40.5
(N=17)

35.7
(N=15)

1/
Percentages are based on a total of 42 programs that coordinated services-
for-their handicapped children with other agencies either occasionall)i.or
extensively. Programs could indicate more than one agency.

10.22



Summary of Findings

c Almost all of the sample Head Start children (90.3%)
received services from professional service providers
at some point during the program year. 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 haif of the sample children received regular
(i.e., weekly) services from specialists. Further,
more than half of the sample children were neither
regularly served by specialists nor received services
from program staff-with a degree in special education.

e Of tIle children whc.reaeived regular services from
specialists, the children's services were predominantly
paid by a source other than Head Start or the children's
parents-7usually the providing agency. Head Start pre-
dominantly sought out the services of specialists.

The group of professionals who provided services to
sample children at least once during the program year

\ predominantly provided screening and diagnostiC services,
and least frequently provided direct intervention ser-
\vices to- children.

o AlmDst 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 pattern for the sample Heac Start
children. Finally, most of the programs irciated that
they coordinated services to handicapped chiidren with
other community agencies, usually the public school syS-
tem and social services departments.

2g2
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11

PARENT INVOLVEMENT

The actin, 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 with special 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 mustbe aware of and
understand the need and importance of these services.. Furthermore, to
maximize the benefits of developmental experiences provided each
child, s lilar 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 especially for those that
are handicapped. Therefore, the following questions are i!,-,vestigated

in this chapter.

How involved in the head Start program :ere parents
cof the sample handicapped children? Is parents'

extent of involvement related to their child's handi-
capping condition or severity level?

In what types of Head Start activities were the parents
of sample handicapped children involved?

What types of training did the parents of the sample
handicapped children receive from Head Start?

How dOes the typical extent of involvement of handi-
capped children's parents in non -Head Start programs
compare to the involvement of the sample handicapped
children's parents in Head Start?

23



Involvement of Head Start Children's Parents

Degree of Parent Involvement

Table 11.1 shows the level c program involvement of the parents
1

of the sample 269 handicapped children.=
/

Responses were fairly evenly

distributed among gradaticns of activity (very active, 27.1%; average

involvement, 29.4 ; and minor involvement, 30.5%). 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 involvemer of parents was contingent

upon other, outside circumstances which ha little to do with the

parents' desire or willingness to participate. Many of the parents

worked`,. and were. unable to participate in most activities; others were

impeded by transportation difficulties or commitments to family Or

relatives. On the other hand, many of the parent6 were intimately in-

volved with every aspect of the programs. Some continued to be in,:olved

with Head-Start after their children had left the :,.ogram and others

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 retarded children were somewhat more active.

Thirty seven percent, of the'parents with mentally retarded children

were 'reported .to be very active. At the opposite extreme, 23.8 per-

cent of the parents of blind or li-sually impaired children did not-

participate-in the program-activities at all.

Table 11.3, which compares the degree of parentT.1 involvement in

program activities with the severity level of their child's handicap-

ping condition, indicates'a slight-association between those two

1/Head Start staff were asked to rate how active the parent was in
overall participation in Head Start activities.

2&41
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TABLE 11.1

Levels of Parental Involvement in Head Start

Degree of Involvement 95 of Total

Very active

Average involvement

Only minor involvement

Do not participate at all

No response

Total

27.1
(N=73)

29.4
(N=79)

30.5
(N=82)

12.6
(N=34)

O.'
(.4=l)

100.0
(N =269)

1/ AS reported by program staff. Data are child-specifiC.



TAF.,-._.7 11. 2

1 Distribution of Parental Program Involvement
'

Their Child's Handicappin; Conditionl/

Handicapping Condition Parental Involvement

Very Mino -r
Active Average Involvement
% of Row of Row % of Row

None
of Rowl

Total **
% of Row

Visually Impaired
and Blind

Hearing Impaired
and Deaf

100
(N=21)

100
(N=23)

14.3
(N=3)

-30.4
(N=7)

28.6
(N=6)

43.5
(N=I )

33.3
(N=7)

21.7
(N=5)

23.8
(N=5)

4.3
(N=I)

Physically 100 29.7 37.8 27.0 5.4
Handicapped (N-37) (N=11) (N=14) (N=10) (N=2)

Speech Impaired 100 25.4 28.4 35.6 13.6
(N-59) (N=15 (N=15) (N=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 37..,. 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=S)

1 / Data are_child-specific.

11.4
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TABLE 11.3

Parental Involvement By Severity Level of Child's Handicapping Condition

Severity Level
Degree of Involvement..,._

Very Minor No No
Total"! Active Average Involvement Involvement Response
% of Row t of Row t of Row t of Row 1 of Row t of Row

\
Mild 100 21.3 24.6 34.4

\
19,7

'(N:61) (N=13) (N=15) (N=21) (N=12)

Moderate 100 33.3 31.5 27.0 8,1
(N=111) (N=37) (N=35) (N=30) (N:9)

Severe/Profound 100 22.5 32.5 28.8 15,0 1.3
(N=80) (N-18) (N=.26) (N:23) (N=12) (N-1)

Not relevant 100 16.7 16.7 58.3 8,3
/(N=12) (N=2) (N=2) (N=7) (N.:1)

Unknown 100 60.0 20.0 20.0 *

(N=5) (N.:3) (N=1) (N=1)

1

/Data are child-specific.

2S7
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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 moderately handicapped child-
ren were more actively involved than average.

;Manner of Involvement of Parents

Of all the possible ways 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 other 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 (40.10) parents
provided transportation. In some instances, this merely involved

bringing their own child to the center. In others, however, this

not only entailed transporting children other than their own, but
in some areas it also meant driving many miles several times a day.

Parents 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 percent of the parents, or 26 cases,
participated in outreach or recruitment activities. Parents trained

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 children, only 187 were reported to have an
individual plan of service. Percentages are based on this num-
ber rather than on the total sample.

11.6
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TABLE 11,4

General Program Activities in Which Head Start
Parents Were Involved

Activity
% of Children's

Parents involved 1/

Provide transportation 40-.1

(N=108)

Train/counsel other parents 10.0
(N=27)

Involvement in outreach/recruitment
(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 13,.0

Agency (N=35)

Make/donate materials for classroom 49.0
(N=132)

InVOlvement in functions with other 66.5
Head Start parents (N=179)

Other 14.9
(N=40.)

/Percentages are based on.the sample of 269 handicapped children.



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 in-

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 cases) parents approved the

individual plan. While this shows that parents were aware of what

Head Start is doing for their child, it also indicates that parents

had little input in the experiences to be provided. For example,

parents infrequently assisted in the design of the individual plan

(15.5%, 29 cases) or in the design of activities (17.10, 32 cases).

A number of parents were, however, involved 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.

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,,.

with which certain types of training were provided, regardless of the

person responsible for that training. Since parents may receive

training in one area by several different providers, the numbers in

this row may represent duplicated cases and, therefore, should be

interpreted as occasions when training was received rather than the

number of parents who received that type of training. The remaining

figures in this table, however, include unduplicated cases in which

parents received training in a particular training area by one

particular training provider.

291
11.8



TABLE 11.5

Parental Involvement in Development of the Individual Plans
of Servicel/

Ways Parents are Involved //
% of Total

No Involvement

Parent Teaches Child at Home Using
Performance Based Criteria

Parent Teaches Child at Home Using
Experience Based Criteria

Parent is Kept Informed of Progress
in Classroom _

Parent Involved in Classroom Activities

Parent Assists in Evaluation of Child's Progress

Parent I Activities

Parent Approves Individual Plan

Parent Helps Design Individual Plan

Other

10.2
(N=19)

33.7
(N=63)

37.4
(N=70)

81.3
(N=152)

38.0
(N=71)

48.1
(N=90)

17.1
(N=32)

52.9
(N=99)

15.5
(N=29)

4.3
(N=8)

1/
Includes only those children with an individual plan of services
(N=:187) .

2/-
Percentages are based on the sample of children with an individual
plan of services. Parents may have been involved in more than one
manner,



Inavider of Training,

1.....M

T&BJ.J 11,6

Training Received by had Start Parents by Provider ol
e

i

T
raining-

17

Training Types

lnform.tion

Concerning
Normal Child Identifying Availability of Legal Rights

Their Child's
Program Coals Growth and Special Needs Educational Other Conminity Related to 5,:netic lhergeney Specific

Assessment and Objectives Development of Their Child Planning Resources Their Child Counseling First Aid handicap (thrr
t of Column 1 of Column 1 of Column 1 of Column 1 of Column I of Column 1 of Column 1 of Column t Of COIL71 1 of Nan 1 of L1L71

otal 0.70 11.171 0.118 $155 N.85 11.140 $72 $20 0.51 N'145 0.25

al head Start 19.0 49,4 30.1 37,2 26.4 44,6 18,6 0.7 13.8 46.1 4,8Staff (0.51) (0.133) (N.81) (11.100) (0:71) ($120) (0.50) (002) (0.37) (P 124) (0.13)

er Professionals 7,1 11,2 11,9 17,1 4,1 6,7 6,7 5,2 4.5 37.5 3.7
(0v19) (0A30) (h' =32) (N.16) (N=11) (N.18) (0.18) (0:14) (0.12) ($101) (' 10)

gional/State head A
1,5 0,7 0,7 0,4 0.4

A A
0.7

1.1 0,4Start Staff
(0.4) (04) (61.2) (11.1) (0.0) (0.2) (t'3) ($1)

titers' A 1,5 1,1 2,6 0,7 0,4 1.5 1.5 1.1 6,3 0.4
(1'.4) ($3) ($7) (11.2 (5.1) ($1) (00) (0.3) ($17) (01)

/Data are child-specific,

Note: Percentages were derived from total number of children (269). Sinca parents may' receive.

the same type of training from different providers the total 0 may represent duplicated

CaSeS.



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

specific handicap, and training in the identification of the special

__needs of each child was received by parents on 155occasions. Pro-

gram goa's and o'iectives were also a frequent training topic,

occurring a total of 171 times. Training in educational planning

(N=8S) and in assessment (N=70)- 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;l% 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

training relative to their child's condition by other professionals.

Outside professionalswere seldom used to provide parent training

in any of the other training areas considered.

Non-Head Start Program Parent Involvement

There seems to be little difference between Head Start and non-

Head Start programs in the involvement of parents in program activi-
ties. Similar to Head Start, Most'non-Head Start programs included

parents on an advisory.board, 1/
offered training in a variety of areas,

and involved parents in the same types of general program activities.

Table 11.7 shows the ways in which non-Head Start parents partici-

patedpated in program activities. As with the Head Start-parents, noll-

Head Start programs indicated that parents were primarily involved

1
/Thirty-seven of the 46 non-Head Start programs (80.4%) indicated that

there was parental representation on their advisory boards.

2/
Across area's of potential involvement, the extent of parental involve-
ment did not differ significantly depending upon whether, the pro-
gram had a mainstream setting.

11.11
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TABLE 11.7

General Program Activities in Which Patents of Handicapped
Children in Non-Head Start Programs Were Typically Involved

Involvement % of Programs-1/

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 classroom'

Involved in functions with other pa4ents

C :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)

1/ Percentages are based on the total of 46 non-Head Start
programs.
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through making or donating classroom -:aterlals, providing transpor-

tation, or attending functions with other parents.

Training received by parents in non-Head Start programs (see

Table 11.8) was basically similartc that which Head Start_parents
received. Information concerning 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 programs 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 parent 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.

Whi'le 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,

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.



TABLE 11.S

Training Received by Parents in Non -Head Start Programs

Training Types of Programs

Program goals and objectives 65.2
(N=30)

Normal child growth and development 45.7
(N=21)

Identifying special needs of their 82.6
children r

(N=38)

Educational planning 65,2
(N=30)

Availability of other community 84.8
resources (N=39)

Legal rights related to their child 58.7
(N=27)

Genetic counseling

Infor ation concerning their child's
specific handicap

Home management of child/activities
for parents to do with child

Other

21.7
(N=10)

89.1
(N=41)

91.3
(N=42)

45.7
(N=21)

Percentages are based on a total of 46 non-Head Start
programs.
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12
CONCLUSIONS AND RECOMMENDATIONS

There is no question that Head Start programs are exerting con-
siderable effort to comply with the 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
to their handicapped enrollees in each of the major Head Start pro-
gram areas (education, health, social'services, and parent involve-
ment). In many instances children were encountered who, if not for
Head Start, would have remained isolated from their non-handicapped
'peers'and would not have received the assistance they required.
Noteworthy examples of Head Start efforts to serve the handicapped
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-
capped;

provided technical assistance to other programs
involved with handicapped children;

utilized.creative- 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;

12.1
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established well-equipped instructional centers
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 in a comprehensive child development framework that emphasizes

mainstreaming 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-

tives. Rather, an evaluation weighs a program's performance against

its stated mission and, as a consequence, almost always focuses upon

those aspects of a program that are not as effective as they could-

be. Based on observed shortcomings, recommendations are then formu-

lated to guide construct-:.ve changes and/or innovations which will

increase a program's capability to fulfill its particular mission.

From the perspective of the evaluator, then, the glass of water is

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 service model. Health services, 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
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study. Instead, major emphasis was placed upon educational services,
principally because of new legislation (Public Law 94-142) which
will directly and indirectly affect educational services to all

handicapped children regardless of their program placement. Addi-
tionally, this emphasis 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 for ACYF Action

With the above points in mind, the data from this study have

identified several areas in which the services Head Start ptovides

to handicapped children can be improved. There are four major

areas in 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 children

program resources and facilities

program outreach and recruitment efforts,

Recommendations pertaining to each of these issues are presented
below.

Diagnostic SeAvices P,Lovided to Handicapped Chitcften

The designation of an individual as "handicapped" is not a
matter to be taken lightly. To be diagnosed as handicapped may

result in stigmatization and the effects of this. stigmatization can
often be more harMful for the development of an individual than
his her disability. The "handicap" designation creates a set of
personal and public expectations that can prohibit the individual
from reaching his/her full potential as a functioning 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

12.3
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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 emotional 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 is

misuse and abuse of the diagnostic process and it is not an occasional

problem. This is a problem which not only impacts Head Start chil-

dren and their families, but it is a problem which is also responsi-

ble for the disparagement and criticism of the Head Start handicapped

effort that field staff, sometimes encountered among 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-

nostic process in Head Start has been identified-as largely a func- .

tion.of two factors: 1) failure of some programs.to implement

existing Head Start standards and criteria in the conduct of the

diagnostic process, and 2) pressures 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 ;.

.SPECIFIC ISSUE:

STUDY DATA REVEALED THAT IN SEVERAL INSTANCES CHILDREN WERE
NOT DIAGNOSED AS HANDICAPPED IN ACCORDANCE WITH EXISTING HEAD START
STANDARDS AND CRITERIA.

As detailed in Chapter 7, 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



diagnostic confirmation of. the existence of the handicap, The rate

of non-confirmation was particularly high for children labeled emo-

tionally disturbed, learning disabled, and health or developmentally

impaired (approximately 28%, 26%, and 20%, respectively). Further,

among those children labeledas emotionally disturbed and learning

disabled who did receive diagnostic confirmations, many received con-

firmations in developmental areas unrelated to the handicaps in
question.

RECOMMENDATION:

ACYF SHOULD TAKE IMMEDIATE STEPS TO ENSURE THAT NO CHILD IS
REPORTED AS HANDICAPPED WITHOUT DIAGNOSTIC CONFIRMATION BY APPROP-
RIATELY CREDENTIALLED PROFESSIONALS.

RECOMMENDATION:

DIAGNOSTIC CRITERIA 'SHOULD 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 recommendationS,' ACYF needs to take

a series of steps to upgrade the diagnostic services provided to

handicapped children in Head Start, particularly for children

identified as emotionally disturbed, learning disabled, and health
or developmentally impaired. We suggest the following actions:

Develop and disseminate well- defined and detailed guide-'
lines for delivery of diagnostic services which clearly
delineate the diagnostic modelin full.

, Establish more stringent diagnostic criteria for children
labeled as learning disabled 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.
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Monitor 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 staff, and encourage local programs
to offer extensive inservice training in this area to
:their staff.

SPECIFIC ISSUE:

PROGRAM STAFF ADMITTED THAT MISUSE OF THE DIAGNOSTIC PROCESS
WAS, IN 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 HANDICAPPED CHILDREN.

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 identify children

who have extremely marginal and transitory disabilities as being

handicapped.

"Also, because Account 26 funds are made available on the basis

of whether a program fulfills this mandate, the 10 percent require-

ment fosters tremendous financial incentive to inappropriately iden-

tify children as handicapped. In fact, one Head Start director open

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

any circumstances.

RECOMMENDATION:

ACYF SHOULD DEVELOP GUIDELINES THAT WOULD OUTLINE CREATIVE,
CHILD-CENTERED ENROLLMENT STRATEGIES THAT WOULD ALLOW HEAD START.
PROGRAMS TO FULFILL THEIR MANDATE TO SERVE HANDICAPPED. FOR
EXAMPLE, COOPERATIVE ARRANGEMENTS WITH OTHER CATEGORICAL PRESCHOOL
PROGRAMS THAT WOULD ALLOW CHILDREN MAINSTREAMING EXPERIENCES MAY BE
CONSIDERED.
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ACYF should encourage Head Start programs to pursue approaches

to mainstreaming that would lessen the pressure among various agencies

to compete for children from a finite handicapped preschool popula-
tion. One program's "loss" should not automatjcally imply another's
"gain". For example, field staff encountered at least 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 time, however, the children were
provided with first-rate services.

RECOMMENDATION:

ACYF SHOULD BRING TO THE ATTENTION OF THE APPROPRIATE CONGRES-
SIONAL 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 requirement be modified
slightly.so that programs justifiably unable to meet the mandate

are not penalized through loss of Account 26 funding. Rather, we

believe programs should continue to receive funds earmarked for

handicapped services irrespective of the proportion of handicapped

children enrolled.

However, we realize that weakening the 10 percent mandate could
possibly result.in\a certain amount of backsliding among Head Start
programs with respect to their handicapped efforts. Therefore, we
recLmmend that any program unable to meet the mandate should be re
quired to fully document 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
. \

redruitmentpractiees\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 specifically earmarked for the development of more

intensive activities in this area.

We further recommend that the level of funding for handicapped-
.

services on a per pupil basis be increased substantially for pro-

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 and/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 nationwide diagnostic validation

study in which independent diagnostic teams reconfirm both the nature

and severity of disabilities assigned to handicapped-children 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, the announcement

of such a study should also make programs far more cautious in their

diagnostic practices.

Ptogtam Setv,i_ces Ptovided to Hand.Lcapped Chi-edten

As initially conceptualized, Project Head Start was intended to

facilitate the assimilation of children into the public school system

who, by reason of economic disadvantage, 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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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 everyday effectiveness in dealing with his/

her environment and responsibilities in school and later life," was

contingent upon m-my 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 physical 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 child become
capable of manipulating 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-handicapped peers. With the handicapped child,

imparting social skills requires careful assessment of the child's

level of functioning, development of individualized instructional

strategies for accomplishing discrete tasks related to the skill in

question, repetition 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 are necessary to effectively meet the needs of

handicapped children.

The data in the previous chapters have indicated, 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 (10 of 71) with severe handicaps

who were considered mainstreamed but some question exists as to

whether they were actually benefiting from being 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 children who

did have plans, many relied heavily on non-directed 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 being adequately addressed through inservice training.

Finally, and perhaps most critically, functional assessments,

so necessary 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, we feel! that ACYF needs to consider

immediate steps to upgrade the quality of services to Head Start

programs to provide to handicapped children. To summarize, the

basic problems are as follows:
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Unacceptable delays between the time children are
enrolled in Head Start and the time functional
assessments are completed..

Absence of individual pjans of services and/or plans
of services that provided for ineffective or in-
appropriate strategies to promote the development of
handicapped children.

The pursuit of a mainstreaming experience as an
end rather than as a means.

o 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.

SPECIFIC ISSUE:

FUNCTIONAL ASSESSMENTS NECESSARY FOR THE DEVELOPMENT OF
INDIVIDUALIZED PLANS OF SERVICES WERE FREQUENTLY NOT COMPLETED
UNTIL LATE IN THE HEAD START PROGRAM YEAR.

Data in Chapter 7 indicated that for a variety of reasons,
many of the sample children did not receive functional assessments
related to their specific handicaps until late in the program year.

Without-such assessments, it is difficult to develop individualized
plans of services .to 'meet the needs of handicapped children. Con-.

sequently, ACYF must take steps to ensure that assessments occur
as soon in the program year as possible so that handicapped Head
Start enrolless might obta'n the maximum benefits of this program
experience.

3-i 0
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RECOMMENDATION:

IN ORDER TO DELIVER 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 PROCESS, 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 individualized program of activities for handi-

capped children. Screening is only important vis-a-vis diagnosis,

since its purpose is to provide a more efficient diagnostic process

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 of screening results. For the

handicapped children in this study, 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. Furthermorf even if a child is screened within

90 days of program entry, a great deal of additional time may elapse

while his/her confirmation of handicap 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 increasingly refined evaluations, even if

the evaluations were conducted in accordance with the Performance

Guidelines.

Screening 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 conjunction.with re-

cruitment 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 make
available Program 26' funds specifically earmarked for preenrollment

screening, and these funds should be made available in the program
year prior to the one for which potential enrollees are being
screened.

Screening during the course of the program year_should be re-

served for those children who are not recruited until the program
has started. Screening must occur at an earlier time than it

currently does if Head Start is to effectively,.provide appropriate
services to handicapped children.

RECOMMENDATION:

THE ORDER AND RELATIVE PRIORITY OF THE COMPONENTS OF THE DIAG-
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, BE CONDUCTED AT A LATER DATE,
SINCE THE CONFIRMATION COMPONENT OF THE DIAGNOSTIC PROCESS, BY
ITSELF, IS NOT AS CRITICAL TO THE DEVELOPMENT OF SERVICE PLANS.

1 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 assessment immediately upon program entry.

Techniques exist for such assessments that wou'd allow Head Start
staff to Perform these assessments relatiliely independently of the
_rest of the diagnostic process, particularly for class based ser-
-vices. (However, to the extent possible, appropriately credentialled
professionals should be involved in assessment procedures and/or
the interpretation of assessment results). Based on 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 confirmed diagnosis of a handicapping
condition.

12.13
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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.

It is clear that the requirements to develop individualized

plans for handicapped children, and the requirement to document

these plans in a written individual plan of services, were not

fully implemented by many of the Head Start programs in 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 minimal 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 -Co 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

monitoring 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.

12.14



RECOMMENDATION:

ACYF MUST TAKE STEPS TO ENSURE THAT HEAD START STAFF DEVELOP
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 MODIFICA-
TION OF PLANS AS A FUNCTION OF ONGOING ASSESSMENT,

RECOMMENDATION:

THE EDUCATIONAL SERVICES PLAN FOR HANDICAPPED CHILDREN SHOULD
MEET THE REQUIREMENTS OF INDIVIDUAL EDUCATIONAL PLANS (IEP) AS OUT-
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 REaUIRE OBJECTIVE-BASED INSTRUCTIONAL STRATEGIES.

Relative to this last recommendation, we believe 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 intervention, we mean programs of instruction in

the areas of cognitive development, fine and gross motor develop-

ment, and social L:kills that are imparted through directed in ruc-

tional strategies. As indicated in an earlier chapter, many HeL

Start programs utilize ion-directed instructional methods. Such

methods are quite satisfactory for non-handicapped enrollees who

can be expected in much from such instructional techniques.

However, handica,__d children may need, in addition, more directed

instructional services to learn basic skills that non-handicapped

children may learn incidentally.

SPECIFIC ISSUE:

SEVERAL CHILDREN INCLUDED IN THIS STUDY WERE FOUND TO BE MAIN-
STREAMED ONLY IN THE BROADEST SENSE OF THE TERM; THAT IS, SOME
HANDICAPPED CHILDREN WERE SERVED-TN THE COMPANY OF NON-HANDICAPPED
PEERS BUT REMAINED SOCIALLY ISOLATED.

One of the strengths of. Head Start's approach ,to serving handi-

capped children is the strong emphasis on mainstreaming. As the data



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 competency. For other children, though, main-

streaming applied indiscriminately may 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 plan

of services -lost appropriate for a given child even if that plan re-

quires only _invited contact with non-handicapped peers. The goa1

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 1EANS 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 ADMATELY COMPENSATED THROUGH THE UTILIZATION
OF OUTSIDE PROFESSIONALS.

Handicapped children in Head Start are not often served by

classroom 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 or 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 sualesIlag that a

degree in special education should be required to teach handicapp2A

children in a Head Start program. To the contrary we recognize and

support the concept that highly effective services can be rendered

b ara rofessionals, rovided however, that they receive the re-

rp_pisite training.. This training was not in evidence for many of

the Head Start personnel encountered in this study. Only,10 per-

cent of 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 special-

.ists who are trained to meet their unique needs. Although most all

of the children in the study sample received services from profes-

sionals at least once during the program year, including screening

and/or diagnosis, only 40 percent of the children received



therapeuticintervention or t fromc services regular

and frequent basis

rofessionals on a

5 (i-e-, at least weekly), Furthermore, over half

of the sample children (56p) did not receive any one_ to-one ser-

vices other than screening or diagnosis from a specialist (i.e., a

staff member with a degree in special education or an external spe-

cialist) during the program year.

RECOMMENDATION:

ACYF SHOULD EXPAND
INCLUDE

DEVELOPMENT ASSOCIATE
PROGRAM LUDE(CDA) .ROGRAM TO

THE EXISTING CHILD
OF STAFF IN SPECIAL

EDUCATION SERVICES-
THE cREDENTIALING

RECOMMENDATION:

PROVIDEACYF SHOULD HEAD
START STAFF SPECIFICALLY

FUNDS THROUGH ACCOUNT 26 TO PERMIT
PROFES-

SIONALS
To SECURE THE SERVICES OF OUTSIDE P

FOR PURPOSES OF
HANDICAPPED CHILDREN ENROLLED IN HEAD START.

Ruouxcez and Facititie4

SPECIFIC ISSUE:

HEAD START CLASSROOMS ARE OFTEN NOT EaUIPPED TO MEET. THE NEEDS
OF SEVERELY HANDICAPPED CHILDREN.

Another area in which we believe ACYF
effort

Headcould improve the

Start, handicapped facilities avail-

able

the 12es ources and facilit

able to Head Start Programs-. Data in Chap ter 3 clearly indicated

that many Head Start classrooms are not equipped to serve certain

handicapped children, particularly those that are severely handi-

capped and/or are physically handicapped.
aspects,

equipment

involves of the physical
This lack of equ

Plant of Head Startnot only
plumbing but also specialclassr,0 oms (e.g., and sanitgrY facilities)

instructional materials to support educational and therapeutic pro-

grams.



REC OmMENDATIONS:

ACYF SHOULD MORE AGGRESSIVELY PUBLICIZE THE AVAILABILITY OF
ACCOUNT 26 FUNDS FOR UPGRADING AND MODIFYING PHYSICAL FACILITIES AND
SPECIAL EaUIPMENT NECESSARY TO PROVIDE APPROPRIATE SERVICES TO THE
SEVERELY HANDICAPPED.

RECOMMENDATION:

ACYF SHOULD PROVIDE HEAD - ART PROGRAMS SMITH TECHNICAL ASSIST-
ANCE TO IDENTIFY ARCHITECTUAL BARRIERS TO SERVING THE HANDICAPPED
AND HOW TO USE AVAILABLE FUNDS TO UPGRADE CLASSROOM FACILITIES.

RECOMMENDATION:

ACYF SHOULD DEVELOP .EaUIPMENT AND MATERIALS GUIDELINES FOR
HEAD START PROGRAMS SO THAT PROGRAM STAFF CAN BETTER EVALUATE THEIR
SPECIFIC EaUIPMENT NEEDS. THESE GUIDELINES SHOULD, WHEN APPROPRIATE,
BE DEVELOPED FOR EACH OF THE BASIC HANDICAPPING CONDITIONS SERVED BY
HEAD START.

During the course of field work activities, Head Start staff

personnel often asked field 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

pertaining to handicapped children. Also, in establishing the
Phase I sample, it was clear to project staff that much confusion

exists concerning the diagnostic criteria Head Start programs are
supposed to follow in the labeling of children for reporting pur-
poses. In short, the level of technical assistance ACYF has pro-
vided to Head Start grantees must be upgraded.

SPECIFIC ISSUE:

HEAD START PERSONNEL, IN SOME PROGRAMS, ARE UNAWARE OR UNSURE
OF METHODS AVAILABLE FOR 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.
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RECOMMENDATION:

EFFORTS SHOULD BE MADBTO PROMOTE THE UTILIZATION OF RESOURCE
ACCESS. PROJECTS CRAPs) TO STRENGTHEN THE QUALITY 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 conduct their own training and technical assist-

ance activities and pay for services provided to individual programs

if these services cannot be provided 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.

Vutxeach and RecAuitment

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 likely to enroll handicapped children

through their own screening and outreach efforts rather than through

referrals of children previously identified as handicapped by other

agencies or professionals. In some respects, this must be considered

12.20



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 unrecognized until their entry
into 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 our 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 TO 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 TECHNIaUES DESIGNED TO
IDENTIFY CHILDREN WITH POTENTIAL DISABILITIES. IN ADDITION, ACCOUNT
26 FUNDS SHOULD BE MADE AVAILABLE TO SPECIFICALLY SUPPORT THESE OUT-
REACH ACTIVITIES. THESE FUNDS SHOULD BE PROVIDED AT THE SAME TIME.
SCREENING FUNDS ARE PROVIDED (SEE P. 12.12).

RECOMMENDATION:

AT THE NATIONAL, STATE, AND LOCAL LEVELS, HEAD START NEEDS TO
UPGRADE PROMOTIONAL. EFFORTS TO INFORM NOT ONLY THE GENERAL PUBLIC
BUT ALSO OTHER AGENCIES OF THE SERVICES HEAD START. CAN PROVIDE TO
HANDICAPPED CHILDREN.

SPECIFIC ISSUE:

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 routinely involved

with the problems of the handicapped such as the Easter Seal programs,

the Crippled Children Association, the Association for 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 inter-

agency agreements at the national and State levels.

Furthermore, few of the Head Start programs we visited were

actively participating in child find and outreach proj ects 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 services

to children identified by other outreach networks. In brief, not

only should more handicapped children be enrolled through special

handicapped outreach activities, more children should also be en-

rolled through referrals from other agencies. The e'd-centered

service model that Head Start is so actively pursui, emands greater

interagency cooperation in the placement of special children than

has been indicated to date.

RECOMMENDATION:

ACYF, PARTICULARLY. AT THE REGIONAL LEVEL, SHOULD TAKE ACTION TO
ENSURE THAT HEAD START GRANTEES ARE LINKED TO STATE AND/OR BEH-
FUNDED CHILD OUTREACH PROJECTS AND OTHER REFERRAL SERVICES OPERATED
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 cooperation. We believe that an

essential step in 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 pi, 94-142 had directly 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 -Co comply

with 94-142. Secondly, PL 94-142 is perceived as a standard for

handicapped services which Head Start programs 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.

RECOMMENDATION:

ALTHOUGH PL 94-142 PERTAINS. TO PROGRAMS OPERATED UNDER THE
AUSPICES OF STATE EDUCATION AGENCIES, 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 cooperation, Head Start pro-

grams should be given information and training materials relating

to PL 94-142 and its requirements 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



State Education Agencies (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 discUssed and refuted. The recent

ACYF brochure entitled "PL 94-142: What Does It Mean To Head Start'

is an example of the type of information that needs immediate and

widespread distribution.
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TABLE 13.1

Mode of Mainstreaming By Primary Handicap

Handicapping Condition

Complete, Without

Supportive Assistance

of Column Row

1.111f2121L11sen,,:iirli:te, Team Taught by
Complete, With Sup

Special Education Teacher
portive Assistance

and Regular Teacher

1 of Column Row
1, of Column Row

Reverse

Mainstreaming

1 of Column Row

Partial No

Mainstreaming Mainstreaming

1 of Column Row i of Column Row

Visually Impaired/Blind

Hearing Impaired/Deaf

Physically Handicapped

28,6

(N.6)

52.2

(N.12)

43.2

42.9

(N=9)

47.8

43.2

23.8

(N=5)

2.7 8,2

*

2.7

4,7

(N.1)

A

(N.16) (N.16) (N=1) (N=3) (N.1)

Spedi Impaired 32,2
61.11 1.7 1,7 3.4

(N.19)
6) (N=1) (N=1) (N.2)

Health /Developmentally Impaired 53.3
40.0 3.3 3.3

(N.16) (N.11) (N.1) (N.1)

Mentally Retarded 45.7
45,7 5,7 It

2,8

(N=16) (h=16) (N=2) (N.1)

Learning Disabled 32.2
45.2 19.4 3.2

(N.10) (N=14) (N.6) (N.1)

Seriously Emotionally Disturbed 27.4
57.6 6,0 6.0 3.0

(N.9) (N.19) (N.2) (N.2) (N.1

326
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TABLE A3.2

Mode of Mainstreaming by Level of handicap Severity

Types of Mainstreaming

Complete, Team Taught by

Complete, Without Complete, With Special Education Teacher Reserve. Partial No

Supportive Assistance Supportive Assistance and Regular Teacher Mainstreaming Mainstreaming Mainstreaming
LieLt (I.,Lrel, t of Column t of Column

_._._____--------of Column % of flolumn % of Column i of Column

Mild 45.9 47,5 3,3
* 3.3 t

(N=2)(N=28) (N=29) (N=2)

Moderate 44.1 45.9 3.6 1,8 2,7
1.8

(N.49) (N.51) (N.4) (N.2) (N.1)
(N =2)

Severe/Profound 28.8 55,0

(N=23) (N=44)

3.8 2,5 8,8
1.3

(N=3) (N=2) (N=7) PO
Other 23.5 52,9 17,6

t t

5.9

(N=4) (N=9) (N.3)

327 39,8



TABLE A3,3

Degree of Social. Integation by Primary Handicap-.....

Social Iftegration

Visually Impaired/

Blind

1 of Column

Hearing Impaired/

Deaf

t of Column

Physically

Handicapped

. t of Column

Health/

Develop-
Seriously

Speech mentally
Mentally Learning Emotionally

Impaired Impaired
Retarded Disabled Disturbed

t of Column % of Column I of Coles 1 of Column i of Column

Not Socially Integrated 5.3 13.0 12.5 5.7 3.6 20.7 10.7
8.6

(N.1) (N.3) (N.7) (N=1) (N.1) (N=6) (N=3) (N.=2)

Somewhat Socially Integrated. 10.5 17.4 18,8 20.8 14.3
31,0 32,1

52.2

(N=2) (N.4) (N6) (N.11) (N=4) (N.9) (N.9) (N =12)

Socially Integrated 84.2 69.6 68,7 73.5 82,1
48,3 57,1 52.2

(N.16) (N.16) (N=22) (N.39) (N.23) (N.14) (N=16) (N.12)

TOTAL 19 23 32 53 28

1/
Totals less than those indicated in Chapter 2 because observations could not be completed for 31 children,

32;)

29 28
23



1112E!..

Location

------------
4ADLE AV.1

Distribution
of Screening Completeness by Location of Program

Not Reported

of Column

Total**
100

(Nz15)

CoMplete

Plus.

Additional

Screening

t of Column

Complete

Screening

0
of Column

Parti'l

Screening

of Column

Partial'

Plus

Additional

Screening
0

1 of Column

100 100 100 100

(N.49) (07) (N=66) (N=52)

Not Reported' 6,7
4.1 6,9 1.5 7,6

(N`1) (1\1=2) (0) (N=1) ($74),

Urban Locati,,n 73.3 38.8 40.2 57.6 48.1

(N;11) (N=19) (05) (N=38) (N.25)

Rural Location 20.0
57.1

52.9
40.9 44.2

(Nz3) (w28) 0=46) (N=27) (N=23)
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TABLE. A6 2

Type el Service Provider Who Performed Additional Screening in Each Screening Area

.....di,M1
ScreeninR Arca

Pediatrician/

usher

Providers

Para-

Not

,

Psychologist/

Licensed

:ledical

Speech

Therapist/

professional

'ledical Social
Public

Health
L. 1 "" Reported Psychiatrisl Professional Audiologist Personnel barker lime
t 10' Row

^
i by Row

LEY Row IILIL '1._11-119L
1 by Row 1 by Row IlL2t.

ciplinary

Team

1 by Row

Head Start

Staff

'teacher .

Other

110. 1_121_11a--,....--------&--- .----- ----

Vision 100 87.1 A
8,6

1.5 1.1 0.4 0,7(N.269) (N.236)
(N.23)

(8"4) (N.3) (N.1) (8.2)

Hearing 100 , 79.6 A
3,3 12,6 A 1.9 .1,5 A 1.1(N1269) (N.214) (h.9) (8.31)

(8115) (N'i (P3)

Physical 100 81,4
7,1 7.4 1.5 A 0.7 4,5 0,1 2,6Coordination

and

(N.269) (N*219) (PS) (N.20) (:1.4)
(Nil) (N.12 (1102) (NI?)

Development

Speech and 100 . 72.5
1.1 1,5 16,4 A A 0.4 4,5 3.7Language (N.269) (N.19S)
(8:3) (N.4) (8144) (8.1) (N.1) (14.10)

Intellectual 1"
83'3

5,2 0,1 1,1 * A 5.2 0,4 4.1Development (N.269) (8.224) (8-14) (N.2) (8.3)
(N.14) (N.1) (1411)

Social/ 100 83.6 1.8 0,4 0.4 0,4 0,4 * 3,7 1,1 2.2Emotional (N.269) (N.225) (N.21) (8:1) (N.1) (N.1) (11.1) (N10) (11.3) (11.6)Development
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TABLE A6.3

Techniques Used for Head Start
Regular Screening An Vision-

Technique Type

Not reported

Suellen Picture Chart

Opthamological Exam

Titmus

Sojourn Hand Test

Other formal (standardized) test

Observation

Locally designed instrument

Other

Don't know

Total**

13.0
1

(N=35)

100
(N=269)
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TABLE A6.4

Techniques Used for Head Sta\.rt

Regular Screening in Heariri\

Technique Type % of Total

Not reported 13.4

\
(N=36)

Pure Tone Sweep 2.6
(N=7)

Pure Tone Threshold 7.1
(N=19)

Impedence 4.5
(N=12)

Speech Reception Threshold/Speech Discrimination
*

Audiometric Exam-Technique not specified 43.5
(N=117)

Full Audiometric Exam (2 or more of the above 8.6

Techniques) (N=23)

Observation 1.1
(N=3)

Other formal (standardized) test 2.6
(N=7)

Don't know , 16.7
(N=45)

Total** 100
(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
(N=1)

Other formal (standardized) test 6.7
(N=18)

Observation 8.2
(N=22)

Locally designed assessment 1 1.9'

(N=5)

Don't know 13.8
-- (N=37)

Total** 100
(N=269),
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TABLE. A6.6

Techniques Used for Head.Start Regular
Screening in Speech and Language Development

Technique Type % of Total

. ,

:Not reported 23.8
(N=64)

Peabody Picture Vocabulary Test 8.2
(N=22)

Goldman Fristoe Test of Articulation 2.6
(N=7)'

Carrow Test for Auditory Comprehension of Language -1.1
(N=3)

Zimmerman Pre-school Language Test 3.0
(N=8)

Illinois Test 'of Psycholinguistic Abilities 0.4
(N=1)

Other formal (standardized) test 24.2
(N=65)

Observation 11.9.
(N=32)

Locally designed assessment 8.2
(N=22)

Don't know 16.7
(N=45)

Total** 100
(N=269)



TABLE A6.7

Techniques Used for Head StartRegular
Screening in Intellectual Development

Technique Type % of Total

Not reported

Denver Developmental Screening Test

Stanford-Binet

Cattell Infant Intelligence Test

Learning Accomplishment Profile

Bayley Scales of Infant Development

Other formal (standardized) test

Observation

Locally designed assessment

Don't know

29.0
(N=78)

14.1
(N=38)

3.0
(N=8)

12.6
(N=34)

0.4
(N=11

11.5
(N=31)

7.1
(N=19)

14.5
(N=39)

7.8
(N=21)

Total** 100
(N=269)
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TABLE A6.8

Techniques Used for Head Start Regular
Screening in Social Emotional Development.

Technique Type
% of Total

got reported

Denver Developmental Screening Test

Vineland Social Maturity Scale

Bayley Scales of Infant Development

Learning Accomplishment Profile.

Other formal (standardized).test

Observation
.

Locally designed assessment

'Other

Don't know

31.2
(N=84)

13.0 .

(N=35)

1.9
(N=5)

*

9.3
(N=25)

5.2
(N=14)

17.1
(N=46)

11.5
(N=31)

0.7
(N =2)

10.0-
(N=27)

Total**
100

(N=269)



TABLE A6.9

Techniques Used for Head Start Additional
Screening in Vision

Technique Type % of Total

Not reported

SnelL7=r1 Picture Chart

Opthamological Exam

Titmus

Sojourn Hand Test

Other formal (standardized) test

Observation

Locally designed instrument

Other

Don't know

87.7
(N=236)

0.7
(N=2)

3.0
(N=8)

0.7
(N=2)

0.7
(N=2)

1.1
(N= 3)

5.9
(N=16)

100
(N=269)



TABLE A6.10

Techniques Used for Head Start
additional Screening in Hearing

Technique Type
% of Total

Not reported

Pure Tone Sweep

Pure Tone Threshold

Impedence

Speech Reception Threshold/Speech Discrimination

Audiometric Exam-Technique not specified

Full Audiometric Exam (2 or more of the above
Techniques)

Observation

Other formal (standardized) test

Don't know

80.3
(N=216)

0.7
(N=2)

1.9
(N=5)

5.6
(N=15)

4.5
(N=12)

0.7
(N=2)

6.3
(N=17)

Total**
100

(N=269)



TABLE A6.11

Techniques Used for Head Start Additional
Screening in Physical Coordination and. Development

Technique Type of Total

Not reported

Physical exam

Learning Accomplishment Profile

Denver Developmental Screening Test

Cattel Infant Intelligence Test

Bayley Scales of Infant Development

Other formal (standardized) test

Observation

Locally designed assessment

Don't know

81.4
(N=219)

4.8
(N=13)

0.4
(N=1)

0.7
(N=2)

307
(N=10)

0.4
(N=1)

2.2
(N=6)

6.3
(N=1,7 )

Total** 100
(N=269)
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TABLE A6.12

Techniques Used for Head Start Additional
Screening in Speech and Language Development

Technique Type % of Total

Not reported

Peabody Picture Vocabulary Test

Goldman Fristoe 7Thst of Articulation

Carrow Test for Auditory Comprehension of Language

Zimmerman Pre-school Language Test

Illinois Test of nycholinguiStic Abilities

Other formal (standardizeL test

Observation

Locally designed assessment

Don't know

74.0
(N=199)

5.6
(N=15)

0.4
(N=1)

0.7
(N=2)

0.4
(N=1)

1.5
(N=4)

6.3
(N=17)

0.4
(N=1)

2.2
(N=6)

8.6
(N=23)

Total** 100
(N=269)
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TABLE A6.13

Techniques Used for Head Start Additional
Screening in Intellectual Development

Technique Type of Total

Not reported

Denver Developmental Screening Test

Stanford -Binet

Cattell Infant Intelligence Test

Learning Accomplishment Profile

Bayley Scales of Infant 'Development

Other'formal (standardized) test

Observation

Locally designed assessment

Don't know

84.0
(N=226)

0.4
(N=1)

3.0
(N=8)

*

0.4
(N=1)

5.9
(N=16)

0.7
(N=2)

1.9
(N=5)

3.7
(N=10)

Total ** 100
(N=269)
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TABLE A6.14

Techniques Used for Head Start Additional
Screening in Soc71.1 Emotional Development

Technique Type % of Total

Not reported

Denver Developmental Screening Test

Vineland Social Maturity Scale

Bayley Scales of Infant Development

Learning Accomplishment Profile

-Other formal (standardized) test

Observation

Locally designed assessment

Other

Don't know

84.0
(N=226)

0.4
(N=1)

2.6
(N=7)

7.4
(N=20)

2.2
(N=6)

0.4
(N=1)

3.0
(N=8)

Total** 100
(N=269)



TABLE A6.15

Techniques Used by Non-Head Start
Rib.gtams for Scree:ling in Vision

Technique. Type . ¢ Jf 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** 100
(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
(N=1)

Speech Reception Threshold/Speech Discrimination

Audiometric Exam-Technique not specified 23.9
(N=11)

Full Audiometric 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
(N=3)

Total** 100
(N=46)



TABLE A6.17

Techniques Used by Non-Head Start Programs or
Screening in Physical Coordination 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 f6rmal (standardized) test 10.9
(N=5)

Observation 4.3
(N=2)

Locally designed assessment 6:5
(N=3)

Don't hnow 4.3
(N=2)

Total** 100
(N =46)



TABLE A6.18

Techniques 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
(N=5)

Goldman Fristoe Test of Articulation 2.2
(N=1)

Carrow Tt for Auditory Comprehension of Language *

Zimmerman Pre-school Language Test 4.3
(N=2)

Illinois Test for Psycholinguistic Abilities
*

Other formal (standardized) test 8.7
(N =4)

Observation 4.3
(N=2)

Locally designed assessment 15.2
(N=7)

Don't know 4.3
(N=2)

.Toial**.
100
(N=46).



TABLE A6.19

Techniques Used by Non-Head Start Programs
Screening in Intellectual Development

for

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)t

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 % of Total

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
(N=3)

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 Confirmations Made in Each Diagnostic Area h). handicapping Condition

r.onfi.7ati:J1

Total_____

Visually

impaired

'1 of Chinn-________

hind

1 of Column________1

MLaring

impaired
I

cif Column

Pea(

1 cC Column
...._____

l'1,.2

Physical

flandicap

1 of Column

Health ;:r

Developmentally

Impaired

t of Cairo

Bandicappin3 Condition

Scrim

Mentally Umotion.

Retarded 0isturl:

1 of Column ; of ic1
1

'-e h
.

iwpaired Disability

of Column 1

Specific

Learning

of Column

:owl

1,15i011 N.34

'.earing
..;1

;hysIcl: Emit- :;102

^.tion/De;elopment

,ipeech and N139

1argu,,;e.

(atellectual

"evelop:ent

iocial/E:ctional 1;73

S.15 N-,6 N.21

. ____

';.37

10.8

(N.1)

8,1

(N.3)

N.30

10,0

OT

28,7

(N=81

N59

5.1

(8.3)

5.1

(N.3)

11.9

(N7)

N.31

6.5

(8.2)

12.9

(N.4)

38.7.

(N12)

77.4

(N.24)

N35

5.7

(N/)

37,1

(8.13)

45.7

(N.16)

N33.

3.0

(N1

i

9.1

(1'-

24.2

I!

18.2

0'

0

f 93.3

(N.11)

83.3

(N5)

b.7

(S1)

6.7

(Si)

16,7

(N.1)

,,,

7
5,

(N.20)

1u0.0

(N2)

28.6

(N.G)

17.6

(N.10)

23.8

(N.5)

23.8

(8.5)

ti

94,6

(N.35)

80.0

(N24)

29.7

(Nall)

16,2

(N6)

10.8

(8.4)

40.0

(N12)

30.0

(N.9)

26,7

(N8)

98.3

(N58)

18.6

(6.11)

13.6

(N8)

74.2

(8.23)

77.1

(N.27)

41.9

(N13) I N4111

3E33

Note: Each percentage was derived from the total number of cases within each handicap classification. Thus,

the first cell shows that 11, or 93.31, of the 15 cases in which visual impairment was reported as the

primary handicapping condition, received a confirmation in the vision diagnostic area. The diagnostic

areas of Liu concern to each handicapping condition ale enclosed in boxes.



TABLE A7.2

Techniques Used for Head-Start
Confirmation of Handicap in hearing

Technique Type

Pure Tone Sweep

Pure Tone Threshold

Impedence

Speech Reception Threshold/Speech Discrimination

Audiometric Exam Technique not specified

Full Audiometric Exam (2 or more of above techniques)

Other formal (standardized) test

Don't Know

Total**

r
0,r,)



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
,

/

(N=5)

Don't Know 17.1
i (N=24)

,

Total** 100
(N=140)

356



TABLE A7.4

Techniques Used for Head Start
Confirmation of Handicap in

Physical Coordination and Development

Technique Type
% of Total

Physical exam

Learning Accomplishment Profile

Denver Developmental Screening Test

Cattel Infant Intelligence Test

Bayley Scales of Infant Development

Other formal (standardized) test

Observation

Locally designed assessment

Don't know

46.6
(N=48)

1.9
(N=2)

5.8
(N=6)

1.0
(N=1)

1.9
(N=2)

16.5
(N=17)

6.8
(N=7)

1.9
(N=2)

17.5
(N=18)

Total**
100

(N=103)

,,1



TABLE AY...

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
(N=26)

Cattell Infant Intelligence Test
(N=1)

Learning Accomplishment Profile
. 3.4
(N=3)

Bayley Scales of Infant Development 1.1
(N=1)

Other formal (standardized) test 29.9
(N=26)

Observation 5.7
(N=5)

Locally designed assessment 1.1
(N=1)

Don't Know 21.8
(N=19)

Total** 100
(N=87)

35s



TABLE A7.6

Techniques Used for Head Start Confirmation of Handicap
in Social/Emotional Development

Technique Type % of Total

Dehver Developmental Screening Test 4.2
(N=3)

Vineland Social Maturity Scale 13.9
(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
(N=15)

Total** 100
(N=72)

359



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=q4)

3tio



TABLE A7.8

Cases Where the Parents of Head Start
Handicapped Children were Included

As Part_of-a Diagnostic Team

Parent Inclusion In Diagnostic Team % o.f Total

Not reported

Parents were included as
part of the diagnostic team

Parents were not included
as part of the diagnostic teams

0.7
(N=2)

65.8
(N=177)

33.5
(N=90)

Total** 100
(N=269)

3



TABLE A7,9

Professionals Who Provided Functional
Assessment in Non-Dead Start

Programs by Diagnostic Area

Diagnostic Area

Provider of Functional Assessment

Pediatrician/

Other
Parapro-

Licensed Speech fessional Interdiscip-
Psychologist/ Medical Therapist/ Medical plinary StaffLchiatrist Professional Audiololist Personnel Team Teacher Other

Vision 4,3

(Ni).

47.8

(N.22)

2.2

(N.1)

13,0

(N.6)

4,3

(N.2)

Hearing A

26,1 52,2 2.2 13.0 4.3
(N.12) (N.24) (N.1) (N.6) (N.2)

Physical coordination 8,7
45.7

2.2 23.9 17,4and Deoloplent
(N.4) (N.21)

(N.1) (N.11)
(N4)

Intellectual 60,9 4.3
32,6 15.2Development

(N.28) (N.2)

(N.15) (N.7)

Speech and
2,2 2.2 71,7

19,6 13,0Language Development (N.1)
(N?-1) (N :33)

(N.9) (N.6)

Social/Emotional 5:,2 A

2.2
28.3 13.9Development

(N.24)
(N.1)

(N.13) (N.11)

17,4

(N.8)

17A

(N.8)

32.6

(N :15)

13.0

(N.6)

10.9

(N.5)

23,9

(N.11)

1/

Includes social worker and public health nurse

Note:
programs were allowed to respond more than once.

Percentages were derived from total number of non-Head Start programs (46),

3q3LP)'



TABLE A7,10

Professionals Who Made Recommendations in Non-Head Start Programs by Diagnostic Area

Diagnostic Area

Pediatrician

Other

Licensed

Psychologist/ Medical

Psychiatrist Professional

Provider of Recomendations

Parapro-

Speech fessional Interdisci-

Therapist/ Medical plinary Staff

Audiologist Personnel Team Teacher Otherl/

Speech and 1.3

Language Development (N=2)

Social /Emotional 50.0

Development (N=23)

Vision 2.2 39,1

(11.1) (N=18)

Hearing 23,9 47',8 2,2 23.9 8,7 8.7

(N=11) (N.22) (N=1) (N.11) (N.1) (N.4),

Physical Coordination 6.5 43.5
A

2,2 32.6 15.2 26.1

and Develoynt (N=3) (N.20) (N=1) (N=15) (N.7) (N.12)

Intellectual 51,3 A 41.3 13.0 10;9

Development (N.25) (N.19) (N.6) (N.5)

58,7

(N=27)

4,3

(N=2)

A

17.4

28.3

30.4

15.2 17,4

(N=8) (N.7) (N.8)

10.9 13.0

(N=13) (N=5) (N.6)

21,7 23.9

(N.14) (N.10) (N.11)

1/ Includes social worker,and public health nurse

Note: Total numbers vary because prograz were alldwe: to respond more than once, Percentages were derived from total number of

non'Head Start programs (46):



Reasons for Using Diagnosticians in Non-Head Start Programs by Each Diagnostic Area

Diagnostic Area

Total*"

of Row

Least expensive

service available

1 of Row

Reasons

Rest service Only available

available .service

to of Row t of Row

Part of

established

diagnostic service

1 of Row

No choice

children usually

diagnosed prior

to enrollment Other

i of Row to of Row

.1=0/111..+."

No response

1 of Row

Vision

Hearing

Physical Coordin

ation and Develop-

meat

Speech and

Language

Intellectual

Development

Sodal/Emotional

Development

100

(N.16)

100

(N-46)

100

(N.46)

100

(N.46)

100

(N.46)

100

(N46)

(N.3)

6,

4,3

(N.2)

4,3

(N-2)

4,3

(N.2)

4,1

(N=2)

28,3

(N.13)

28,3

(N'13)

28,1

(N.13)

30,4

(N.14)

23,9

(J11).

26.1

(1112)

6,5

(N.3)

2,2

(N.1)

8,7

(N.4)

6,5

(N3)

10,9

(N.5)

4,3

(N.1)

21.7

(N.10)

31,0

(N17)

34,8

(N16)

41,3

(N.19)

45,7

(0.21)

43,5

(N.20)

6,5

(N.3)

6,5

(N'3)

4,3

(N.2)

6,5

(N.3)

6,5

(N.3)

6.5

(N.3)

8,?

(N1)

10,9

(N.5)

6,7
(N.4)

6.5

6,5

(N.3)

6.5

(11)

21.1

(NI0)

8,7

(N4)

10

,oiS)

4.3

(N.2)

2,2

(11.1)

8.1

(N.4)

314i



TABLE A7.12

Techniques Used by Non-Head
Start__ Programs for Confirmation of Handicap

in Speech and Language Development

Technique Type % of Total

Peabody Picture Vocabulary Test

Goldman Fristoe Test of Articulation

Carrow Test for Auditory Comprehension of Language

Zimmerman Pre-school Language Test

Illinois Test of Psycholinguistic Abilities

Other formal (standardized) test

Observation

Locally designed assessment

Don't know

Not reported

23.9
(N=11)

8.7
(N=4)

10.9
(N=5)

1049
(N=5)

47.8
(N=22)

2.2.
(N=1)

17.4
(N=8)

8.7
(N=4)

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.

3f`



Techniaues 'Ised Dv Non ì :;tart ran rams or
Confirmation of Handicap in P:iysi.1:11 at ion and Development

Technique Type ; of Total

Physical exam
(N=-11)

Learning Accomplishment Prof le 4.3
(N=2)

Denver Developmental Screening Test

Cattel infant Intelligence Test

Bayley Scales of Infant Development

Other forma). (standardized) test

Observation

Locally designed assessment

Dofl'tknow

Not reported

Note:

4.3
(N=2)

17
(N=1)

4.3
(N=2)

30.4
(N=14)

4.3
(N=2j

15.2
(N=7)

3.7
(N=4)

28.3
(N=13)

Percentages were derived from total number of non-Head Start
programs (46).'7Programs were allowed to respond more than once.

369



TABLE A7.14

Technique S- Ilsed ,tart Programs Cnr
Confirmation cj' Handican in'Izelicotual Development

Technique ,e 75_ of TotaI--

Denver Developmental Screening Test

Stanford-Binet

Weschler intelligence Scale for Children

Learning Accomplishment Profile

Bayley Scales of Infant Development

Other formal (standardized) test

Observation

Locally designed assessment

Don't know

Not reported

6.5
(N=3)

30.4 1

(N=14)

15.2
(N=7)

4.3
(N=2)

8.7
(N=4)

52.2
(N=24)

4.3
(N=2)

6.5
(N=3)

4.3
(N=2)

21.7
(N=10)

Note: Pertentages were derived from total number of n-Head Start

programs (46). Programs were allowed to respond more than once

3 fi



TABLE A7.15

Techniques 6s.ed ov Non-Head Start Programs for
Confirmation of Handicap in Social Emotional Development

Technique Type
95 of Total

Denver Developmental Screening Test

Vineland Social Maturity Scale

Bayley Scales of infant Development

Learning Accomplishment Profile

Other formal (standardized) test

Observation

Locally designed assessment

Other

Don't know

Not reported

6.5
(N=3)

78.3
(N=13)

7.7

(N=1)

28.3
(N=13)

26.1
(N=12)

3.7
(N=4)

4.3
(N=2)

4.-
(N=2)

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.

3 Zi



TABLE A7.16

Techniques ed by Non-Head Start Prog,rams
for Confirmation of Handicap in Vision

Technique Type

S7ellen Picture Chart

Opthamological Exam

Titmus

Sojourn Hand Test

Other formal (standardized) test

Obsery tion

Locally designed instrument

Other

Don't know

Not reported

of Total

13.0
(N=6)

15.'
(N

17.4
(N=S)

(N=1)

2.2
(N =1)

4.3
(N=2)

15.2
(N=7)

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



TABLE A7.17

Techniques Use-d by Non-Head Start Proram,7
.f.-)r Confirmation of HandicaP in Hearing

Technique Type of Total

Pure Tone Sweep

i Pure Tone Threshold

Impedence

Speech Reception Th7eshold/Speech Discrimination

Audiometric Exam - Technique not specified

-Full Audiometric Exam (2 or more of the above
techniques)

Observation

Othe formal test

Don't know

Nc reported

4.3
(N=2)

13.0
(N=6)

4.3
(N=2)

34.8
(N=1 )

10.9
(N=5)

13.0
(N=6)

10.9
(N=5)

28.6
(N=13)

Note': Percentages were derived from total. number of nan -Head Start
programs (46).- Prograths were allowed to 'respond more 'than once.



APPENDIX B

Phase I Data Collection Instruments



GOOD (MORING, AFTERNOON) , MY NAME IS AND I

REPRESENT APPLIED UNAGE?iENT SCIENCES SILVER SPP.ING, MARYLAND. WE'RE

UNDER CONTRACT 70 THE OFFICE OF CHILD DEVELOPMENT TO RE77E,J EFFORTS BEING

MADE 3V HEAD START PROGRAMS ON BEHALF OF HANDICAPPED CHILDREN. THE PURPOSE

OF THIS INTERVIEal Is TJO -FOLD. FIRST :JE :UOULD LIKE TO OBTAIN IMFORMATTON

ABOUT THE PROBLEMS YOU HAVE HAV, IN ENROLLING HAND:CAPPED CHILDREN AND THE

NUMBER OF AND TYPES OF HANDICAPPED CHILDREN IDENTIFIED BY YOUR PROGRAM THAT

YOU WERE NOT ABLE TO ENROLL. SECONDLY, WE VOULD ALSO LIKE TO HAVE INFORMATION

CONCERNING THE RESOURCES YOU.HAVE.03TAIMED TO_SUPPOKT YOUR NANDICARPED PROGRAM.

PLEASE 7EALI:E TH IN ANALYZING THIS INFORMATION, -LL DATA WILL BE

AGGREGATED SO THAT TV "%,AL PROGRAMS WT LL NOT AND CANNOT, 3E IDENTIPIE

THIS STUDY IS NOT :NYE .JED TO SE A COMPLIANCE EVALUATION.

WE APPRECIATE YOUR TIME AND COOPERATION IN THIS STUDY. PLEASE FEEL FREE

TO PROVIDE ANY INFORMATION YOU CAN IN RESPONSE TO THE'QUESITONS WE'RE ASKING.

ALSO, BE AS OPEN AND AS HONEST AS POSSIBLE wITH YOUR ANSNERS.

ARE THERE ANY nUESTIONS!

LET'S BEGIN.



'44

1- S

/6-10

iar:7/4 -15

OMB * iS-S7700:

Expires: 12 / 31 /

EVALL-AT ION OF TEE PROCESS OF MAINSTREAMING NDIC.PPDAP P

CHIT ,E N INTO READ START

APPLT.7-. S.LANAGEMENT SCIENCES. INC.

PHASE I PRIMARY DATA INTERVIEW SCHEDULE

Grantee

Delegate Agency

Program Code :

Child Code : (Lextv b2..-zr.:t)

7
Center Cod: (Zzavz

I

Form Number :

riLJ

Respondent :

(pos ition/ function)

Program Name :

Interview Date

Interviewer
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16-17 =. "01"

13

19-21

22-24

ZS -27

23-30

31-33

34-36

4042

46-43

49

PART i - Handicapped Children idend But Not Enrolled

FIRST, I'D LIrrE TO ASK Sc: (1(1E27-TONS AROU7 CHILD'qE THAT Cr ;SAVE
SCREENED!IDEMTIFTE9 (CR gERE R.."±:=ERRE7 IOU) AS 707E7IALL'i riAND,,jAPPE'
AND WYC4 YOU WERE URASLE TO ER7ZOLL.

1. Do you have a list of children with suspected or confirmed handicaps
waiting to enroll in your program?

2 No

1 Yes

L> Please indicate the numbers of these children by
handicapping condition

Blindness (1)

Visual Impairment (2)

Deafness (3)

Hearing Impairment (4)

Physical Handicap (3)

Speech Impairment .(6)

Health or Developmental
impairment (7)

Mental Retardation (3)

Serious Emotional Disturbance (9) 1 I

Specific Learning Disability (10)

If an opening becomes available in your program, how do you determine
who will fill the vacancy? (Ci.T.c.42. one)

1 inappropriate, not relevant

child is selected who has been on the waiting list longest,
regardless of whether-he/she is handicapped

3 we would tend to enroll a handicapped child

4 we would tend to enroll a non-handicapped child

3 it depends on the child who left the pr7itram

6 other (122.2.a.se: speciiy)

(1)



50

,33-54,55-56,57-53

59

60-61,62-63

64-63,66-67

63-69,70-71

72-73,74-75

75-77,73-79
16-17 w- "02"

3. If you had the option would you prefer to enroll one

child over another?

2 No

1 Yes

Which handicap(s) would you prefer?

(Intetviewe,.6:-
codel f;.tom.01).

t'YPe

r-n

of handicapped

4 Have you referred
handicapped children to other orograms in your community

Nlaze :attain that r.ht .1.c)pondent
unac,:stands tftat tilts

question A.e.ittz to chiid.ten tuft c:ux:d have en-,o.el_ed i a Kead Stztt but

not.)

7

L.
Yes

4a. If so, please indicate the number of these children by

handicapping condition and the number of these children

who were substantially or severely handicapped.

!-/andicamoing Condition

Blindness

Visual Impairment

Deafness

Hearing Impairment

Physical Handicap

13.-19,20-21
Speech Impairment

Health or Development

22-25,24-25
.Impairment

26-27,23-29
Mental Retardation

30-31,32-33
Serious Emotional Disturbance

34-35,36-37
Specific Learning Disability

33- 39,40 -41
Other ( please Apeci6y)

42-44,45-47 TOTALS

Number of
Children

I

J

Number Se,:erelvi
Substantially Handtar,-e,4

L



38 -50

53

54

55

56

58

59

60

61

62

1163-64

65

66

11
67

68,

69

70

71
72

I
73
74

(3)

lg. How many children would you estimate were referred to your 7ro,Tram
or screened by your program as pcteatially handicapped during this
program year?

V
(On the bas.is Ji -_2..spcases do -:c.. 1,12..-:b, ca.41.ic,L ne.pe,.czn.t.;.,12/
patent.LaZZy hand.Zcapped ch.(1.Z.o..ten encounte.ted by t ptcotam who
wee tede...t.T.ed to othtzzencAles.1 (Thi.s w.L.e..Z be c. eted du..t.Lng el:i.t.Znt3)

fmtex hen.e. 4b by total Ln 4a1

Please indicate the agencies to which you have referred handicapped
children. Of these agencies, which would You estimate has received
most of your referrals? (Chei z4Z,agencL.s

.

. -

public schools

Easter Seal Agency (2)

Association for Crippled Children (3)

BEH First Chance Project (4)

University Affiliated Program (5)

other private categorical program (8)

other private non-categorical program (7)

State idsitution (S)

other Head Start program (9)

other (ptems.e specL:cul (10;

4d. 'Enter code of agency most often used n

5. fn your efforts to enroll handicapped children, have you encountered any
situations in which your agency was competing with another to enrol: a
particular child?

3 No

2 .1o, but the possibility for conflict exists

1 ' Yes

Sa. With which agencies have You had these conflicts (or
potential conflicts)? (Check tkat. app.44

public schools

Easter Seal.

BEH First Chance Project

University Affliated Pro¢ram

other private categorical program

other private non-categorical proc.ram

State institution

Other Head Start grogram

other (please

379



75

76

77

Sb. What was the basis of these conflicts? :Cacti att nat app4'

dispute over most appropriate pl-:ement for services

dispute basically a aatter of obtaining children for
funding purposes

Head Start and other agency(s) serve the same geographic
area

73 other (p -tease speoi4y)

16-17 *"03"

PART II - Clerical Data . .

Please complete this section prior to Applied Management Sciences'

on-site visit. If you shouid have any questions about the information

required, please contact Applied Management Sciences At either of the

following toll -tree numbers: 300-638-Z784 or 300-633-2735

tg,

6. Based on your experience during the previous program year, what were the

conditions of discontinuation of handicapped children in your program?

(fmte.t specZgic numbes :fon aLt that app-tyl

Conditions of Termination

18-19 A Voluntary withdrawal

20-21 coved

parental dissatisfaction with

22-7.3 program

-24-Z5 child no longer needed the program

child transfered to another

.25 27. program

23-29 unknown

30-31 B 'Termination by Center

32-33 clas,sroom management difficulties

34-35 age ineligible

entrance into public school

.36-37 syl :em- special class

inability of staff to deal with

38-39 handicap

entrance into other service

40-41 program

43

Number of Children

Total Voluntary

FT-

Tm

=1

Total Center Termination

7.- For those handicapped children who are discontinued, are provisionS made

to ensure continuity of services?

2 No

1 Yes

Are_such provisions made for both volUntary and center

terminations?

2 No

1 Yes



3. What is the total number of children in your program who are:

handicapped and above OCD income guidelines

handicapped and within CCD income guidelines

non-handicapped and above OCD income guidelines

non-handicapped and within OCD income guidelines I -

9. ?lease indicate the number of handicapped children you serve

chronological age.

3 years old

4 years old

5 years old

Other

(specify)

9a. Of your currently enrolled handicapped children, how many have
been, or will be, in your program two or more years?

1
I 1---7 (indicatz.

10. How long has your program been providing services to handicapped children?
(CL.LeZz app.topita:axe. ,cesponae code)

1

11.

one year

2 two years

3 three years

four years

5 five years

5 more than five years

What is Your total funding (in doLa.t4) for Fiscal Year 19-7?
(Including p.tcg.tam lc::_cunt 25;

(5)



16-17 = "04"

I-19,20-25,26-2]

1-29,36-33,36-31

I-39,40-43;46-4]

1-49,30-35,36-371

1-59,60-65,66-67

1-69,.7075,76-7'
16-17 - "05"

1-2 ,30-33,36-31

L. Of C'.:_ se funds, which have you specifically earmarked (ali or a portion of)
for 5 'ices to the handicapped. ?lease indicate source, amount, and
lengt'a of time you have received these funds.

Source of Funds
(enter appropria
code)

Pn

Amount
(enter i-igure)

1 I

L

I

Number of Years Received
(enter number)

Codes for Funding Source

1 Basic Head Start grant

2 Head Start Supplemental funds

3 BEH First Chance funds

4 State "reimbursement of servic -" funds

other State funds

6 other local funds

7' othir Federal funds

3 other Education for the Handicapped Act Funds

9 \ other (p.e.zcise speciiy)

10 other (please 4peciiy)

(a)


