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INTRODUCTION

This state plan is intended to meet the requirements as set forth
by the Developmental Disabilities Assistance and Bill of Rights
Act, Public Law (P.L.) 100-146, Part B, “Federal Assistance for
Planning Priority Area Activities for Persons with
Developmental Disabilities.” Under this Act, federal funds are
made availableto states to assist in the development of a
comprehensive system and a coordinated array of services and
other assistance for persons with developmental disabilities. To
receive federal funds under this Act, each state choosing to
participate must submit a state plan. The plan, once approved
by the Secretary of the Department of Health and Human
Services, Washington, DC, provides the basis upon which a
state will participate in programs and activities under Title I,
Part B, of the Act.

The Two-YearTransitional State Plan is a state presentation of its
review of the existing service delivery system for: (a) the
provision of services to persons with developmental disabilities
and their families; (b) a continuing response to priority areas (as
specified in the Act); and (c) the development of a work plan
leading toward the development of a Three-YearState Plan for
the Fiscal Years 1992-1994.

A special thank you is extended to the members of the
Minnesota Governor’s Planning Council who have had the task
of making difficult decisions and to the many state agency
personnel who have provided the information needed to
assemble this plan.
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Disabilities:
Impact

1.1
What Are Developmental

,.,:,,.-...,,,,,..
Disabilities?

“Developmentaldisabilities”are severe,chronic mental, and/orphysical
impairmentswhich occur at an early age; are likely to continue indefinitely;and
havea pervasiveeffect on an individual’sfunctional abilitiesand need for services.

People with developmentaldisabilitiesare, first and foremost, people with ability.
They are fundamentallymore like the rest of the populationthan they are different
from it, Without special assistance,however,some people with developmental
disabilitiescannot take advantageof the freedomsand opportunitiesof our society.

In Public Law 100-146, the DevelopmentalDisabilitiesAssistanceand Bill of Rights
Act of 1987, Congressstatedits findingsas follows:

● There are more than two million persons with developmentaldisabilitiesin the
UnitedStates;

● Individualswith disabilitiesoccurring duringtheir developmentalperiod
frequentlyhave severedisabilitieswhich are likely to continue indefinitely;

● Notwithstandingtheir severedisabilities,these persons have capabilities,
competencies, and personal needs and preferences;

s Familyand membersof the communitycan play a central role in enhancingthe
lives of persons with developmentaldisabilities,especiallywhen the familyis
providedwith necessarysupportservices;

c Personswith developmentaldisabilitiesand their familiesoften require specialized
lifelong assistanceto be providedby manyagenciesin a coordinatedmanner;

● Agenciesprovidingboth generic and specializedservices to persons with
disabilitiessometimesoverlook or exclude these persons in their planningand
deliveryof services;

c Public and privateemployerstend to be unawareof the capabilityof persons with
developmentaldisabilitiesto be engagedin competitivework in integrated
settings;

● It is in the national interest to offer persons with developmentaldisabilitiesthe
maximumopportunityto make decisions for themselvesand to live in typicalI
homes and communitieswhere they can exercise their full rights and
responsibilitiesas citizens. [Section IOl(a)]

1.1,1
The FederalDefinitionof DevelopmentalDisability

Public Law 100-146)as amended,the DevelopmentalDisabilitiesAssistanceand Bill
of RightsAct of 1987, defined a developmentaldisabilityas:

“A severe, chronic disability of a person which—

c is attributableto a mental or physicalimpairmentor combinationof mentaland
physicalimpairments;

● is manifestedbefore the person attainsage twenty-two;
● is likely to continue indefinitely;
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c results in substantialfunctional limitationsin three or more of the followingareas
of major life activity:

self-carq

receptive and expressive languagej

learning

mobility,

self-direction,

capacity for independent living and

economic self-sufficiency; and

● reflects the person’sneed for a combinationand sequence of special
interdisciplinary,or generic care, treatment, or other services which are of
lifelong or extended durationand are individuallyplannedand coordinated.”
[Section 101(5)]

1.1.2
Minnesota’sApplicationof the FederalDefinition

The Governor’sPlanningCouncil on DevelopmentalDisabilitiesuses the federal
definition in its Requestfor Proposaland requiresgrant recipientsto meet that
definition in implementinggrants.

1.2
How Many People Have DevelopmentalDisabilities?

The populationof persons with developmentaldisabilitiesin Minnesotais estimated
at 68,912. This estimateis based on a prevalencerate of 1.6 percent of the state’s
1988 population. The MinnesotaGovernor’sPlanningCouncil on Developmental
Disabilitiesuses the 1.6 percent rate in estimatingthe populationwith
developmentaldisabilitiesbased on studiesusingcategoricaldefinitionsand various
studiesof institutionalizedand noninstitutionalizedpersons. This prevalencerate is
also supportedby the special report preparedby the Administrationon
DevelopmentalDisabilities(ADD)on the impact resultingfrom the change in
definition of developmentaldisabilitiesunder Public Law 95-602, Section 202(6)(2)
[ADD,May,1981].

1.3
How Do DevelopmentalDisabilitiesAffectIndividuals,Their Families,
and Their Communities?

Over the past 20 years,both society’s view of people with disabilitiesand the help
offered to individualsand their familieshave changed. Minnesotastatutesand court
decisions document the changesand show a long history of concern for people
who are vulnerable.Newprinciples call for more normal and less “institutional”
programsettings, integrationwith nondisabledpeople, and citizens participatingin
decisions about their lives. These changesare the result of a growingconcern for
individualrights, the effectivenessof advocacygroups,and the successes of people
with disabilitiesin communityprograms.

Communityprogramshavegrown to providealternativesto placementin large
state-operatedfacilities. The mere presence of persons with disabilitiesin
communitysettings,however,has come to mean a grouphome, a day program,
paid staff, and limited integrationopportunities.In contrast, community 5
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participation, as describedby Kiracofe (1985), can mean a real home, a real job, a
real friend, and a real community:

A ‘real borne’ is choosing to live where you want, with whom you want,

and for as long as you want. . .A real borne is an expression of the

people who live there. . .A ‘real job’ is paid work, an opportunity to be

productive, and make a contribution. It leads to self worth, . .A ‘real

friend’ is a non-paid, non-professional companion, someone who

cbooses to spend time with you because they want to. . .Relationsb@s

that lead to friends, networks, and natural supports in the community

are essential. The ‘real community’ is the natural community where all

of us livq participate, and grow in. . . .The real community provides a

sense of security in knowing tbat~u belong. (pp. 6-7)

People with developmentaldisabilitieslive, learn, and work in Minnesota
communitieswith supportfrom special programsand generic or existing services
usedby everyone.

Homes in the communityshouldbe family-sized,close to transportationand
services, and provideindividualattention to residents.For children with
developmentaldisabilities,the first choice for a home is with their own families.
The help familiesneed is varied, often short-term, and far less costly than out-of-
home care. In-home supportshelp keep familiestogether.In Minnesota,some adults
with developmentaldisabilitieslive in their own homes or are in Semi-Independent
LivingServices (SILS)where they learn skills they need to care for themselves.
Sevetd hundredadultsand children live with foster families.Over 4,7oo people
live in communityIntermediateCare Facilitiesfor Personswith MentalRetardation
(ICFS-MR),Residentsof ICFS-MRmust havea plan of care and 24-hour supervision.

Implementationof policies derivedon an individualapproachto providingservices
has resultedin a new set of residential,educational,and employmentalternatives.
These alternativesare detailedin Section 4,1.1.

1,4
What Is the DevelopmentalDisabilitiesBasic StateGrant Program?

The DevelopmentalDisabilitiesBasic StateGrant Programis a federallyassistedstate
programdesigned:

● To assurethat persons with developmentaldisabilitiesreceive the services and
other assistanceand opportunitiesnecessary to enable (them) to achievetheir
maximumpotential throughincreasedindependence,productivity,and integration
into the community; (and)

c To enhance the role of the familyin assistingpersons with developmental
disabilitiesto achievetheir maximumpotential, [Section 102(b)]

The specific purpose of the Basic State GrantProgram,as outlined in Section 121 of
Public Law ]00-146, is as follows:

c To assist (states)in the developmentof a comprehensivesystemand a coordinated
arrayof services and other assistancefor persons with developmentaldisabilities
throughthe conduct of, and appropriateplanningand coordination of,
administrativeactivities, federalpriority activities, and a statepriority activity, in
order to supportpersons with developmentaldisabilitiesto achievetheir
maximumpotential throughincreasedindependence,productivity,and integration
into the community.
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2.1
What Is the Governor’sPlanning Council on DevelopmentalDisabilities@

The MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilitiesis a
planningbody composed of 27 membersappointedfor three year terms with a
maximumof two consecutive terms. Each member is appointedby the Governor
from amongthe residentsof the state of Minnesota.

Membership Criteria: The DevelopmentalDisabilitiesAct of 1987 (Section 204)
requiredeach state Council to include in its membershiprepresentativesof the
principal state agencies,especiallythose agencies responsiblefor administering
federalfunds under:

● The RehabilitationAct of 1973 (i.e., the Division of RehabilimtionServices of the
MinnesotaDepartmentof Jobs and Training);

s The Educationof All HandicappedChildrenAct (i.e., Special EducationSection of
the MinnesotaDepartmentof Education);

● Title XIX of the Social SecurityAct (i.e., the MinnesotaDepartmentof Human
Services);

● Highereducation trainingfacilities and UniversityAffiliatedProgram(s)(i.e., the
MinnesotaInstituteon CommunityIntegrationat the Universityof Minnesota);
and

● The state protection and advocacysystem(i.e., the MinnesotaDisabilityLaw
Center).

Other representationcomes from local agencies, nongovernmentalagencies, and
groupsconcerned with services to persons with developmentaldisabilities.

At least 50 percent of the Council membershipmust consist of personswith
developmentaldisabilitiesor parents or guardiansof such persons. Of that 50
percent, one-thirdmustbe persons with developmentaldisabilitiesand another
one-thirdmust be immediaterelativesor guardiansof personswith mentally
impairingdevelopmentaldisabilities.

At least one individualmust be an immediaterelativeor guardianof an
institutionalizedperson with a developmentaldisabilityor a formerly
institutionalizedperson.

The Council is chargedwith supervisingthe developmentof a stateplan which
describes the quality,extent, and scope of needed services providedto persons
with developmentaldisabilities.The Council monitors and evaluatesthe
implementationof the stateplan, and reviewsstate services plans for persons with
developmentaldisabilities.(ExecutiveOrder 87-9)

,.,.,:

,,

2.2
Who Are the Council Members?

Mr.Roger Deneen, Chair
Ms. MaribethAhrens
Ms.Anne Barnwell
,Ms.SuzanneM. Dotson
Ms. CarolynElliott
Ms. KarenGorr
Ms. SharronKathrynHardy
Ms. Anne L. Henry
Ms. LindaHorkheimer
Ms. PaulaH, Johnson
Ms. MichalJorgens
LMS.Jeannette Kester
.Ms.Toni Lippert
Ms. VirginiaMarolt
Ms. Carolyn,McKay,M.D.
IMr.Bill Niederloh
Ms. MaryO’Hara-Anderson
Ms. NancyOkinow
Ms. Dorothy Peters,Ed.D.
Ms. LindaRother
Ms.Janet M. Rubenstein
Mr.Tom Schwartz
Mr.Duane Shimpach
Mr.EdwardR. Skarnulis,Ph,D
Ms. Lorrie Ufkin
Ms. Carol Werdin

The stateprovidesassurancethat
federalmembershiprequirements
havebeen met.
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Dkab-flitiesProgram

3.1-..
What is the DesignatedStateAdministeringAgency?

The designatedstate administeringagency is the MinnesotaState PlanningAgentq
The DevelopmentalDisabilitiesCouncil, HumanServices Division, is responsible
providingstaff and other administrativeassistanceto the Governor’sPlanning
Council on DevelopmentalDisabilities.See Table 1.

(.

for

3.2
Who Are the StaftMembers?

The administeringagencystaff includes:

Colleen Wieck, Ph.D.
ExecutiveDirector.Ms. Wieck has a Doctor of Philosophy(Ph.D.) degreein
educationalpsychology(special education).She has worked in the field of
developmentaldisabilitiesfor 17 years.She has servedas executive director for the
MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilitiesfor the past
eight years.

Audrey Clasemann
Office Coordinator.Ms. Clasemannhas an Associateof Arts (A.A.) degreein graphic
arts and specializedtrainingin format editing and report typing(technical/statistical
typing). She has been employedby the state of Minnesotafor over 17 yearsand has
been on the staff of the Governor’sPlanningCouncil on DevelopmentalDisabilities
for the past sevenyears.

RoseAnn Faber
HumanServices Planner.Ms. Faberhas a Master’sof Social Work (M.S.W.)degree
and has worked with the MinnesotaGovernor’sPlanningCouncil on Developmental
Disabilitiesfor almost 15 years. She is primarilyresponsiblefor legislativeactivities
and for reviewingand makingcomments on proposedpolicies.

Ron Kaliszewski
GrantsAdministrator.Mr.Kaliszewskihas a Master’sof Science (M.S.) degree in

Table1
MinnesotaState

communityplaming and has worked for the State of Minnesotafor 25 years. He

Planning Agency
has been employedwith the MinnesotaGovernor’sPlanningCouncil on
DevelopmentalDisabilitiesfor almost eight years.

Roger Strand
HumanServices Planner.Mr.Strandhas a Master’sDegree in Social Work(M.S.W.)
and has worked in the field of developmentaldisabilitiesfor 24 years.He has
servedon the staff of the Governor’sPlanningCouncil on Developmental
Disabilitiesfor over 17 years and is currentlyresponsiblefor public information,
interagencycoordination, and policy analysis.
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4.1
What Is the Environmentin Which the DevelopmentalDisabilitiesProgramOperatesin
Minnesota?

The word “change”best describes Minnesota’sservice systemfor personswith
developmentaldisabilitiesand their families.A New Wayof Thinking, (1987), a
publicationby the MinnesotaGovernor’sPlanningCouncil on Developmental
Disabilities,described the change:

Over thepast several years, we have learned aboutpeople witb

developmental disabilities, what tbq are capable of doing what is

important in their lives, and bow they can be supported in communities.

From what we have learned we are changing our way of thinking and

our way of acting. (p. 2)

As observed by Toni Lippert who is a leading professional and Council member
in the state, the following changes are occurring:

. A shift from expanding system capacity to increasing service quality.
● A move from fried and predetermined expectations of persons with severe

disabilities to higher and more demanding expectations by the individuals
themselves, their families, and service providers.

● A move from short-term, developmental planning to life-long, functional
planning.

. A move from providing a service continuum with emphasis on ‘‘special
facilities and programs” to seeking a service array that adapts generic
resources by providing the assistance and support as needed.

. A move from a fragmented grouping of separate and independent services
(residential, day training, education) to recognition of the need for a holistic,
interdependent and integrated service system.

● A move from a system of offering models of service delivery to one where it
is possible to create individualizedsupport.

. A move from service payment based on facility budgets toward
reimbursement based on vendor performance and individual needs. (Toni
Lippert, personal communication, 1986, inA New Way of Thinking, 1987,p. 2)

Recent events reflect such changes, as highlighted below:

Regional Treatment Center Negotiations: On July 28, 1988, the Minnesota
Department of Human Services (DHS) issued a proposal which stated, “All
persons with mental retardation or related conditions can be served in the
community. . It is time to identify the needed resources and plan for the
placement of the remaining (1,494) persons into small, community-based homes.”

By issuing the proposal, DHS sought to clarify the role of the Regional
Treatment Centers over the next ten or more years, and to complete the process
of moving persons with developmental disabilities into small community homes
while retaining a role for the state in the delivery of services. The proposal was
based on a major premise that Regional Treatment Centers should not be
permanent homes. (DD Information Exchange—State Supplement, September
1988, p. 5)
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Concurrently, the Commissioner of DHS established the Regional Treatment
Center Negotiating Committee to determine the future role and function, if any,

E’ ‘- of the RegionalTreatment Cente~ThisCommitteeconcludedi tsworkin
March 1989, and soon thereafter, the 1989 Legislatureacted on the proposal.

The final bill contained major provisions for people with developmental
disabilities in the areas of community services, training and habilitation
services, regional crisis management teams, Semi-Independent Living Services
(SILS), Family Subsidy,and staff training. Total cost of the proposal is
$13,452,000.

4,1.1
The Scope of Services for Personswith DevelopmentalDisabilities

Services for persons with developmentaldisabilitiesare located in severalstate
agencies. The stateplans developedby these agencieswere analyzedand a
summaryof common priorities is presentedin Table2. This table reflects only
those stateprogramswhich haveplans as requiredby state or federalgovernments.
These plans serve as a possibleguidefor future interagencycoordination and
cooperation.

The followingtext describes stateprogramsand the arrayof services available.State
plans are summarizedwithin the organizationalcontext of the following agencies:
(a) Instituteon CommunityIntegration,Universityof Minnesota;(b) Minnesota
Departmentof Education; (c) MinnesotaDepartmentof Health; (d) Minnesota
Departmentof HumanServices; (e) MinnesotaDepartmentof Jobs and Training;
(f) MinnesotaDisabilityLaw Center; (g) Office of the Ombudsmanfor MentalHealth
and MentalRetardation;(h) Social SecurityAdministration;(i) State Board of
VocationalTechnicalEducation;and (i) State Council on Disability

“.
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Table 2
Summary of MinnesotaStatePlans
(ReviewedApril 1989)

MINNESOTASTATEPROGRAM

PRIORITYAREASIDENTIFIED
IN STATEPfANS

Earlyhrtarvention/Prevention:
● Prenatalcare/infantmortality
● Consumer/parenflpublicinformation
● Familyplanning
● Familysupport services,e.g., respitecare
● Health/mentalhealthcurriculum
● Teenagepregnancies
● Safetyeducation
● Environmentalqualify

EmploymenUHabilitation:
● Work preparationand placement
● Transitionfmm schoolto wrrrk
● Increaseemploymentopportunities
● Suppotiedemployment

CommunityLiving/Integration:
● Independentliving
● Housing
● Accessibility
● Assessmenffrelocation/inappropriateplacements/

reinstitutionalization
● Leastrestrictiveenvironmentieducation

QualityandQuantityof Services:
. Children/adolescents(general)
● Mentalhealth/children
● Mentalhealth/adults
. Technologicalapplications
● Licensure/monitorquality

AdministrativeServices:
● Improveadministrativeefficiency
. Interagencycoordination
● Personneltraining
● Technicalassistance
● Policyreform, legislation/regulations
● Informationsystemskvaluation
● Localcomprehensiveplanning
c Casemanagementlguidanceservices

Advocacy/Protectionof Rights:
● Protectiveservices
● Legalservices
. Affirmativeaction/employmentdiscrimination
s ConsumerempowermenVaccountability/self-advocacy

x
x x
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x x
x x
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x
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x
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Institute on Community Integration

The Institute on CommunityIntegration(a UniversityAffiliatedProgramon
DevelopmentalDisabilities)was establishedin February1985 to provide
interdisciplinarytraining,exemplaryservices, and informationfor Minnesota
citizenswith developmentaldisabilities,their families, service providers,and
communities.The Institute, located at the Universityof Minnesota,joins a network
of UniversityAffiliatedProgramsacross the UnitedStates.

Programpriorities are reviewedby both faculty and communityadvisory
committees. Close workingrelationshipsexist with the MinnesotaGovernor’s
PlanningCouncil on DevelopmentalDisabilitiesand other state agencies.

The mission of the Institute is to:

● Maximizethe opportunityof citizenswith developmentaldisabilitiesto
experience the benefits of familyand community living while receiving services
needed to developtheir full potentialfor personalindependence,self-care,and
social participation;and

● Improvethe qualityand communityorientation of professionalservices and
social supportto persons with developmentaldisabilitiesand their families.

Interdisciplinary Training: A major programemphasisof the Institute is
interdisciplinarytraining.Formalcourseworkis availableto-studentswho have not
yet startedtheir careers. Placementservices are providedto help studentsin a
varietyof disciplinesacquire relevantexperience in workingwith individualswith
developmentaldisabilities.In-service trainingis availablefor those who are already
workingwith individualswith developmentaldisabilitiesbut who want to updateor
add to their skills. Conferencesof interest to parents and familymembers,service
providers,and policymakersare also provided.

In 1989, there were 7’65 studentsreceiving interdisciplinarytrainingat the Institute.
Over 5,000 parents,consumers,and service providersreceivedin-service training
from Institutepersonnel.

Exemplary Services and Technical Assistance: The Instituteprovidesexemplary
services and technical assistancethroughnumerouscommunityprograms.
Severalareasare emphasized:

● Developing,evaluating,and disseminatingnew and effective communityservice
interventions;

● Improvingthe capacity of existing communityagenciesto provideappropriate
integratedservices to people with developmentaldisabilities;

c Workingwith legislatorsand agency administratorsto establishand refine the
type, amount, and qualityof services providedto persons with developmental
disabilitieswith the goal of achievingthe highestpossible level of community
integration.

In 1989, there were 894 people with developmentaldisabilitiesreceivingservices
throughthe Institute’scommunityprograms.
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Information, Dissemination, and Research Systems: The Institute integrates
information, dissemination,and researchsystemsinto both trainingand exemplary
services by:

c Addressingthe concerns of personnel who providedirect services to persons with
developmentaldisabilities;

● Providingresearchersand governmentagencieswith informationfor further
trainingand service relatedresearch; and

● Improvingthe flow of informationwithin the UAPnetwork and for use in
Minnesota.

Minnesota Department of Education

SpecialEducatiOnServices
Unique Learner Needs Section: This state agency,a divisionof Instructional
Effectiveness,Departmentof Education,is responsiblefor providingspecial
education services to studentswith handicaps(birth throughage 21).

Authorityfor the provisionof special educationservices includes,but is not limited
to: (1) the Educationof All HandicappedChildrenAct; (2) MinnesotaStatutes
120.03, 120.17 and 124.32; and (3) State Board of EducationRulesChapter3525.

Fundingfor special educationprogramsis providedthroughstate, local, and federal
sources. Totalexpendituresin 1987-1988for special education services totaled
$310,798,000 (which includescosts of early childhood education), a substantial
increase when comparedto 1979-1980 expendituresof $147,552,000. Table3
providesa breakdownby sources of revenueand compareslevelsof expenditures
between 1979-1980 and 1987-1988. While state and federal levelsof participation
decreasedover this period, local school districts increasedtheir levelsof
participationfrom x).6 percent to 39.o percent of the total expenditures.
(MinnesotaDepartmentof Education, 1989, pp. 2-3)

Duringthe 1988-89 school year,82,647 students(birth throughage 21) received
special education services from local education agencies(LEAs).See Table4.

Secondary Vocational Education Services: The SecondaryVocationalEducation
Unit of the MinnesotaDepartmentof Educationis the stateagencyresponsiblefor
administeringvocationaleducationprograms.State law requiresthat federal
vocational funds for studentswith handicapsmust be addedto the state allocation.
These federalfunds are distributedto local education agencies(LEAs)on a formula
basis. LEAsapplyannuallyfor programand fundingapprovalto providespecial
vocational educationprogramsand services to studentswith disabilitieswho
require: a modifiedvocationaleducationprogram,a speciallydesignedvocational
program,and/orare in need of special vocational educationalassistance.The
studentswho receive these services must have one or more handicapping
conditions as definedby the Special EducationSection of the Minnesota
Departmentof Education.

Least Restrictive Environment: Accordingto the TenthAnnual Report to

Congresson the Implementation of the Education of the Handicapped Act (U.S.
Departmentof Education, 1988), Minnesotaserveda higher proportion of students
in resource rooms and in separatefacilities or institutions than the respective

13



national averages,duringthe school year 1985-1986. Table5 demonstratesthat
Minnesotaserveda lower proportion of studentswith handicapsin regular
classroomsand in separateclasses than the respectivenational averages.(Minnesota
Departmentof Education,January 1989, pp. 48-49)

Anothernationalreport (Danielson& Bellamy, 1989), comparedstates in terms of
the placementrate for studentswith handicapsin separateschools and residential
facilities. Minnesotarankedtenth from the bottom amongthose stateshavingthe
greatestnumberof children with disabilitiesin the most segregatedsettings.Those
states that rankedeven lower than Minnesota(in descendingorder) were:
Connecticut, NewJersey, Ohio, NewYork, Maryland,Maine,Delaware,and
Washington,DC. Minnesotaplaced twentieth on another scale that compared
placementrates for studentswith disabilitiesin separateclasses, separateschools,
and residentialfacilites. Oregon had the highestdegree of integrationin their
schools on both scales.

Table 3
Comparisonof Special EducationExpenditures:
1979-1980and 1987-1988a

EXPENDITURES

1979-1980

SOURCESOF REVENUE Amount Percent

Local: $43,727,000 29.6%
● Local Pro-rated

StateAid (Regular): 86,788,000 58.8Y0
● State/SummerSchool 4,134,000 2.8%

Federal:
. (IncludingSummerSchool) 12,903,000 8.8VQ

TOTAL $147,552,000 100,0%

Source: Minnesota Department of Education (1989, January), PP. 2-3)

aTheseamounts include Early Childhood Education

1987-1988

Amount Percent

$120,825,000 39.otYo
9,876,000 3.3%

151,283,000 48.7%0
5,271,000 1.7%

22,798$000 73%

$310,053,000 loo.o%
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Table4
UnduplicatedChild Count: Number of Children and YouthReceiving Special Educationand Related Services in Minnesotaby
Age Categoryand Primary Disability in School Year 1988-1989

AGES

PRIMARYDISABILITY

SpeechImpairment

EducableMental Retardation

TrainableMental Retardation

PhysicalHandicaps

Hearing Impairment

Visual Handicaps

Learning Disabilities

Emotionally Impaired

Deaf/Blind

Other Health Impairments

Autistic

Early Childhood

TOTAL

Birth-2 3-5

150 3,235

31 144

11 159

41 155

57 149

13 40

2 121

2 88

1 7

18 36

3 20

1,195 4,289——
1,524 8,443

Souroe: Minnesota Department of Education (19S$, December 1).

Table5
Comparison of Minnesotavs. NationalAverages:
Special EducationalEnvironments
for Students3-21 YearsOld
School Year 1985-1986

SPECIALEDUCATION
ENVIRONMENT

6-8 9-11

7,518

1,330

498

381

312

81

5,296

1,136

7

117

36

195

16,907

4,716

1,685

564

319

354

71

10,737

2,015

5

90

46

0

20,602

12-14

1,075

1,745

567

220

251

67

9,551

3,270

3
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Special Education State Plan: The major goal of this plan is to providefull
educationalopportunitiesto all children with disabilitiesin Minnesotafrom birth
throughage 21. The plan describes how the State EducationAgency(SEA)will use
Public Law94-142, Part B funds to accomplish the following:

●

●

●

●

●

●

●

●

Assistlocal educationagencies (LEAs)in ensuringthat children and youth with
disabilitiesare providedwith free, appropriateeducation.
Monitor LEAsfor programcompliance.
Inform parentsof their child/youth’srights to appropriatepublic education.
Direct and assist the local identificationof children and youth with disabilities.
AssistLEAsin developingindividualizededucationprogramsappropriateto the
needs of children and youth with disabilities,
Acceptand respondto formal written complaintsfrom parentsof children and
youth with disabilities.
Assurethat the requirementsof the least restrictive environment(LRE)are met in
educationalprogramsfor children and youth with disabilities.
Assurethat testing, materials,and proceduresused to assesschildren and youth
with disabilitiesare not raciallyor culturallydiscriminatory,and that a full needs
assessmentis conductedprior to the placement of a child/youthin a special
educationprogram,

● Establisha rangeof trainingopportunitiesthat offer professionalgrowth and

●

foster communicationand collaborationamongeducatorsof children and youth
with disabilities.
It is the responsibilityof the LEAto assureand ascertainthat children and youth
residingin the district receive the education, relatedservices, and rights to which
they are entitled.

Five percent of Public Law 94-142, Part B funds will be used for the activities
outlined above.At least 75 percent of the Public Law 94-142, Part B Fundswill be
used for projects of local districts or cooperatives~’flow through”projects, The
differencebetween monies used for administrationand “flow through”projects
will be used for discretionarygrants.

InteragencyOffice on TransitionServices

As authorizedby the 1985 MinnesotaLegislature,the Departmentof Education
establishedan InteragencyOffice on TransitionServices. The purpose of this
statewideprogramis to addressthe needs of studentswith disabilitiesas they
progressthroughschool and enter postsecondarytraining,employment,and
communityliving.

Some of the responsibilitiesof this office include:

● Providestaff to the StateTransitionInteragencyCommittee,which is made up of
representativesfrom special education, rehabilitationset-vices,vocational
education, humanservices, postsecondaryeducation, consumers/advocates,and
developmentaldisabilities;

● Coordinatepersonnel trainingand developin-service trainingprograms;
● Provideinformation, consultation, and technical assistanceto stateand local

agenciesabout transitionservices;
● Assistagenciesin establishinglocal interagencyagreementsto assureefficient and

aPPrO@ate tKInShiOtI from school to work or postsecondarytrainingprogmms;and
● Gather and coordinatedataon transitionservices for secondary-agestudentswith

disabilities.
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Transition-The Need: One of the most importantquestionsthat public schools
are beginningto addressis what happensto youth with disabilitiesafter they
complete their special educationprogram.A nationalstudy conductedby Louis
Harrisand Associates(1986) stated:

Not working is perhaps the truest definition of what it means to be

disabled: two-tbirds of all disabled Americans between the ages of 16 and

64 are not working. . . Sixty-six percent of working-age disabled persons,

who are not working, say tbat they would like to have a job. . .The

challenge is bow society can effect policies and programs which will

bring more disabled persons into the working mainstream. . . (p. 4).

Resultsfrom a MinnesotaPost-SchoolFollow-UpStudy(1984-1987)regardingthe
communityexperiences of over 400 former special education studentspoint out
severalconcerns:

● Only 9 percent of former studentswith moderate/severedisabilitieshad full-time
paid employment;another 28 percent had part-timeemployment.

c Most people with moderatekeveredisabilitiesinterviewedlived in grouphome
residentialplacements(59 percent).

● A main concern reportedby former studentsis loneliness—fewhavefriends,
most spend a lot of time watchingTV and most have a minimalsocial life.

● Parentshad significantconcerns about what will happento their children when
they can no longer care for them.

● Fifty-onepercent of the parentsreportedthat services relatedto the post-school
needs of their son/daughterwere not being discussedwith them.

● Fifty-twopercent of the parentscommunicatedthat they were not familiarwith
the types of communityservices availablefor their son/daughterfollowingthe
transitionfrom school. (MinnesotaDepartmentof Education, 1987, p. 2)

Table6 summarizesthe estimatednumberof studentsages 17 and over who have
exited special education services between 1986 and 1988. Of the approximately
7,659 to 7,830 studentsleavingschool, at least 4,000 (51 percent) had subsmntial
disabilities.This populationwill most likely need further intensiveand follow-along
services from the adult service system. (MinnesotaDepartmentof Education,
Unduplicated Cbild Counts, 1986through 1988).

Table 6
Estimated Number of StudentsWho Leave Special Educationin Minnesota:1986-1988

(Ages 17 and Over)

TOTALNUMBER NUMBERLEAVING
LEAVING WHO HAVESUBSTANTIAL

YEAR SPECIALEDUCATION DISABILITIESa

1986 7,659 3,913
1987 7,890 4,024
1988 7,830 4,001

Source: Minnesota Department of Education, Urrdup/ica@d CfrIM Counts, 1966 through 1988.

‘This number includes students with mental retardation, physical disabilities, hearing impairments, visual handicaps, autism, and
those who are deaf and blind, emotionally disturbed, or have other health impairments. This number excludes the number of
students with more mild types of disabilities such as learning disabilities (which comprise approximately 45 percent of the total
special education population) and speech impairments (20.0 percent).
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Transition-Meeting the Challenge: Transitionfrom special education to
secondaryvocational educationand postsecondaryeducation, training,
employment,and community living has been establishedas a priority of the
MinnesotaDepartmentof Education.Severalmechanismsare now in place to meet
the challenge:

● The Minnesota Interagency Cooperative Agreement to Plan was signedin
December 1987 by those participatingon the StateTransitionInteragency
Committeeconsisting of 11 state agencies, a coalition of parents,and an advocacy
organization.

c Statelegislationwas passedrequiringthat each student’stransition needs be
addressedin the IndividualEducationPlan (IEP)startingat age 14 or in the ninth
grade.

c Undera state legislativemandate,70 CommunityTransitionInteragency
Committeeshavebeen establishedto coordinate local transition efforts.

● Severaltechnical assistanceprojects sponsoredby the MinnesotaDepartmentof
Educationand InteragencyOffice on TransitionServices are housed at the
Instituteon CommunityIntegration,Universityof Minnesota.These projects
address:(a)the formation and support of the CommunityTmnsitionInteragency
Committees;and (b) the developmentof a follow-updatasystemfor local school
districts that will providestatisticalinformationthat answersthe question of what
happensto youth with disabilitiesafter they leavehigh school.

Early Childhood Special Education

In 1986, Minnesotalocal school districts were mandatedby the Legislatureto serve
all eligible children with disabilities,beginningat birth. This mandatewas
implementedJuly 1, 1988. Duringthe 1988-89 school year, 9,967 children from
birth through age five were servedby local educationalagencies,

The rationale for early intervention services is based on developmentaland
psychological research which indicates:
● Humanbehavior at any point representsa series of elaborationsof previous

behavior from simple to complex beginningat birth.
● The acquisitionof motor, cognitive, and languageskills is interrelated.
● Social behaviors are learnedas early as infancy.
● Failureto learn may also begin at birth.

The framework for providingstatewideearly intervention services for children
with disabilities,or children who are at risk of developingdisabilities,and their
familiesconsists of the following components:
● The LeadAgency—MinnesotaDepartmentof Education;
● State AgencyCommittee;
● Governor’s InteragencyCoordinatingCouncil on EarlyChildhoodIntervention;
● InteragencyEarly Intervention Committees; and
c RegionalEarly ChildhoodCoordinators.

Lead Agency: Designatedby the Governor in 1987, the MinnesotaDepartmentof
Educationserves as the lead agency in developinga comprehensiveinteragency
early intervention service system, in accordance with federal Public Law 99-457
(Part H). The Departmentof Educationhas the responsibilityfor the general
administration,supervision,and monitoringof programsand activities relatingto
early interventionservices.
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State Agency Committee: This Committee consists of the LeadAgencyand the
Departmentof HumanServices and Health. In conjunction with the other members
of the State AgencyCommittee, the MinnesotaDepartmentof Educationis
responsiblefor the identificationand coordination of resources, assignmentof
financial responsibility,developmentof procedures to ensure timely service,
resolution of intra- interagencydisputes,and entering into formal interagency
agreements.The respective agency commissionerssignedagreementsin 1984 and
1987 reaffirmingsupport for interagencycollaboration in comprehensiveplanning
for early intervention services. The current interagencyagreementaddressespublic
awarenessactivities, interdisciplinaryapproaches,interagencyproblem solving,
developmentof screening and assessmentprogrammodels, coordination of
services, and the implementationof state and federal initiatives.

Governor’s Interagency Coordinating Council on Early Childhood
Intervention: Createdin 1989, this Council advisesand assists the Minnesota
Departmentof Educationand recommendspolicies to the Governor, Legislature,
State AgencyCommittee, and other departments.Membersare appointedby the
Governor, in accordance with MinnesotaStatutes 120.17, to meet the requirements
of federal legislationunder Part H of Public Law 99-457. Representationon the
council includes:parents of children with disabilitiesunder age seven, public and
private providers, teacher preparationprogramin early childhood special
education, advocacy organizations,early childhood special education teachers, one
member from each state legislativebody, State AgencyCommitteerepresentatives,
and others knowledgeableabout young children with disabilities.

Interagency Early Intervention Committees (IEICS): Establishedin 1985 under
MinnesotaStatutes 120.17, there are 98 CommunityIEICScurrently operatingat
the local level. Duties include: identifyingservices and fundingsources; establishing
and evaluatingidentification, referral, and interventionservices; facilitatingthe
developmentof interagencycoordination, especiallyfor individualeducationaland
transitionalplans; recommendingassignmentof financialresponsibility;and
reviewingschool district and county health and humanservice plans.

Regional Early Childhood Coordinators: Ten RegionalCoordinatorsassist
school districts, other public and private providers of services, and families. Duties
include: increase public awarenessof the need for coordinatedservices; provide
technical assistanceregardingscreening, referral, assessment,intervention,
evaluation,and procedural safeguards;and develop model interdisciplinary
approachesto early intervention services.

State Plan Goals for Early Childhood Special Education include:

● Increase the quality and quantityof services availableto children, birth through
five years of age; improve strategiesto identify, locate, and evaluateall children
with disabilities,birth throughfive years of age;

● Improve administrativesupportsto maximizeservices to these children;
● Train parents in child developmentand the special needs of their children with

disabilitiesthrough interagencycooperation with the departmentsof Healthand
HumanServices;

● Promote the developmentof comprehensiveservices for children with
disabilitiesfrom birth; and

c Improve the transition of young children with disabilitiesinto kindergarten.
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Early Childhood State Plan Objectives 1988-1989:
● Develop a statewidepolicy that includesstrategiesto ensure that appropriate

early intervention services will be availableto all infants and toddlers with
disabilitiesor those at risk and their families.

● Coordinate the provision of early intervention services for young children with
disabilitiesand their familiesin local communitiesthroughoutthe state through
grants and technical assistance.

c Increase public awareness,advocacyand coordinated interagencysystems
through the disseminationof materialsand technical assistanceto policymakers,
providers, and parents.

● Develop an evaluationsystem to monitor the impact of the state plan for young
children with disabilitiesand their families. (MinnesotaDepartmentof Education,
1988.)

Community Education

CommunityEducationprogramsare availablein 95 percent of all public school
districts in Minnesota.CommunityEducationprovides an opportunity for local
citizens, communityschools, agencies, and organizationsto become active partners
in addressingeducation and communityconcerns. The purpose of Community
Educationis to make maximumuse of a community’shumanresources by the
schools. Through communityeducation, communitymembershave the
opportunityto link communityneeds and resources. The qualityof life in a
communityis enhancedby lifelong learningfor all citizens. Most common
components include early childhood development,family education, adultbasic
education, and youth developmentplanning.

In 1989, 62 communitiesfocused on adultswith disabilities.These community
educationprogramswere supportedthrough state grantsup to $30,000 which
were matched with local funding.Common goals includedsupportingand
enhancingthe role of adultswith disabilitiesso that they can participatemore fully
in communityeducation activities.

Mimesota Department of Health

Community Health Services (CHS)

Createdby the MinnesotaLegislaturein 1976, the CommunityHealthServices Act
provides for the developmentand maintenanceof an integratedsystem of
communityhealth service operated under local administration.CHSprotect and
improve the health of people within a geographicallydefined communityby
emphasizingservices to prevent illness, disease, and disability,This is accomplished
by promoting effective coordination and use of communityresources and by
extending health services into the community.

All 87 counties in Minnesotaare participatingin the CommunityHealth Services
System through47 locally administeredCommunityHealth Boards who work in
partnershipwith the Departmentof Health. Services include: DiseasePrevention
and Control, CommunityEmergencyMedicalServices, EnvironmentalHealth,
CommunityNursingand Maternaland Child Health, HealthEducation,and Home
HealthCare. Programsare financedby a combination of state, local, and federal
funds. Total expenditureshave grown from $35 million in 1977 to over $119
million, of which $91 million (over 75 percent) represents local participationin
CommunityHealthServices funding.(See Table 7) (MinnesotaDepartmentof
Health, 1989, p,11)



Table7
Program Expendituresfor Community Health Services in 1987

Program Amount

CommunityNursingandMaternalandChildHealth’ $30,984,829

Home Health $34,739,294

DiseasePreventionand Control $ 6,680,460
EmergencyMedicalServices $20,274,827

HealthEducation $ 1,896,626

EnvironmentalHealth $15,822,511

OtheP $ 8,679,339

TOTAL $119,077,886

Pement

26.OVo

29.2

5.6
17.0

1.6

13.3

7.3

100.0%

alncludes expenditures for Women, Infants, and Children (WC) amounting to $3,650,580

b “~her” programexpendituresinclude grants for Native American Heailh, Migrants, Administration, and other expenditures flOt

specific to a statutory program category.

Maternal and Child Health Services

The purposeof Maternaland ChildHealthServicesis to improvethe health statusof
childrenand youth, women, and their familiesby providingtechnical and financial
supportservices to local communityhealthagencies,schools, and voluntary
organizations.Servicesincludeprogramplanning,goal setting, technical consultation,
professionaleducationand training,and grantsfor specializedpurposes.These
activitiesare usedin combinationat the service deliverysite so that comprehensive
Maternaland ChildHealthServicesare providedto individuals.

Clinicalservicesprovidedin local heahh agenciesand schools includeinfantand
child health assessment,health maintenanceservicessuch as immunizations,health
promotion, generalhealth screening,Earlyand PeriodicScreening,EarlyChildhood
Healthand DevelopmentalScreening,hearingand vision screening,scoliosis
screening,and screeningfor elevatedlevelsof lead. An assessmentwas made
throughsurveysconductedin 1987-1988 by the MinnesotaDepartmentof Health
revealinghigh levelsof immunizationsamongschool-agechildren (Kindergarten
throughGrade 12): diphtheria,tetanus,and pertussis(99.1 percent); polio (99.2
Wrcent); measles(99.4 percent); mumps(99.0 percent); and rubella(99.5 percent)
(MinnesotaDepartmentof Health, 1989, p. 39).

In 1987, there were 95,268 people seNed throughclinical servicesprovidedby the
CommunityHealthServicesAgencies:42,o14 people receivingfamilyplanning
services; 27,534 in clinics servinginfantsand children; 13,957 in maternityclinics;
6,073 in Earlyand Periodic Screeningclinics, and 5,690 seined by S=ening for
elevatedlevelsof lead (MinnesotaDepartmentof Health, 1989, P.30).

The Special Supplemental Food Program for Women, Infants, and Children
(WIC), fundedthroughthe U.S. Departmentof Agriculture,providesnutritious
supplementalfoods and nutritioneducationto mothers of infantsand children (up
to age five) who are at nutritionalrisk and enrolledin local WIC programs.
Participantsreceive vouchers for purchaseof specifiedfoods at authorizedgrocery
stores. 21
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The Human Genetics programprovidescounselingfor patientsand family
memberswith known or suspectedgenetic diseases,consultation,education,and
diagnosticsupportto physiciansand other healthprofessionals,and detection of
metabolicdiseasesin newbornsthroughscreening.These serviceshelp persons
managegenetic diseasesand make informeddecisionsabout familyplanning.

The purposeof the Child Health Screening, Health Promotion Unit is to
providetechnical supportfor high qualityand accessiblehealth and developmental
screeningfor all childrenin the state. Servicesare supportedby combinedstate and
federalfundsprovidedthroughthe state departmentsof Health,Education,and
HumanServices,and administeredin communities.

Services for Children with Handicaps (SCH) providesfor the identification,
diagnosis,and treatmentof childrenwith handicappingconditions causedby birth
defects, congenitalcardiac lesions, hereditarydisease,or chronic diseasessuch as
diabetes,cystic fibrosis,or cancer. In FiscalYear 1988, SCHconducted
approximately217 field clinics throughoutMinnesota,serving6,919 children, Efforts
are madeto ensurethat childrenreceivingbenefitsunder the SupplementalSecurity
Income (SS1)Programare awareof servicesavailableto them throughthe SCH
program.SCHoffers leadershipin establishingguidelinesand servesas a model for a
systemof multispecialtycare for childrenwith disabilities.

The Hearing and Vision Conservation activityassuresthat childrenwith hearing
or vision problemsare identifiedat the earliestpossibletime and arrangementsmade
for treatmentand remediation.This activityis accomplishedby local and regional
persounelusingstate guidelines,technical consultationand training,and equipment
calibrationto assurequalityservice and cost-efficiency.The staff providespublic
educationon primaryand secondarypreventionof hearingand vision problems.

Personnelin Family Planning work with local public and voluntaryagenciesto
developqualityfamilyplanningservicesand prenatal,postnatal,and perimtal
serviceswhich increasethe potentialfor heahhypregnanciesand newborns.The
activityadministersfamilyplanninggrantsto communityagencies,sets standards,
and providestechnical supportservices to communityprograms.Specialattention is
given to adolescentswho experienceunplannedpregnancies.

Home Health Care Services assistpersonswho are ill or with disabilitiesto
achievemaximumrestorationor maintenanceof health, as well as to provide the
care neededin cases of terminalillnesses.In 1987, total expendituresby the
CommunityHealthServicesagencieswere $34,739,294. Local agenciesreported
288,684 home health care visitsby professionalsfor skillednursingcare in 1987. In
addition,a total of 436,681 home health aide visits for diseaseand disabilityreasons
were reported, serving 10,841 clients. Mostpeople served(74.3 percent) in the
home for diseaseand disabilityreasonswere older than 65 (p. 41).

Maternal and Child Health State Plan: The Maternaland ChildHealthPlan
containsseveralgoalsand objectiveswhich relate specificallyto people with
developmentaldisabilities:

● By 1995, the proportion of pregnantwomen beginningprenatalcare duringthe
first trimesterin all CommunityHealthService areaswill be increasedfrom 70 to
92 percent.

● By 1995, pregnantwomen in each Community Health sewices =a Wifl have
access to comprehensiveprenatalcare services that includenutrition, counseling,
education,and case managementcomponents.



● By 1995, all pregnant women receivingprenatalcare administeredby or through
CommunityHealthServiceswill have receivedlife style risk assessmentand
interventionto preventpotentiallydisablingconditions in their infants.

c By 1995, 80 percent of the CommunityHealthServiceswill have low cost family
planningfor femalesand malesof reproductiveage.

● Reducepoor birth outcomes amongMimesota infants: lower the total infant

●

●

●

●

●

●

●

●

mortalityrate from 8.9 per thousandto 8.0 per thousandby 1995;
—lower the black infant mortalityrate from 22.7 per thousandto 12.0 per

thousandby 1990;
—lower the NativeAmericaninfant mortalityrate from 14.0 per thousandto

12.0 per thousandby 1990; and
—maintainor improvethe infantmortalityrate for whites and EastAsian

populationsthrough 1990.
By 1995, the low birth weight rate in every CommunityHealtharea will be
reducedto 4.5 per 100.
Assurethat all children have qualityhealth care servicesavailable.
Encourageall schools to have a curriculumcomponent on educationand
interventionin suicide, chemical abuse,mental illness,depression,and child abuse
by 1990.
By 1990, promote the specialhealth concerns of adolescents,assuringthat all
adolescentsbe providedwith necessarymeansto enablethem to reach their
potential in physical,psychosocial,and emotionaldevelopment.
By 199o, reduce the numberof teenagepregnanciesbefore 18 years of age from
58.0 per thousandto 29.0 per thousand.
Assurethat all childrenwith disabilitiesreceive services to assistthem in
developingand participatingin their lives to the fullestextent possible:
—By 1990, assurethat 100 percent of Minnesotacountieswill continue to have

access to statewidenetwork of specializedhealth servicesfor childrenwith
learningand physicaldisabilitiesthroughServicesfor Childrenwith Handicaps.

Assurethat all childrengrow up in a safe, secure, healthfulenvironment:
—By 1990, assurethat 100 percent of Minnesotacountieswill have injury

preventioneducationincludinginformationon car restraints,seat belts,
householdaccidents,and poisonings.

Assurethat all Minnesotamothers and childrenhave appropriatehealth services
availableand accessible:
—By 1990, ~s~e that 100 percent of Minnesota’scommunityhealth Services

agencieswill have a plan for addressingmaternaland child health needs in their
service area.

Office of Health FacilityComplaints

The Office of Health Facility Complaintswas establishedin 1976 by the Minnesota
Legislaturewith the followingresponsibilities:
. Receive,investigate,and resolve complaintsfrom any source regardingservices

providedby health care facilities, health care providers,and administrative
agencies;

. Makerecommendationsto the Commissionerof Healthand the Legislature;

. Publishan annualreport describingthe activities of the office duringthe
precedingyear;

● Assistresidentsof health facilities in the enforcement of their rights; and
● Work with administrativeagencies, health facilities, health care providers,and

organizationsrepresentingconsumerson programsdesignedto provide
informationabout health facilities to residentsand the generalpublic.
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In additionto investigatingcomplaintsof a generalnature,the Office of Health
Facility Complaintshas responsibilityfor investigatingcomplaintsor reports of
abusehteglectof patientsor residentsin licensed health care facilities, as authorized
under the MinnesotaVulnerableAdultProtection Act. A total of 444
complaints/reportsof abuse/neglectand failureto comply with the Vulnerable
AdultsProtectionAct were received during 1987.

In addition, 2,134 reports were received from designatedreportersin licensed
facilities with 54 percent of the reports confirmingabuse/neglector unexplained
injury with appropriateaction taken. Licensedfacilities under the jurisdiction of the
MinnesotaDepartmentof Health include: nursinghomes, hospitals,supervised
livingfacilities, boardingcare homes, and state-operatedRegionalTreatmentCenters.

In 1987, the most frequentallegationmade under the VulnektbleAdultsProtection
Actwas neglect by health care providers(399 allegationsout-of a total of 644). The
second most frequentallegationwas physicalabuse (73 allegations),A total of 518
vulnerableadultswere includedin 444 investigations.In additionto complaints
investigatedunder the VulnerableAdultsProtection Act, there were 448 complaints
of a generalnaturerelated to facility conditions such as shortageof staff,
housekeeping,or dietaryproblems.Of these complaints,40.5 percent were
substantiated,45.2 percent were undeterminable,and 14.4 percent were
unsubstantiated.

ICF-MRDeficiency Reports

The DevelopmentalDisabilitiesAct (I?L. 100-146), Section 122 (b)(8), requiresthat
<’. . .the state will providethe StatePlanningCouncil with a copy of each annual
surveyreport and plan of corrections for cited deficiencies preparedpursuantto
Section 1902(a)(31)(B)of the Social Security Act with respect to IntermediateCare
Facilityfor the MentallyRetarded(ICFS-MR)in such report or plan.”

The MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilitiesroutinely
receivescopies of ICF-MRDeficiency Reports from the MinnesotaDepartmentof
Health. Each report is reviewed,and deficiencies concerning physicalplant and
personnelare tallied. Items pertainingto active treatment,programplans,
assessments,exams, and residentsare summarized.

From October 1, 1987, to April 30, 1989, the numberof reports per facility size
was as follows:

Numberof Reports
Reviewed Facility Size

1,558 16 and fewer beds
218 17 to 299 beds

22 300 or more beds

Amongthe reports reviewed,there were approximately310 facilities with 16 or
fewer beds; 47 facilities with 17 to 299 beds; and 2 with 300 or more beds.

Mkmesota Department of Human Services
The Departmentof HumanServices(DHS)is responsiblefor planning,adrninistcring,
and coordinatingthe state’ssocial servicesand publicassistanceprograms.Since
Minnesotahas a state-supervised,county-administeredsystemof providinghuman
services,few servicesare actuallydeliveredby the stateagency.The variousdivisions
of DHSare responsiblefor settingstatute-basedrules and policies that provide
neededservices to a diversepopulation.Mostof the programsare operatedby each
of Mimesota’s87 counties.



The Departmentof HumanServicesis the largestof Minnesota’sstateagencies.As of
the 1987-1989biennium,DHSadministereda $4 billionbudget,the largestbudgetof
any stateagency The majorityof that moneyis dedicatedto programssuch as
MedicalAssistanceand Aidto Famiiieswith DependentChiidren.Supportfor such
programscomes from variouscombinationsof local, state,and federaisources.

DHSis dividedinto six major programareas: (1) FamilySupportPrograms,
(2) Finance and Management,(3) HealthCare and ResidentialPrograms,(4) Legal
and Inter-GovernmentalPrograms,(5) MentalHealthPrograms,and (6) Social
Services Programs.In addition, the MinnesotaCouncil on Children,Youthand
Familiesis administeredby the Department.

The followingprogramsrepresentonly a few of the arrayof servicesavailableto
personswith developmentaldisabilitiesand their famiLiesthroughthe Minnesota
Departmentof HumanServices.

Family Support Programs

This ProgmmAreaincludesan Office for CivilRights,ChildSupportEnforcement;
Refugeeand ImmigrantAssistance,Reportsand Statistics,and AssistancePayments.
Only the latterDivisionis describedbelow.

Assistance Payments Division: This divisionprovidesincome maintenance
throughcash assistance,food stamps,and paymentsto providemof medicaland
health care services,to and on behalf of needy citizensof the state.Cashassistance
and medicaipaymentshelp providea basic standardof livingand enablelow income
citizensto haveaccess to quaiitymedicalcare.

The numberof people requiringassistanceand the cost of progmmsadjustin
relationto demographicshifts, as well as changesin national,state,and local
economic conditions.

Local agenq staff, operatingunderDivisionguidelines,determineindividual
eligibilityfor all programs,makecash assistancepayments,and issuefood stamps.
Divisionguidelinesprovidedto local agenciesare designedto maximizethe use of
federalfundingwhile ensuringthat needs of low income personsare met.

The AssistancePaymentsDivisionalso carries out managementcontrol functionsfor
Aidto Familieswith DependentChildren(AFDC),food stamps,and medical
assistance.The Divisionreviewslocal agencymanagementof the food stampprogram
and gathersnecessarydatato claim federalfundsand completea wide rangeof
internalmanagementreports. In addition,postpaymentauditsare conductedto detect
abuseartd/orfraudby recipientsor providersof the medicalassistanceprogramand
recipientsof cash assistanceand food stampprograms.

The Division works to developstateplans, coordinatesthe deliveryof services
amongstate and local agencies, developsservice standardsfor each disability,
providestechnical assistanceto counties and service providers,administerscertain
categorical and federalblock grantprograms,monitors county and provider
compliance with standards,promotespreventionservices, and evaluatesthe
effectivenessof services.
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Health Care and Residential Programs

This ProgramAreaadministersthe followingservices: HealthCareManagement,
includingMedicalAssistance(Medicaid)and GeneralAssistanceMedicalCare;Health
Care Support;Long-TermCareManagement;Audits,ProviderAppeals;Systems
Administrationand Coordination;ResidentialProgramManagement;Regional
TreatmentCenters;and NursingHomes.Tworelativelynew featuresof the Medical
AssistanceProgramof the HealthCareMangementDivisionare highlightedbelow:

Children’s Home Care Option: The Children’sHome CareOptionprovides
MedicalAssistanceeligibilityto childrenwith disabilitieswho live with their families.
This progmmis also known as the TEFRAOption or Program.“TEFRA”is the
acronymfor T= Equityand FiscalReformAct of 1982. Utilizationof this federal
option underMedicaidwas createdby the 1988 Legislatureand became effectiveJuly
1, 1988. It is currentlybeingusedby over 400 familiesin Minnesota.The programis
viewedas a successfulfamilysupportprogram.

To be eligiblefor the Children’sHome Care Option, a child must meet the
followingcriteria: (a) the child must be certified as havinga disability;(b) if the
child was in a medical institution, he or she would be eligible for Medical
Assistance;(c) the child must requirea level of care providedin a hospital, skilled
nursingfacility (SNF),or IntermediateCare Facility (ICF), or IntermediateCare
Facility for Personswith MentalRetardation(ICF-MR);(d) it is appropriateto
provide the care to the child at home; and (e) the estimatedcost to Medical
Assistanceto provide the care at home will not be more than the estimatedcost to
MedicalAssistanceto provide the care within the institution.

If a child meets the abovecriteria, the child’sMedicalAssistanceeligibilityis
determinedbasedonly on the income and assetsof the child. The Children’sHome
Care Option offers childrenand their familiesall of the servicesavailableunder the
regularMedicaidprogram.Such services include:(a) home health services (medically
necessaryservicessuch as nursevisits,privateduty nursing,pemonalcare services,
therapyservices,and medicalsuppliesand equipment);(b) prescribeddrugs;(c)
medicaltransportation;and (d) insurancepremiumreimbursement.

Community Alternative Care (CAC)Program: On May 13, 1985, the
Departmentof HumanServices received approvalfrom the HealthCare Financing
Administrationfor a Home and Community-BasedModelWaiverfor ChronicallyIll
Individuals.Because it is a model waiver,no more than 50 individualscan be
eligiblefor waiveredservices at any one time unless another waiveris appliedfor
and received. The programis for individualswith chronic illness or disabilitywho
are currently living in hospitalsor who are at risk of placement in an acute care
facility.

The CommunityAlternativeCareProgramprovidesMedicalAssistanceeligibilityfor
individualswhile they are livingin the community.Eligibilityis basedsolely on the
individual’sincome and assets,even thoughthe individualmaybe livingat home
with parent(s)or spouse.The CACProgramprovidesservicesthat customarilycannot
bc paid for underMedicalAssistance,and removesrestrictionson some services
usuallycoveredby MedicalAssistance.Waiveredservicesare used to supplement,not
replace,other fundingsourcessuch as Medicareor CommunityServicefunds.
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Legal and Inter-GovernmentalPrograms

Division of Licensing: Licensing,mandatedby the Minnesotalegislature,is a state
service that regulatesresidentiallivingprograms,nonresidentialprograms,and
agency services to children and specified groupsof adultswith functional
impairmentsor handicaps.The definition of “personswith handicaps”includes
persons with mental retardation,mental illness, chemical dependency,or physical
handicaps.“Children”are defined as persons who have not reached their
eighteenthbirthday.

The purpose of public licensureis to protect children and specified adultsbeing
servedin residentialand day programs.Licensingis regulationin the public interest
with both positive and negativesanctions.A license givespositive sanctions of
authority to operate a service in the view of the public. Forfeitureorders,
probation, denial, revocation, or suspensionof a license imposesnegativesanctions,
limitingor prohibitingoperation at the risk of further legal sanctions.

Licensingis administeredby the Departmentof HumanServices throughregular
inspection and evaluationto: determineminimalcompliance; investigate
complaints;provideinformationand assistanceto individualsand groupsrequesting
licenses; and to make licensing compatiblewith the changingneeds of clients by
revisinglicensinglaws, regulations,policies, and procedures.

Licensingevaluationsmay occur throughoutthe year,but are mandatoryat least
biannually.A typical licensing reviewincludesthe followingstandardactivities:
entrance interview,tour and inspection of the entire facility,reviewof staff and
client records, reviewof administrativepolicies and procedures,direct observation
of programmingand meal service, and an optional exit interviewwith the program
director and/oradministrator.In additionto regularlicensingvisits, the licenser
may also make unannouncedor announcedvisits to investigatecomplaintsor to
reviewcompliance with licensing orders.

The programsfor persons with developmentaldisabilitiesthat are licensed directly
by the DHSLicensingDivision include:

● Aversive and Deprivation Procedures for Persons with Mental Retardation
or Related Conditions: Appliedto programslicensed under the HumanServices
LicensingAct that provideservices to children and adultswith mentalretardation
or relatedconditions, mental illness, chemical dependency,or physical
disability—MinnesotaRules,parts 9525.2700 through9525.2800.

● Community Residential Facilities for Persons with Mental Retardation
and Related Conditions: Licensedunder MinnesotaRules,parts 9525.0210
through9525.0430;

s Day Training and Habilitation Services for Persons with Mental
Retardation and Related Conditions: Licensedunder MinnesotaRule,
“Licensureof Trainingand HabilitationServices for Adultswith Mental
Retardationor RelatedConditions,”MinnesotaRules,parts 9525.1500 through
9525.1690.

● Regional Treatment Centers: Licensedunder MinnesotaRules,parts 9525.0210
through9525.0430;

● Residential-Based Habilitation Services (Waivered Services): Supported
livingservices for children and adults, in-home family supportservices (including
foster care), and for living arrangementsfor four or fewer people—Minnesota
Rules,parts 9525.2000 through9525.2140.
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s Residential Facilities and Services for Persons with Physical
Handicaps: -Minnesota Rules,parts 9570.2000 to 9570.4300.

● Semi-Independent Living Services: Licensedunder MinnesotaRules,parts
9525.0500 through9525.0660; and

● Reporting Maltreatment of Vulnerable Adults in Licensed Facilities:—
MinnesotaRules,parts 9555.8000 through9555.8500.

MentalHealth Programs
Mental Health Division: The MentalHealthDivision is responsiblefor
administeringlawsrelatingto mentalhealth, evaluatingthe needs of people with
mental illness in terms of state and federallyfundedservices, and adoptingrules for
minimumstandardsin communitymentalhealth services. The Division reviewsand
approvescounty mentalhealth plans. Staff make recommendationsregardingmental
health services to county boardsand progmmadministrators,and provide technical
services to communitiesand advocacygroupsin determininglocal needs and
planningcommunityhealth programs.

The Divisionmaintainsa datacollection systemto provide informationon: (a) the
prevalenceof mental illness,(b)the need for specific mentalhealth services and
other services neededby people with mental illness, (c) fundingsources for those
services, and (d) the extent to which state and local areasare meeting the needs for
services.

In September1987, the MentalHealthDivision contracted with the Universityof
Minnesotato study the incidence of mental illness in Minnesota.Studyresults
indicate that there are between 22,000 and 29,000 people in Minnesotawho have
serious and persistentmental illness. In addition, the studyestimatedthat between
63,000 and 154,000 persons, ages 17 and under,have a “childhood
maladjustment,”a concept used to describe a broad rangeof clinical phenomena.
(MinnesotaDepartmentof HumanServices,January 1989, p. 16)

Minnesota Comprehensive Mental Health Act: Passedin 1987, the Minnesota
ComprehensiveMentalHealthAct requiredcounties to establishan arrayof services
for persons with mentalhealth problemsat phased-indatesover a four-year
period.Theseservices include educationand prevention,emergency,outpatient,
communitysupportprograms,day treatment, residential,acute care hospital, case
management,and screeningfor admissionto inpatient/residentialtreatment.

In 1989, the Minnesotalegislatureamendedthe Act to clarify requirementsfor
availabilityof services to adults.At the same time a separatebill was passed,
requiringprovisionof mental health services for children in all counties by January
1, 1992. Mandatedchildren’smental health services include services similar to those
requiredfor adults,plus early identificationand intervention,familycommunity
support, therapeuticfoster care, and home-basedfamily treatment.Pilot projects
were fundedfor therapeuticfoster care and home-basedservices in the second year
of the biennium. Centralto the ComprehensiveChildren’sMentalHealthAct is
coordination of service planning,development,fundingand implementationon the
state, local, and individuallevels.

Fundingwas also made availableto implementmandatesunder the federalNursing
Home ReformAct (P.L. 100-203) which prohibits nursingfacilities frOmadmitting
any new residentwith mental illness afterJanuary 1, 1989, unless the state mental
health authorityhas determinedthat the individual’sphysicaland mentalcondition
requiresthe level of services providedby the nursingfacility, and whether the
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Three-Year Plan for Services for Persons with Mental Illness: Amongthe
provisionsof the State ComprehensiveMentalHealth ServicesPlanningAct (P.L.
99-660), each state is requiredto preparea three-yearplan, updatedannually,for
the establishmentof comprehensivecommunity-basedservices for persons with
mental illness. The plan was submittedto the NationalInstituteof MentalHealth
(NIMH)in January 1989 by the MentalHealthDivision of the Minnesota
Departmentof HumanServices. Some highlightsfrom the 1989 plan include:

● Addcentral administrativestaff to: (1)provideoversightand technical assistance
to counties and providersof services, (2) implementan informationsystem, (3)
addressmental health needs of the growingelderly population,and (4) provide
expertise in the area of housingissues for persons with mental illness.

. Providea full arrayof CommunitySupportProgram(CSP)services in all 87
counties byJanuary 1, 1990, and reduce caseloadsin counties with existing CSPS.

● Implementa cooperativepublic education/antistigmaeffort in cooperation with
the MinnesotaDepartmentof Health.

● Via an interagencyagreementwith the Division of RehabilitationServices: (1)
increase vocational trainingprogramsfor persons with a mental illness, and.(2)
enhance the employabilityand improvethe work records of persons with mental
illness.

● Implementmandatesunder the FederalNursingHome ReformAct (P.L. 100-203)
as describedabove.

● Developa comprehensive,balancedsystemthat addressesthe needs of all
children in every communityacross the state.Services will include early
identificationand intervention,and will focus new resources on youths with
severeemotional disturbance.

● Createa mentalhealth systemthat functions as a coordinatedset of services for
children across all agencies.

● Establisha systemof services that is child-/family-based.

The 1989 legislaturesupportedthe creation of.a children’smental health unit
within the MentalHealthDivision. This unit will overseethe developmentof the
systemand will implementthe 1989 ComprehensiveChildren’sMentalHealthAct,
as well as provideexpertise on meeting the needs of children with emotional
disturbance.,In addition, the Commissionerof HumanServiceswill launch an
extensiveinteragencyeffort in Minnesotaon behalf of the mentalhealth needs of all
children, and an informationmanagementsystemwill be establishedto provide
clear usableinformationfor decision making.

Funding of Mental Health Services in Minnesota: Table8 providesestimated
funds needed in calendaryear 1989 to providean arrayof mentalhealth services.
Revenuesare derivedfrom a numberof sources, including:

● MinnesotaCommunitySocial ServicesAct,
● MedicalAssistance,
● GeneralAssistance,MedicalCare,
● MinnesotaRuleNumbers:5, 12, 14, and 36,
● RegionalTreatmentCenter state appropriationand county match,
● FederalMentalHealthBlock Grant/StateSpecial Projects, and
● Title XX and Title IV-E.

Minnesotacontributes approximately51 percent towardthe total mentalhealth
budget. The counties contribute over 23 percent and the federalgovernmentover
22 percent.
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Table8
EstimatedFunding for Mental Health Services
CalendarYear19S9

MENTAL HEALTH SERVICE

Education and prevention

Emergency services

Outpatient services

Case management

Community support services (including
day treatment)

Residential treatment

Acute care hospital

Regional treatment center

Prepetition and other screening

Special projects

Other mental health Services

State administration

TOTALDHS FUNDING
Percent of total

FUNDINGSOURCE

County

$ 542,228

1,761,669

14,582,088

1,754,305

4,548,800

16,657,660

4,518,319

9,210,726

4,148,631

160,000

881,823

0

State Federal

$ 124,481

404,432

12,585,348

3,177,731

8,563,679

22,623,010

21,093,752

54,654,126

952,413

1,520,000

202,443

600,000

$59,036,248
23.8%

$126,501,413
51,0%

$ 107,742

350,047

11)958,815

2,873,964

1,939,963

8,441,011

16,414,110

10,566,997

824,341

1,767,000

175,220

390,000

$55,809,210
22.5%

Other

$ 0

0

0

0

0

800,000

0

5,885,883

0

0

0

0

$6,885,883
2.7%

Total

$ 774,450

2,516,148

39,396,251

7,806,000

15,052,441

48,521,681

42,026,181

80,317,732

5,925,385

3,447,000

1,259,485

990,000

$248,032,755
100.0%

Souroe:Minnesota Department of Human Services. (1989, January)

In additionto those costs listed in Table8, mental health services are also funded
by the departmentsof Education,Corrections, andJobs and Training.Additional
revenuescome from direct federalfundingto providersthroughMedicareand
VeteransAdministration,plus privateinsuranceand privatepay.

The largestdollar increase since 1987 has been for inpatientservices at the Regional
TreatmentCenters(RTC)-an increase of $17 million. A major reason for the current
increase in RTCcosts is a 1987 audit conductedby the HealthCare Financing
Administration,which requiredthe state to hire 175 more staff to meet federal
standards.

As requiredby the ComprehensiveMentalHealthAct, the MentalHealth Division
has closely supervisedthe counties in the implementationof the MentalHealthAct.
Countyplans for 1989 budgeteda total of $73 million in local (CommunitySocial
ServicesAct)funds for mental health, comparedto $57 million in 1987.

Social ServicesPrograms

Minnesota Board on Aging (MBA): The MinnesotaBoard on Aging is
committed to servingthe state’s700,000 older adultsby assistingthem in living
independent,meaningful,dignifiedlives in their own homes or places of residence
with emphasison the reduction of isolation and the preventionof untimelyor
unnecessaryinstitutionalization.
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The Board consists of 25 memberswho are appointedby the Governor.Staff is
providedby the Departmentof HumanServices. Roles and responsibilitiesof the
Board include: (a) advisingthe Governor,state departments,and others about the
statusand needs of older Minnesotans;(b) administeringthe Older AmericansAct,
as amended;(c) acting as an advocatefor the rights and dignityof older
Minnesotans;and (d) promotingthe talents and contributions of older Minnesotans.

The Board administersover $18 million of federaland state funds annually.These
funds generatedmore than $10 million in other resources. In addition,program
participantscontribute nearly $7 million. The primarythrust of Mimesota’s
network of services to persons who are elderly comes from the federalOlder
AmericansAct. This law connects the state to a nationalframework;it providesthe
largestsingle source of financing; and it initiatesthe network’soverarchingmandate
to promote the dignityand independenceof all older people.

Each year, over 200,000 older Minnesotansbenefit from one or more of the
programsand services providedby the agingnetwork. Major categoriesof activities
include:

● Area Plaming: 14 AreaAgencieson Aging(AAAs)plan for and administer
programsand services for older people. The AAAsdevelopan AreaPlan which is
approvedand fundedby the MBA.The MBAmonitors the activitiesof the AAAs
and providestechnical assistanceand consultation.

● Social Services: These services include transportation,health screening, legal
services, adult day care, home health aide, housingassistance,recreation,
counseling,advocacy,homemakerservices, chore services, and senior centers.
The greatestexpendituresin 1988 for these services included: legal services
($1,118,125);transportation($1,405,550); services coordination ($688,160); chore
services ($824,634); and home health aide ($790,607).

. Nutrition: The NutritionProgramprovidesover 4.5 million meals a year.There
are 433 congregatediningsites that provide 14,800 meals each service day.Home
deliveredmeals are availableto those who are unableto leavetheir homes.
Nutritionsites often serve as access points to the social service system.

c Oftlce of Ombudsman for Older Minnesotans: Two areas are addressedby
this office. The LongTermCare Ombudsman,located in sevenregionaloffices,
investigatescomplaintsof nursinghome and boardingcare residentsand their
families,and assists them in achievingsettlements.The AcuteCare Ombudsman
assistsMedicarehospitalpatientsand their familiesin hospitaladmissions,
preventingprematuredischarge,and in gainingaccess to services following
hospitalization,

● tigal Services: ThroughOlder AmericansAct funds, 20 legal service offices
provide legal advice, representation,and education to older persons throughout
Minnesota.Aimedat servingthose with the greatestsocial or economic need,
most cases involvehealth care, income programs,housingutilities, and consumer
problems.

● Senior Centers: Senior Centersoften serve as the point of entry to the vast
network of aging-relatedservices and resources.Matchinggrantsare available
throughAAAsfor staffing,remodeling,weatherization,accessibility,and other
needs.

. Volunteer Programs: The Board administersstate funds for the Senior
CompanionProgram,the Foster GrandparentProgram,and the RetiredSenior
VolunteerProgram.
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Minnesoti Board on Aging State Plan (FY 1987-1990): Goals and objectives
are as follows:

c Assureaccess to a continuumof services supportingwellness, independentliving,
long-term,and acute care:
—Promotethe AreaAgencyon Agingas the primarymechanismfor coordination

within its Planningand Service Area;
—Developstrategiesat state and local levels(both public and private)that will

promote effective coordinationof long-termcare policy development,planning,
and service deliveryto older persons statewide;

—Developand expandvolunteeropportunitiesfor older people;
—Promotehealth and wellness, in cooperation with the MinnesotaDepartmentof

Healthand the area agencieson aging.

● Establisha strong leadershiprole as an advocatefor the dignity,rights, and status
of older people:
—Maintainand strengthenthe statewideLongTermCare Ombudsmanprogram;
—Developand implementa biennial legislativeprogram,in cooperation with

AAAsand others, that has a positive impact on the rights and benefits of older
Minnesotansand on the developmentand deliveryof programspromoting
independentliving;

—Advocatefor programdevelopmentthat fills gaps in protective services for
older persons while safeguardingtheir individualrights to the fullest extent
possible;

—Promoteincreasedinvolvementfrom the privatesector in meeting the legal
needs of older persons;

—Developa process that assuresthe opportunityfor full participationof
minority persons who are elderly and persons with disabilitiesin programsand
services where special access problemsoccur.

c Enhancethe MBA’sidentity as a strong, independent,unifiedvoice of older
people:
—Introducea programof public informationand education about the Minnesota

Board on Agingand its programsand activities;
—Establisha comprehensive,coordinatedstatewideprogramto encourage

intergenerationalrelationships;
—Developpublic/privatepartnershipswith the corporate communityto enhance

the availableopportunitiesand the life satisfactionof older persons.

Children’sServices Program

Foster Care Program: As of December 31, 1986, there were 5,616 children living
in licensed foster care homes. This numberincluded 1,824 children with mental,
physical,and emotional disabilities.Of that number,there were 735 children with
mental retardation.Amongthose with mentalretardation,288 children had
additionaldisabilities:

Additional Disability Number of Children
Emotionaldisturbance/mentalillness 48
Hearing,sight or speech impairment 86
Physicaldisability 122
Other clinical diagnosis 32

As of 1988, there were 1,955 adultswith mentalretardationand relatedconditions
in adult foster homes.
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Foster parentsreceive a basic maintenancerate to cover rpom, board, clothing, and
recreation. They are also eligible for additionalmaintenancepaymentsbased on an
evaluationof the child’s special needs througha “Difficulty of Care” assessmentby
the county social services agency.The child foster care programis fundedby
county child welfarefunds and parentalfees. It is partiallyreimbursedby the Title
IV-EProgramof the SociaJ Security Act.

Subsidized Adoption Program: As of July 1, 1987, there were 808 children with
special needs and 602 familiesservedby subsidizedadoption in Minnesota.This
programincreasedby 23 percent over the previousyear,servingan additional
134 children.

An adoptionsubsidyis made availablefor a child with special needs to provide
financial reimbursementfor expenses incurredrelatedto the child’s special needs. A
child with special needs who is eligiblefor an adoptionsubsidyis under the
guardianshipof the Commissionerof HumanServicesas a “stateward,”or is under
the guardianshipof a Mimesota licensed child placing agency.The agency
responsiblefor placing the child determineswhether an adoption subsidyis needed
to ensure the child an adoptivehome. All children who receive an adoptionsubsidy
are eligible for the benefits of Medicaid(MedicalAssistance).

The averagemonthly maintenancepaymentunder this programin FiscalYear 1987
was $330. Totalexpendituresin Fiscal Year 1987 amountedto $1,761,533 for
maintenance,medical, and special costs. In addition, $547,448 were expended
under the MedicaidProgram.

CommunitySocial ServicesDivision

This Division is responsiblefor planning,developing,and implementingpublic
social services throughoutthe state as requiredby state law and Title IV and XX of
the Social Security Act. Services are specificallydesignedto help individualsachieve
or maintainself-supportand economic independenceand to secure protection from
neglect, abuse,or exploitationfor those unableto protect their own interests.Social
services are offered by county social services agencies.

Public Guardianship Office: The Public GuardianshipOffice oversees
approximately6,1oo wardsof the Commissionerof HumanServices. The purpose
of this Office is to ensure that appropriatedecisions are made on behalf of
individualswho are unableto make decisions independently.Eligibleindividuals
must be 18 years of age or older with a diagnosisof mentalretardation,Public
guardianship/conservatorshipis viewedas the most restrictive form of substitute
decision makingfor an individual,and is soughtonly in the absence of an
appropriateprivateguardian/conservator.

The Public GuardianshipOffice has the followingmajor areas of responsibility:

. Carefultyadmit new guardianships,ensuringthat the least restrictive alternativeis
soughtwheneverpossible.

● Developand clarify policies and proceduresrelatedto servingthe best interestsof
the wards.

● Provideleadershipfor decision makingwith respect to controversialand/or
ethical considerations.

● Removeinappropriatepublic guardianships,includingoutdatedguardianshipsfor
persons with epilepsy.(Historically,to receive services, individualswith mental
retardationand/orepilepsywere requiredto be a wardof the Commissionerof
HumanServices. While this is no longer true, some inappropriateguardianships
remain.) 33



● Providetrainingand technical assistance.Currently,the Public Guardianship
Office handlesover 200 calls per month, primarilywith county social service
agenciesin need of technicaI assistance.The majority of the powers of the public
guardian/conservatorhavebeen delegatedto the county social service agency.

Deaf ServicesDivision

The Deaf Services Division is requiredby statuteto ensure that persons with
hearingimpairmentshaveaccess to a full arrayof humanservices availablein
Minnesota.

The Division manageseight RegionalService Centerslocated in Crookston,
Duluth, FergusFalls,Mankato,Rochester,St. Cloud, St. Paul, and Willmar.These
Centersserve as an entry point for people with hearingimpairmentsfor accessing
humanservice agencies.Regionalstaff provideinformation, referral, advocacy,
technical assistance,and trainingto individualswith hearingimpairmentsand to
public and privatehumanservice agencies. In addition, regionalstaff distribute
adaptivetelephone equipmentto individualsin need.

The DevelopmentalServices Section of the Deaf Services Division is responsible
for statewideplanningand programdevelopmentto meet the humanservice
needs of people with hearingimpairments.The Division also administers
contracts for statewideinterpreterreferral, specializedmentalhealth services, and
services to people who are both deaf and blind.

For Fiscal Year 1989, the followingservice goals will be met:

● Approximately1,200 people with hearingimpairmentswill be served;
● Approximately110AccessPolicies or Procedureswill be adoptedby human

service agencies;
● Approximately250 trainingeventswill be providedto humanservice agencies; and
c Over 1,500 TelecommunicationDevices will be distributed.

Division for Persons with DevelopmentalDisabilities

This Divisionplans, develops,coordinates,and monitors communityservices for
personswith mentalretardationand relatedconditions. “Relatedcondition” is
defined as:

a pemon with a severe, cbronic disability that is: (a) attributable to

cerebral palsy, epilepsy, autism, or any other condition, other than

mental illness, found to be closely related to mental retardation because

the condition results in impairment of general intellectual functioning

or adaptive behavior similar to that ofpersons with mental retardation

or requires treatment or services similar to those required for persons

with mental retardation; (b) is likely to continue indefinitely; and (c)

results in substantial functional limitations in three or more of the

following areas of major lijie activity: selfcare, undemanding and use

of Ianguagq learning, mobility, self-direction, or capacity for

independent living. (_INN. STAZ Chapter 252,27 Subd. 1)

The Division supervisescounty social services and humanservices agenciesthat
administerprogramsfor persons with mentalretardationand relatedconditions
under the CommunitySocial Service Act and administersthe federalhome and
community-basedservices waiverunder the Title XIX MedicalAssistanceprogram.
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Table9
Services to Personswith Mental Retardationand RelatedConditionsin Minnesota:
Numberof PersonsServedand Characteristicsby Typeof Service,1985through 1988

NUMBEROF PERSONSSERVED PERCENTAGEOF PERSONSSERVEOIN SERVICECATEGORIES
8Y SERVICETYPE BY AGEGROU~GENOER,AND LEVELOF FUNCTIONING

Numberof PersonsServed AgeGroup Gender Levelof Functioning

Birth 21
to and Pro- Moder-

SERVICETYPE SFY1985SFY1986SFY1987SFY1988 20 Over Male Female found Severe ate Mild Other

RegionalTreatment
Centers 1,997 1,788 1,626 1,498

ICFS-MR(Community) 4,945 4,988 4,961 4,748

DayTrainingand
Habilitation/Developmental
Achiewment Centers 4,880 6,364 6,094 6,267

Semi-Independent
Livinga 864 757 888 1,075

WaiveredServicesa 278 614 991 1,565

FamilySubsidya 203 240 245 410

Source:Minnesota Department of Human Sewices. (1989, June),

2V0 98%

80/0 92%

17% 83%

4% 96%

29% 71%

jooo~ ~

590/0 410~

53Y0 479/0

52% 48%

— —

59% 41Y0

— —

64% 190/0

23% 29%

17V0 32%

Oyo 20/0

— .

— —

Nota: Dewlopmental khievement Center statistics pertaining to sax and level of functioning refer to adults only; statistics pefiaining to persons served are based on the calendar year
rather than state fiscal year.

‘Blank spaces indicate that data are not available.

The Division also preparesand proposes statepolicies, legislation,and rules; and it
administersthem as adoptedand legislated.Administrationincludes county
planning,case management,and assessingthe need for public and privateresidential
and day services by persons with mentalretardationand relatedconditions.

Communityresidential,day,support services, and regionaltreatmentcenters are
fundedby variouscombinationsof federal, state, local, county, and parental
resources. The Divisionprovidestechnical assistanceto county agencies and service
providers;and it plans and developsalternativesto residentialand institutionalcare.
The Division’sintent is to provideservices in the least restrictiveand most normal
setting possible so that individualservice plans may be properly carried out for
each client.

The Division strives to establishservice options, and foster societal conditions and
public attitudesthat promote a safe and healthylife in the community,culturally
and age-appropriatelifestyles,meaningfulinterpemonalrelationships,and maximum
appropriateindependence,self-determination,and expressionof individuality.

Tables9, 10, and 11 describe the number of persons servedand their characteristics,
expendituresfor services, and averagecost per person by service category:

Family Subsidy Program: This Programprovidesa monthly stipendof up to
$250 to familieswith a child with mental retardationor a relatedcondition. The
stipendenables the child to remain at home and delayor avoidplacement in a
community ICF-MRor RegionalTreatmentCenter.Applicationsare takenby county
social service agencieswith approvaland fundingcompletedby the Departmentof
HumanServices. Stipendsmay be used to purchasespecial equipment,food, or
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clothing needed by the child as well as respitecare, baby-sitting,or transportation.
Resultsof a surveyof parentswho use the program,reported in Welscbvs. Levine

PolicyAnalysisSeries PaperNo. 18, revealedthat parentsfind the program
extremelybeneficial. As of June 1989, there were 375 familiesreceivingfamily
subsidies;and there were another 140 familieson the waitinglist for this service.

Semi-Independent Living Services (SILS): This programservespersons who do
not need 24-hour supervision,It providestrainingin skills neededby a person with
mentalretardationor a relatedcondition to live independently—skillssuch as
householdmanagement,personalgroomingand hygiene,and use of public services.
As of June 1989, there havebeen 1,145 persons served; and there is a waitinglist of
400 persons for this program.

Table10
Services to Personswith Mental Retardationand Related Conditionsin Minnesota:
Expendituresby ServiceCategory
[StateFiscalYear(SFY)1988and CalendarYear(~ 1986]

ADDITIONAL
MEDICAL CDMMUNITY STATE

ASSISTANCE SOCIALSERVICES APPROPRIATION
SERVICECATEGORY (SFY1988)’ (CY1986)b (SFY1988)

RegionalTreatment
Centers $106,258,543 $ 294,786 —

IntermediateCare
Facilitiesfor People
with MentalRetardation $110,854,046 2,627,082 —

Developmental
AchievementCenters 21,200,483 20,327,937 —

Semi-IndependentLiving — 4,330,469 $4,365,751

WaiveredServicesa 24,371,383 NA NA

In-HomeFamilySupport — 1,083,913 1,062,700

Other Community

Services — $28,465,350 —

TOTAL $262,684,455 $57,129,537 $5,428,451

Source: Minnesota Department of Human Services. (1989, June)

‘Includes Federal Funding Participation (FFP), plus state and local match

bCurrent data are not available. Amounts include payments for screening as well as services.



Table11
Services to Personswith MentalRetardationand RelatedConditionsin Minnesota:
AverageCost Par Person by Service Category
(StateFiscalYear1988)

AVERAGE
AVERAGECOST ANNUAL
PER PERSON COSTPER

SERVICE CATEGORY PER DAY PERSONa

Regional Treatment Centers $194.00 $61,994

ICFS-MR(Community) $74.66 $23,348

Developmental Achievement Centersb $32.25 $7,096

Semi-IndependentLiving $11.22 $4,061

WaiveredServicesc $50.91 $15,573

FamilySubsidy $ 7.10 $2,592

Source:Minnesota Department of Human Services

aComputed: Total Annual Expenditure for Service Catego~/Number of Persons Served.

bThe annual cost of Oevelopmentd Achievement Centers is based upon 220 days of services. Over a 365day period, the average
cost would be $19.44 per day.

Olncludespayments for cost of screenings as well as services

Alternative Disposition Plan for Persons with Developmental Disabilities
Living in Mimesota Nursing Facilities: This plan was submittedby the
MinnesotaDepartmentof HumanServices as requiredunder Public Law 100-203,
OmnibusBudgetReconciliationAct (OBRA).This federallaw requiredall states to
assess the service needs of persons with mentalretardationor relatedconditions
who currentlyreside in nursingfacilities, to determinethe appropriatenessof their
current services and to preventfuture inappropriatenursinghome placementsof
such persons. By April 1, 1990, all nursinghome residentswith mentalretardation
or relatedconditions must be assessedand providedwith appropriateservices
and/orplacements.A preadmissionscreeningprogrammust also be in place by
January 1, 1989.

In 1987, there were an estimated 1,200 individualswith mental retardationor
related conditions living in nursinghomes with their care fundedby Medicaid.
Since that time, considerableprogress has been made. Approximately500
individualshave been assessed; 164 have been relocated to other services (at an
estimatedcost of $4.8 million annually);and an additional 110 people will be
placed. An additional 150 individualswere found to be incorrectly diagnosedas
havingmental retardationor a related condition; and 240 persons in the original
target group are deceased. Under the current plan, there are an estimated275
persons who need to be relocated.

The 1990-91 State Plan for Services to Minnesotans with Developmental
Disabilities: This plan addressesthe areas of case management,supportfor
familiesand consumers, homes for persons with developmentaldisabilities,jobs
and job training, trainingand support for service providers, and provisions for
quality assurance.
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Mimesota Council on Children, Youth, and Families

The Council is a 23-memberadvisorybody that providespublic advocacy and
supporton selected issuesrelatingto children, youth, and families. The goals of
the Council are to:(1) improve interagencycoordination on issuesrelating to
children, youth, and families; (2) develop better statewidepolicies on issues
targetedfor action by the administration;(3) provide forums where familiescan
voice concerns; and (4) serve as an information resource on the needs of children,
youth, and families.

In its 1988 Annual Report to Governor Perpicb (1988, October), the Council
documentedthe increase in poverty amongchildren in the state.The Council set
forth the followinggoal: “Familiesneed to be economically self-sufficientto
providefor the basic nqedsof their children.”The objective statedin support of
this goal was: To minimizethe impact of poverty upon children, especiallychildren
in their earliest years,by makingneeded health, education, and social services
universallyavailableto children from low-incomefamilies,The Council will
implementseveralstategiesincluding:

● Increase fundingfor programsso that no eligiblechild is denied access to a
programbecause of lack of funding;

c Improveparticipationrates for programsthat promote the well-beingof children;
● Expand, where possible,programeligibilitylimits to at least 185 percent of the

federalpoverty level to include children from workingpoor families;
. Identify gapsin the deliveryof services and propose new waysto ensurebetter

access to programs;
. Ensurethe qualityof children’sservices so that programsfurther the development

of children.

Subsequently,Council reports havedocumentedthe participationrates and funding
patternsover the last decade for five major programsfor children: Early Childhood
Health and DevelopmentScreening(ECS);Early Periodic Screening, Diagnosisand
Treatment(EPSDT);ChildCare SubsidyFund; Early ChildhoodFamilyEducation;
and HeadStart.

In addition, the Council on Children,Youth, and Familiesestablisheda Blue Ribbon
TaskForce to studythe early childhood developmentservice systemin Minnesota.
The goal of the TaskForce was to describe what a comprehensivesystemof services
might look like as well as to identify accessibilityto services and quality issues.

Departmentof Jobs and Tmining

The purpose of the Departmentof Jobs and Trainingis to develop,implement,and
coordinateemploymentand income policies for the state of Minnesota.It is the
state’sprincipalagencyfor employmentand job training,vocational rehabilitation,
and the unemploymentinsuranceprogram.

Division of RehabilitationServices (DRS)

The purpose of the Division of RehabilitationServices (DRS)is to enable individuals
with disabilitiesto significantlyincrease their vocational; personal, and financial
independence,with special attention to those with more severedisabilities.To
accomplish this mission, DRS providesan arrayof services that includestraining
and job placement.
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Vocational Rehabilitation focuses on achievingemploymentoutcomes. Each
person is assignedto work with a counselor and receives counselingand guidance
based on a jointly developedindividualwritten rehabilitationplan. The Division
has cooperativearrangementswith public schools, state RegionalTreatmentCenters,
and state correctional institutionsto help providebroader and more timely
vocational rehabilitationservices. Employmentopportunitiesinclude both
competitiveemploymentaridsupportedemployment.

In Fiscal Year 1988, 3,76o individualswere placed in employment.Of that number,
582 were placed in supportedemploymentor shelteredemployment;and 36 were
rehabilitatedas homemakers.

The Independent Living Program supportsopportutiitiesfor individualswith
severedisabilitiesto live independentlyand function within their family and
community.The primar~service deliverymechanismis a network of Independent
LivingCenterslocated throughoutthe state.These Centersare supportedwith both
state and federalfunds. In 1989, the Legislatureauthorizedadditionalsupportsfor
the establishmentof satelliteprogramsin the existing six Centersfor Independent
Livingand the establishmentof one additionalCenter in an area of the stme
currentlyhavingno access to independentlivingservices.

In Fiscal Year 1988, 2,428 persons were servedby Centersfor IndependentLiving.

Division of Rehabilitation Services State Plan: This plan describes the services
availableto individualsincluding:

● Evaluationof rehabilitationpotential;
c Counselingguidanceand referral;
● Physicaland mentalrestorationservices;
● Vocationaland other trainingservices;
● Services to membersof familiesnecessaryto the adjustmentof the individual

with a disability;
● Interpreterservices for people who are deaf;
● Telecommunications,sensory,and other technical aids and devices;
● Recruitmentand trainingservices to providenew employmentopportunities;
● Listingof suitableemployment;
c Employmentservices needed to obtain appropriateemployment;and
● Occupationallicenses, tools, equipment,stocks, and suppliesnecessary to begin a

particularoccupation as well as other goods and services to enhance an
individualperson’semployability,

In addition, the DRS State Plan includesa description of the agency’sefforts to
expandand improveservices to individualswith severedisabilities,a description of
the quality,scope, and extent of supportedemploymentservices, information
concerning the developmentof rehabilitationtechnology services, and a description
of the approachused in carrying out ongoing needs assessments.

Supported Employment Grant from OSERS: In October 1985, the stateof
Minnesotareceived a grant from the UnitedStatesDepartmentof Education,Office
of Special Educationand RehabilitativeServices (OSERS).The Division of Rehabilita-
tion Services of the Departmentof Jobs and Trainingis the host agencyfor this
grant. The purpose of the OSERSgrant is to increase the quantityand qualityof
paid integratedwork opportunitiesfor persons with severedisabilitiesand to
improvetheir qualityof life as measuredby integrationand productivity.

39



StateServices for the Blind and Visually Handicapped (SSB)

The mission of SSB is to facilitatethe achievementof vocationalpersonal
independenceby children and adultswho are blind or who have a visual disability.
In 1988, 14,437 persons who are blind or who havevisualdisabilitieswere served.
More than 425 volunteershelped to make the services possible.Totalrevenuein
1988 was $9,620,534, which was derivedfrom federal($5,488,362), state
($3,452,000) and other sources ($680,172).

StateJob TrainingOffice

In Minnesota,the Job Ttining PartnershipAct (JTPA)is administeredby the State
Job TrainingOffice, a divisionwithin the Departmentof Jobs and Tmining.This
office providesstaff support to the Governor’sJob TrainingCouncil, which is
responsiblefor makingrecommendationsto the Governor on policies, coordination
of services, and the implementationof a stateplan.

The purpose of the Job TrainingPartnershipAct is to establishprogramsto prepare
youth and unskilledadultsfor entry into the labor force. Job trainingis providedto
individualswho are economically disadvantagedand others who face serious
barriersto employment.

There are 17 Service DeliveryAreasin Minnesotawhich plan and provideservices
accordingto locally defined needs and priorities. Within each of these local areasis
a PrivateIndustryCouncil. It is the role of these Councils, together with the local
elected officials, to determine:what services will be provided,what agencyor
agencieswill manageand operatethe program,and what populationswill be
targetedfor services.

BetweenJuly 1, 1988, and April 30, 1989 (nine months), 15,158 people in
Minnesotawere servedthroughthe JTPATitle II-AProgram.Of that number, 1,940
people (12.8 percent) had disabilities,

Project Head Start

MinnesotaProject HeadStart is administeredby the Economic OpportunityOffice
of the Departmentof Jobs and Training.HeadStart is a demonstrationprogram
authorizedunder the Economic OpportunityAct of 1964 (P.L. 95-568) to provide
comprehensivedevelopmentalservices for low income preschool children. Since its
inception in 1965, HeadStart has providededucational,social, medical, dental,
nutrition, and mentalhealth services to over 10 million children and their families
across the UnitedStates.HeadStart is a family-centeredchild developmentprogram
with the central goal of increasingsocial competence in children of low-income
families,Social competence refers to a child’s everydayeffectivenessin dealingwith
both present environmentand later responsibilitiesin school and life.

In Minnesota,HeadStart services are deliveredlocally by communityaction
agencies, Indianreservationgovernments,privatenonprofit agencies, and one
school district. In FiscalYear 1988, there were 6,632 preschool children enrolled in
HeadStart. Nearly900 of this numberwere children with disabilities(mental
retardation,health impairments,visualdisabilities,hearingimpairments,emotional
disturbance,speech and languageimpairments,orthopedic disabilities,and learning
disabilities),or 13.3 percent of the total numberserved. The total budgetfor Fiscal
Year 1988 was $14,599,874, of which $1,915,945 were state funds. The averagecost
per child in 1988 was $2,345.
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MinnesotaDisabilityLawCenter

Legal Mvocacy for Persons with DevelopmentalDisabilities

The DevelopmentalDisabilitiesAct (P.L. 100-146)requiredthat each state havea
systemto protect and advocatefor the rights of personswith developmental
disabilities.Congressappropriatedfunds to support this system.

LegalAdvocacyfor Personswith DevelopmentalDisabilitiesis a part of the
MinnesotaDisabilityLaw Center of the LegalAid Society of Minneapolis.This
agency has been designatedby Governor Perpich as the MinnesotaProtection and
Advocacyagency.

The role of LegalAdvocacyfor Personswith DevelopmentalDisabilitiesis to protect
and advocatefor the rights of these persons. The Project staff concentmte on direct
representationof people with disabilities,legislativeand administrativeadvocacy,
and consumer and professionaleducation and training.A major focus of legal
advocacyservices is to assurethat qualitycommunity services are availablefor
people with developmentaldisabilities.

LegalAdvocacyis fundedby the Administrationon DevelopmentalDisabilitiesof
the UnitedStatesDepartmentof Healthand HumanServices, UnitedWayof the
MinneapolisArea, Gamble/SkogmosFoundation,and personal contributions.

In FederalFiscal Year 1988, 502 individualswith developmentaldisabilitieswere
served. In addition, there were 2,800 individualsrepresentedunder the Welschclass
action suit. The Welscblawsuitwas initiated in 1972, anci resulted in the eventUal
placement of more than one thousandpersons with developmentaldisabilitiesfrom
Minnesota’sRegionalTreatmentCenters.

ClientAssistanceProject

Section 112of the RehabilitationAct of 1973, 29 U.S.C.Section 732, requiredthat
the Governor designatea public or privateagencyto assist clients and potential
clients of rehabilitationprograms.GovernorRudyPerpichdesignatedthe LegalAid
Society of Minneapolis,Inc., to fulfill that function. The Client AssistanceProject is
fundedby a grant from the RehabilitativeServicesAdministrationof the United
StatesDepartmentof Education.

The ClientAssistanceProject providesinformation, support, and advocacyservices
to clients and potential clients of the Division of RehabilitationServicesand State
Services for the Blind to ensure that they receive the services and benefits available
to them as providedby the RehabilitationAct of 1973.

In Fiscal Year 1988, there were 472 individualsservedby the ClientAssistance
Program.

MinnesotaMentalHealth Law Project

The MinnesotaMentalHealthLaw Project is a legal assistanceproject which
protects and advocatesfor persons with mental illness in Minnesota.The Project
works on problemsrelatingto abuse and neglect of persons with mental illness,
lack of appropriateindividualizedtreatmentor dischargeplans, improperseclusion
or restraints,violation of rights to confidentialityand privacy,and lack of a safe
and healthyenvironment.
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Federallaw requiresthat each state havea systemto protect and advocatethe rights
of persons with mental illness who either are or were inpatientsor residentsof a
care or treatmentfacility with a problem that occurred within 90 daysafter
discharge.The MinnesotaMentalHealthLaw Project has been designatedby
Governor Perpich as the MinnesotaProtection and Advocacyagency for persons
with mental illness. The Project is fundedby the federalgovernment,UnitedWay
of the MinneapolisArea, and the McKnightFoundation.

In FederalFiscal Year 1988, the project served 312 persons.

Office of the Ombudsmanfor MentalHealthand
MentalRetardation

The Office of Ombudsmanfor MentalHealthand MentalRetardationwas createdby
the 1987 MinnesotaLegislature.This Office has been givena broadmandateto
promotethe highestattainablestandardsof treatment,competence,efficiency,and
justice for all people receivingcare and treatmentfor mentalillness,mental
retardation,chemical dependency,or emotionaldisturbance.The Office reviews
complaintsfrom any source concerningthe actions of an agency,facility,or program
that providesservices to these populations.These complaintsmay deal with
individualclient concerns or concerns of a more generalor systemicnature.

In 1988, there were 2,800 complaintsreceivedpertainingto:

TypaaofComplaints
T’eatmentissues
Legalissues
Abuse/neglect
Rightsissues
Living conditions
Denialof services
Deaths

of Complaints
290/0
250~
140~
120fi
11%
4%
4%

Most complaintswere originatedby clients (n = 1,162)and facility staff (n = 981).
Most of the clients were under commitment as mentallyill (35 percent) or
developmentallydisabled(18 percent).

SocialSecurityAdministration

SupplementalSecurity Income (SS1)

Establishedby the U.S. Congressin 1972, the SS1programprovidesa national
minimalincome floor for people who are aging, have a disability,or are blind. This
income maintenanceprogramis designedto assist individualswith disabilitieswho
may be below specified income and resource limits. People with low incomes and
resourcesage 65 and over are eligible.Persons 18 and older may receive SS1if a
physicalor mental disabilityis expected to preventa person from working, and if
the disabilityis expected to last at least 12 months or result in death. A child
(under 18 years)with a disabilitymay also receive SS1if the disabilityis as severeas
one that would keep an adult from working and is expected to last at least 12
months or result in death.
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A person who lives independentlycan receive as much as $368.00 a month from
SSI (or $553.oo for a couple if both persons are eligible). The level of paymentwill
increase in January 1990. Individualsliving in grouphomes are often consideredto
be living independentlyand can qualifyfor the paymentrate. People living in
someone else’shousehold, such as a person with a developmentaldisabilityliving
with his or her naturalparents,qualifyfor a lower amount. Parentalincome and
resourcesare not consideredin determiningeligibilityin this type of situation.

In additionto receivingthe income under SS1,recipientsautomaticallyare eligible
for food stampsand Medicaid.

In 1987, the followingnumbersof people received SS1paymentsin Minnesota,
receiving an approximatetotal of $79,908,000:

Number Amount
01People of Payments

Persons who are elderly 9,593 $14,482,000

Persons who are blind 629 1,566,000

Personswith a disability 25,426 63,660,000

TOTAL 35,648 $79,908,000

Source:Social Security Administration, 1968, Social Security Bulletin: ,4mw?/ Statisficd Supp/enrerrt, p. 317

In a national surveyconducted by the Villars Foundation(April 1989) in
Washington,D.C., it was documentedthat three out of five Minnesotanseligible
for SupplementalSecurity Income do not receive it, primarilybecause they are
unawareit exists or that they qualify.The surveyrevealed that 51 percent of the 4
million people who would be eligiblenationallytook advantageof the SS1program.
In Minnesota,only 39 percent of 33,900 eligiblepeople were receiving SS1.

Social SecurityDisability Insurance (SSDI)

SSDI provides monthly benefits for workers and eligible membersof their family if
an illness or injury is expected to keep the worker from working for a year or
longer. Under Social Security, the definition of disabilityis related to the ability to
work. This definition requires total disabilityand is somewhat stricter than the
definition of some other programsthat may pay benefits in cases of partial
disability. Familymembersmay also qualifyfor disabilitybenefits on the
employee’s work record, such as:

● An unmarriedson or daughter(includingstep-child,adopted child, and, in some
cases, a grandchild)who is under 18 or under 19 if in high school full time;

● An unmarriedson or daughterdisabledbefore age 22;
● The disabledworker’s spousewho is caring for the worker’s child who is under

16 or disabledand also receiving checks; or age 62 or older;
c The disabledworker’s widow or widower, payableat age 50; and
● A disabledsurvivingdivorced wife or husband,if the marriagelasted 10 years or

longer, with benefits payableat age 50.

43



StateBoard of VocationalTechnicalEducation
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In recent years technical traininghas been made availableto personswith disabilities
in Technical Colleges(TCS).In Minnesota,there are 30 TCS located at 34 locations
throughoutthe state. The TC systemis supportedby fundsfrom state
appropriations,federalaid, and studenttuition. The approximatecontributionto the
systemfrom each of these sources is 68 percent state appropriations,7 percent
federalaid, and 25 percent studenttuition.

The occupationalprogramsof the TCSprovidestudentswith:

● Initialjob trainingor retrainingof the skillsnecessaryfor a particularjob;
● An opportunityto improveor upgradecurrent job skills;
● A chance to explore other careers;
● An opportunityfor personalor professionaldevelopment;

Student Population: In FiscalYear 1988 (endingJune 30, 1988), there were 2,258
studentswith handicappingconditionsenrolledin vocational
education/postsecondaryprograms There may also be a numberof studentswho
have handicapsbut were listedamongthe 19,671 studentswho were classifiedas
“disadvantaged.”

Vocational Technical Education State Plan: The followingis a partial list of
objectives excerptedfrom the AnnualProgramPlan (DraftCopy):Minnesota State

Plan for Vocational Technical Education for Fiscal Year 1990Quly 1, 1989,

tbrough June .30, 1990). These aspectsof the plan were selected on the basis of
those featureswhich directly or indirectlyaffect persons with developmentaland
other disabilities:

● SpeciaIvocationalprogramswill be designedfor studentswith disabilities.
● Careerdevelopmentand guidancewill be providedfor all secondarystudentswith

disabilitiesor who are disadvantaged.
● Equalaccess will be providedfor personswho are disabled/disadvantagedin all

recruitment,enrollment,programand course offerings,and placementactivities.
s Vocationalprograms,services, ;mdactivitiesfor personswith disabilitieswill be

providedin the least restrictiveenvironmentwheneverappropriate.
● Assessmentactivitieswill be implementedfor studentswho are

disabled/disadvantaged.Studentintakeprocess instrumentshave been designedto
providea comprehensivebase for local studentsupportpersonnelto match
studentneeds with appropriatesupportservices.These instrumentsfocus upon
career, academic,vocational, financial,and personalneeds assessments.

● Studentswho are disabled/disaclvantagedwho are enrolledin vocationaleducation
programswill receive supplementalsupportservices, guidance,counseling,and
career developmentservices, and counselingservices to enhance transitionfrom
school to post-school training.

StateCouncilon Disability

This Councilwas createdby the hlinnesotaStateLegislaturein 1973. Consistingof 21
memberswho are appointedby the Governor,the Counciladvisesthe Governor,the
Legislature,serviceproviders,and the generalpublic about services,programs,and
legislationnecessaryfor people with physical,mental,or emotionaldisabilities.In
additionto promotinginteragencycoordinationand improvementof servicesand
programs,the Councilprovidesinformationand referralservicesto individualsand



familiesseekingservices,as well as informationabout the needs and rightsof
personswith disabilitiesto the generalpublic.

The StateCouncilon Disabilityworks cooperativelywith the Governor’sPlanning
Councilon DevelopmentalDisabilitiesin severalareassuch as legislationand policy
reform, advocacy,public relations,and coordinationof stateactivitiesand services.

Governor’s Advisory Council on Technology for
People with Disabilities

The Governor’sAdvisoryCouncilon Technologyfor Peoplewith Disabilitiesis a
public-privateinitiativeformedby GovernorRudyPerpichby ExecutiveOrder86-12
in 1987 and ExecutiveOrder89-5 in 1989. The Council, administeredby the State
Councilon Disability,developspublicpolicy on the use of technologyfor people
with disabilities.A specific focus is improvinginformationcollection and
dissemination,increasingawareness,and encouragingfunding,researchand
developmentefforts. The 15-memberAdvisoryCouncil includesrepresentativesfrom
service agencies,people with disabilities,privateindustry,fundingsources,and
educationsystems.Representativesfromeightstateagenciesserveasex-officiomembem

In recent years,there has been a significantaccelerationin the rateof technological
innovation-new devicesand processesthat can enhance the dailylivesand activities
of people with disabilities.An enormousrangeof technologicaldevicesis availableto
help individualsfunction more fully in the areasof mobility,communication,and
negotiationand control of the environment.In addition,technologicaldevicescan be
usedin educationaland vocationalsettingsallowingmanyindividualsto access
learningopportunitiesthat had been closed to them in the past.

With the passageof the Technology-RelatedAssistancefor Individualswith
DisabilitiesAct of 1988 (P.L. 100-407) by the UnitedStatesCongress,the Advisory
Council has appliedfor a three-yeargrant to establisha statewidesystemof
technology responsiveto consumer needs. Minnesotawas selected as one of the
first nine statesto receive a grant.

4.2
State Review Process

There were manynew requirementsof the statesmadeby Congressin the
DevelopmentalDisabilitiesAssistanceand Bill of RightsAct (P.L.100-146).Such
requirementswere intendedto assistthe statesin their planningprocessesas well as
to generatemeaningtldinformationfor stateand federalpolicymakers.Manyof these
requirementshavebeen accomplishedby the Governor’sPlanningCouncil,while
othemare nearingcompletion,as indicatedbelow:

4.2.1
StatePlan Review

Requirement: The stateshall reviewthe eligibilityfor and scope of services
providedto personswith developmentaldisabilitiesand their families[Section
122(b)(5)(C)(i)];[Section 122(f)(i)];and [Section 122(b)(5)(C)].

Compliance: The MinnesotaGovernor’sPlanningCouncilhas: (a) collected and
analyzedexistingreports,plans,and originalmaterialswhich identifythe agencies
(includingpublic assistance)that receivefederaland statefundsto provideservices to
people with developmentaldisabilies.Eligibilityrequirementswere collectedand
analyzedfor each service and the extent and scope of serviceswere documented. 45
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Requirement: Each StatePlanningCouncilshall conduct a reviewand analysisof
the effectivenessof, and consumersatisfactionwith, the functionsperformedby, and
servicesprovidedor paid for from federaland statefundsby, each of the state
agencies(includingpublic assistance)responsiblefor performingfunctionsfor, and
providingservicesto, all personswith developmentaldisabilitiesin the state.Such
reviewand analysisshallbe basedupon a surveyof a representativesampleof
personswith developmentaldisabilitiesreceivingservices from each agencyand their
familiesif appropriate[Section 122(~C)(2).

Compliance: A consumersurveywas conductedbasedon severalnationalsurvey
forms developedfor previousstudies.A requestfor volunteersto participatein the
surveywas widely disseminated.In March 1988, over 1,300 volunteersurveyforms
were distributedto 11 organizationswhich in turn mailedthem to their members.
Another2,500 volunteerforms were includedin each of three monthlynewsletters.
A newsreleasesolicitingvolunteemfor the consumersurveyreceivedwidespread
distributionthroughlocal newspapemand other organizationalnewsletters.

Surveyresultsdocumentedneeds and levelsof satisfactionregarding:case
managementservices,communityliving,education,transportation,health care
services, interactionswith professionals,early interventionservices,and employment.

Requirement: The stateshall reviewthe extent to which existingpriority area
activitiesare responsiveto the needs of personswith developmentaldisabilitiesand
their families[Section 122(b)(5)(i)];and [Section 122(b)(5)(A)].

Compliance: The priority activitiesidentifiedin the existingplan, Developmental
Disabilities Three-YearStatePlan (October 1, 1986-September30, 1989), focusedon
case managementservicesand supportedemployment.

The Council’sgoal for case managementfor federalfiscalyearn(FFYs)1987 to 1989
was:

BY 1989, the eflkkrzq, responsiveness,and measurable effectivenessof

case management servicesfor persons with developmental disabilities will

increase.

Duringthis three-yearperiod the Councilmadethe followinggrants:

Universityof Minnesota,Instituteon CommunityIntegration

Project Funding:
Federal State

FFY 1987: $50,000 $17,252.

The grantenabledthe collection of baseline data about case managementin
Minnesota.The Institute sought informationabout the practice of case management
by county agencies, barriers to effective case management,and identification of
programsperceivedas effective by clients, parents,guardians,providers,and case
managers,A written surveywas developed,field tested and mailed to nine target
groups.The originalmailingincluded 1,771 questionnaires.A mail and telephone
follow-upeventuallyproduceda return of 770, or 43 percent.

‘The resultsof the surveywere tabulatedand publishedin a 320 page report and a
smallerexecutive summaryPolicy Analysis Paper No. 24: Minnesota Case
Management Study: Executive Summary This project producedthe first
comprehensivepicture of the practice of case managementfor persons with
developmentaldisabilitiesin Minnesota.(See summaryin Section 7.2.2.)



MetropolitanCouncil:

Project Funding:
Federal State

FFY 1987: $53,300 $28,700
FFY 1988: $60,500 $25,500
FFY 1989: $45,o92 $20,208.

In FFY 1987, the MetropolitanCouncil focused on the interdisciplinaryteam within
the case managementprocess. Based on a surveyof {‘keyinformants,”a manual,a
videotape,and an audiotapewere produced, tested, published,and disseminated.
Entitled The Case Management Team: Building Community Connections, this set
of materialshas become the basic “how to” manualfor parents, consumers,and
professionals.Demandfor the manualhas surpassedthe original distributionof 600
copies, and has requiredreprinting.Copies of the audiotapesand videotapesare
kept in the Council’s resource librarywhere they are availablefor loan. Eighty-five
loans of the tapes were made in the first year.

In FFY 1988, the MetropolitanCouncil focused on the assessmentand planning
functions of the case managementprocess. “PersonalFuturesPlanning”was
selected as the strategyto accomplish the grantobjectives. The grant resultedin the
production and disseminationof a videotapeand a manualentitled It’s Never Too

Earl% It’s Never Too Late. Ten thousandcopies havebeen disseminatedand
demandhas requiredadditionalprinting. The Departmentof HumanServices
purchasedand distributedone copy to each county for use by county case managers.

The materialdoes not teach personalfuturesplanningtechniques; rather,it
acquaintsthe viewer and reader with state-of-the-artideas.

Duringthe process of preparingthe manualand videotape,two county case
managers,two families, thirteen staff at RegionalTreatmentCenters,and six staff
from communityproviderorganizationswere involvedin personalfuturesplanning.
Duringthe trainingprocess two persons with disabilitieshad personalfuturesplans
prepared.One has changedemploymentand is planningto move from a group
home to her own home; the other is planningto move from a RegionalTreatment
Center to live with her sister in the community.

In FFY 1989, the MetropolitanCouncil focused on trainingof trainersin the
personalfuturesplanningprocess. It is expected that twelve persons will be trained
in the techniquesof personalfuturesplanningand will, in turn, tmin others
throughoutMinnesota.

Dakota and ItascaCounties:

Project Funding:
Federal State

FFY 1987: $ 96,500 $245,986
FFY 1988: $ 75,000 $ 25,000
FFY 1989: $100,200 $ 43,050

The WY 1987 project funded a cooperativeeffort between Dakotaand Itasca
counties to developa microcomputer-basedinformationsystemthat could assist
county case managersin managingtheir case load. The product was called the Case
ManagementSystem(CMS).DakotaCounty is a rapidlygrowingsuburban
developmentof the Minneapolis-St.PaulMetropolitanArea. In contrast, Itasca
County is a rural county in northern Minnesota.Anysystemthat worked in these
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two counties, would work in any county in Minnesota.At the end of the first year
the project had produceda roughmicrocomputer-basedinformationsystemthat
was being used by the two counties.

In FFY 1988, the two counties received a single grant to solve problemsin the CMS
and to add enhancements.Also includedwas the developmentof an “expert
system”for use within the case managementprocess. As the CMSwas being
“debugged,”it became apparentthat other counties were interestedin acquiringthe
systemfor their own use. This requiredthe preparationof instructionalmaterial
about CMS.

The expert systemwas completedfocusingon the county waiver screening
document. In the process, the Departmentof HumanServicesexpressedconcerns,
which were resolvedby the counties and the Council. The result has been
extremely beneficial to all counties in Minnesota.

In FFY 1989, Dakotaand Itasca counties received a grant to assist four additional
counties to replicate the CMSsystem. Part of this project includedthe establishment
of a “User Group”responsiblefor trainingstaff in counties new to the CMSand for
disseminationof the CMSafter the end of the fiscal year.

At this time, CMSis installedand in use in six of the 87 counties in Minnesota.
Sufficientinteresthas been shown by other counties to estimatethat at least 20
additionalcounties will install the systemin the near future.Based on evaluation
results,use of CMSby the case managershas resultedin a higher level of service to
the personswith whom they work, In some counties the case managersuse laptop
computersthat enable them to retrievedataduringmeetingstherebyexpediting
decisions about services.

Chippewa, Olmsted,Pine, and St.Louis Counties

Project Funding:
Federal State

FFY 1989: $52,000 $57,094

In FFY 1989, the Council askedfor applicationsfrom counties interestedin
replicatingthe CountyCase ManagerSystem(CMS).Five counties responded,and
four were awardedgmnts.The CMSis now installedand in use in these four
counties. While not every case managerin all four counties has been trainedin its
use, the majority of case mamgers in the four counties are actively usingthe
system. One case managerwho has been usingthe systemfor about two yearswas
heard to say, “I will quit my job before I will give up the use of CMS.”

Association

Project Funding:

FFY 1987:
FFY 1988:
FFY 1989:

for RetardedCitizens(ARC)—Suburban

Federal State

$50,742 $16,917
$54,771 $18,257
$59,791 $47,297

In FFY 1987, ARCbeganwhat came to be known as the “ParentCase Manager
Project.”The concept was simple—giveparentsinformationand trainingthat enable
them to take a more active role in decisionsabout servicesprovidedto membemof
their families.Duringthe project year, 12 parentsbecameparentcase managers.
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An ewduationcompletedat the end of the year comparedthe 12 parent case
managerswith a control groupof 9 parentswho had not received training.Results
indicatedthat parent case managershad increasedthe averagenumberof services
being receivedper family by 3.6, while the increase in the control groupwas 2.8.
Of even greaterimportancewere the relationshipsthat had been established
between the parentsand the case managers.These relationshipsresultedin virtually
unqualifiedendorsementsfor the project from the case managers.The impact of
this project went beyondthe participants.As the parentsadvocatedfor their own
familymembers,other familiesbenefittedfrom their efforts. For example,when
one parent obtainedservices from the school district, the school district had to
offer the same services to all studentswith disabilities.

In FFY 1988, the programwas expandedwith the trainingof five additionalparent
case managersand the additionof five consumer case managers.The impact was
similarto the experience of the first year.This grant recipient also investigatedthe
possibilityof developinga voucher systemfor Minnesotaas a logical follow-upto
the parent/consumercase managerconcept. A voucher systemrepresentsthe
ultimatesituationwhere the parent or consumer has control over the purchaseof
services.

In FFY 1989, ARC-Suburbanfocused on developingthe voucher system.The
Council has also offered other organizationsin Minnesotathe opportunityto
replicatethe parent/consumercase managerproject. The Instituteon Community
Integrationappliedand will replicatethe project in severalrural counties.

Association for RetardedCitizens—Minnesota(Volunteer
Monitoring Project)

Project Funding:
Federal state

FFY 1987: $49,935 $18,000
FFY 1988: $75,000 $26,860
FFY 1989: $36,690 $20,110

In FFY 1987, ARC-Minnesotainitiateda systemof volunteersto monitor residential
and other settingsfor quality of life issues. Duringthis grantyear trainingmaterials,
monitoringtools, and recruitment techniqueswere developed.Contactswere made
with providersto enlist their support. Eighteenvolunteerswere recruitedand
trainedin monitoringtechniques. Efforts were made to obtain willing providersfor
initial monitoringefforts. This provedmore difficult than anticipated.As a result no
monitoringwas completedduringthis project year.

In FFY 1988, monitoringbegan. Duringthe year, 14 additionalvolunteerswere
trainedand volunteermonitorsvisitedten residentialfacilitiesin five different
communities.Each facilitywas visitedthree to four times, for an averageof two
hours,by a teamof two persons.These visits resultedin suggestionsthat helped
improvethe qualityof life for personslivingin the facilities.Examplesof changes
include:privatevisitingareasfor residents,greaterprivacyin bedroomsand
bathrooms,greaterinvolvementby the residentsin the dccisionmakingprocess, and
increasedintegratedleisureactivities.

Monitoringcontinuedin FY 1989 and attemptswere madeto expandcovemgeand
to establishthis effort as an ongoingprogram.At this time dataare not availableon
the numberof monitoringvisitsor resultsof the visits.
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Association for Retarded
(Peer Advocacy Project)

Project Funding: .

Federal

FFY 1988: $34,729
FFY 1989: $17,000

Citizens—Minnesota

State

$14,585
$ 9,672

In FFY 1988, this project trainedparents of children with disabilitiesto be peer
advocates.As a peer advocate,parentsassist other parentsin obtainingqualitycase
managementservices.Ttining covers: normalization,state-of-the-artservices, case
management,evaluatingindividualplans, and advocacy.Four communitiesin rural
Minnesotawere selectedas trainingsites. Publicityregardingthe workshopswas
distributedand the workshopsconducted.Attendanceat the workshopsvariedfrom
10 to 25. Project stafffounditnecessaryto work with providetsand county case
managersto help them understandthe role peer advocateswill play as part of the
system.In total, 53 personswere trained.

In FFY 1989, this programwas expandedinto five new areas,with an emphasison
ruralgeographiclocation. The Councilbelievedthat the programneeded to reach
parentsand others in areasnot normallycoveredby workshops.This has provedto
be both an advantageand a disadvantage.Participantsin the workshopsare
enthusiasticand motivated,but logisticsare a problem.A final count of the number
of personsattendingthe workshopsand completingthe trainingis not availableat
this time.

Minnesota StatePlanning Agency (Partners in Policymaking)

Project Funding:
Federal state

FFY 1987: $100,000 $92,669
FFY 1988: $100,000 $69,227
FFY 1989: $ 99,980 $32,676

In FFY 1987, the grantwas usedto contract with GovernmentTminingService.In
FFYs 1988 and 1989, the grantwas usedto contract with the Universityof
Minnesota,Instituteon CommunityIntegration.In all three yearsthe contractors
deliveredthe sameprograms.The programwas designedto provideleadership
trainingfor parentsof youngchildrenand individualswith disabilities.The program
consistedof eight two-daysessionson state-of-the-artissuesand exerciseson how to
influencedecisionmaking,

Subjectscoveredin the eight sessionsinclude:HistoricalPerspectiveof the Advocacy
Movement;Quality,IntegratedEducation;CountyIssues;FederalIssues;StateIssues;
NonaversiveBehaviorApproachesand Technology;Integrationand Advocacy;and
AdvocacyOrganizations.When acceptedinto the program,participantsare askedto
sign an agreementin which they commit to attendall sessionsand to do
“homework”betweensessions.Homeworkcan includereadingmaterial,writingor
callingelected officials,attendingmeetingsof policy boards,or applyingfor positions
on stateor local boardsor councils.

Participantswere recruitedfrom all geographicareasof the state,from all economic
groups,from all ethnic groups,and representingall types of disabilities.In 1987, 35
personsparticipated;and of these participants,5 were individualswith disabilities.
in FFY 1988, 36 personsparticipated;of these participants,4 were individualswith



disabilities.In 1989, 35 persons are participating;and of these participants,6 are
individualswith disabilities.

Followingcompletion of the program,participantsfrom years one and two
achievedthe following: 50 newspaperarticles includingprofiles of the participants,
5 radio and televisionappearances,70 appointmentsto state and local commissions
or committees, more than 500 letters and more than 150 visits to local, state,or
federalofficials, testimonyat 15 local, state or federalhearings,invitationsto speak
at five universityclasses, and numerousinstancesof improvedor expanded
services. The same programwas used in each of the three years,with slight
modificationsto improveeffectiveness.

MinnesotaStatePlanning Ageney (TkainirigInitiative)

Project Funding:
Federal

FFY 1988: $100,000
FFY 1989: $100,000

In FFYs 1988 and 1989, the grantwas used to contract with the Universityof
Minnesota,Instituteon CommunityIntegrationto developa programfor training
direct care staff and case managers.The programgoal was to establishpreservice Id
and in-service offeringsat institutionsof higher educationthroughoutMinnesotaat
for staff working with persons with developmentaldisabilities

The first year (FFY 1988) was spent interviewingrepresentative“stakeholders”
organizationsincluding:providerorganizations,CommunityColleges,Higher
EducationCoordinatingBoard, Universityof Minnesota,TechnicalColleges,
Departmentof HumanServices, Departmentof Jobs and Tkaining,Division of
RehabilitationServices, and consumer and advocacyorganizations.

A largepart of the second year (FFY 1989) was devotedto the developmentof five
modulesthat form the core courses. These modulescover the followingareas:
AugmentativeCommunication;PhysicalDisabilities;NonaversiveApproachesto
Behavior Management;IndividualPlans and Planning;and Technological
Adaptations.These modulesmeet the new trainingrequirementsincludedin DHS
rules for community facilities and waiveredservices.

Universityof Minnesota (A New Way of Thinking)

Project Funding:
Federal State

FFY 1987: $91,862 $8,866

This grantenabledthe publicationof a policy briefingbook expressingthe
Council’sposition on manyissues in the field of developmentaldisabilities.A New
Wayof Thinking has been instrumentalin presentingstate-of-the-artideas to
persons throughoutMinnesota,the nation, and internationally.Over 30,000 copies
havebeen printed and disseminated.It has been translatedand printed in Japanese
for disseminationin Japan. (See summaryin Section 7.2.3.)

DuringFFYs 1987 to 1989, the Council also made the followinggrantsfor
employmentactivities:
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Minnesota StatePlanning Ageney

Project Funding:
Federal State

FFY 1987: $39,850 $ -o-
FFY 1988: $30,000 $10,000 (DHS)
FFY 1989: $30,000 $12,000 (DHS)

$90,000 (DRS)

In FFY 1987, the grantwas usedto contract with the HubertH. HumphreyInstitute
of ‘“ ‘- -
in

In
employmentin Minnesota.A surveywas sent to all day tminingand habilitation
centersaskingfor informationon the numberof personsplaced in the community,
the numberof hoursworked, the amountearned, and the natureof the job. Follow-
up mailingsand phone calls ensureda high rateof return.The resultsof this survey
were publishedin:

PublicAtkzirsfor a studyof”alternativesrelatingto fundingsupportedemployment
the Community.The report will be publishedas:

Policy Analysis Paper No. 29: Financing of Suppotied Employment for

Pemons with Severe Disabilities.

FFY 1988, the grantwas usedto carry out researchabout community-based

Policy Analysis Paper No. 27: Supported Ernplo~ent: Review of Grant

Recipients and 1986 DAC Data. (1P8J),March 31). (See summary in Section
7.2.2.)

In FFY 1989, the grantwas used to assist the Departmentof Jobs and Training,
Divisionof RehabilitationServices (DRS)to developa trainingprogramfor job
coaches. An interagencyagreementwas preparedbetween DRS and the State
PlanningAgencythat will result in the developmentof a 30 hour curriculumfor
trainingjob coaches. The intent of this project is to providemore qualifiedjob
coaches and to reduce turnover.

Requirement: The state shall reviewthe process for analyzingdatacollected by
the stateeducation agencyunder Section 618 (b)(3) of the Educationof All
HandicappedChildrenAct [Section 122(b)(5)(c)].

Compliance: In additionto Section 4.1, above,the Governor’sPlanningCouncil
has: (a) analyzedthe datacollected in the reviewof eligibilityrequirements,extent,
scope, and effectivenessof services, as described above; (b) participatedon the State
TransitionInteragencyCommittee; and (c) participatedon an advisorycommittee to
the MinnesotaInstituteon CommunityIntegration,which has designedand field
tested a data collection systemfor ongoing follow-upof studentsafter leavingthe
public education system.

4.2.2
Review of Other State Plans

Requirement: The state shall reviewthe extent and scope of services being
providedor to be providedto persons with developmentaldisabilitiesunder such
other stateplans or federallyassistedstateprogramsthat the state conducts and in
which persons with programsrelatingto education, job training,vocational
rehabilitation,public assistance,medical assistance,social services, maternaland
child health, aging,programsfor children with special health care needs, housing,
comprehensivehealth and mentalhealth, and such other plans as the Secretarymay
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Compliance: See Section 4.1 above.

4.2.3
StatwideService System Review

Requirement: Each State PlanningCouncil shall convene public forums, after the
provision of notice within the state, in order to:

● Present the findingsof the reviewsand analysespreparedunder paragraphs(1)
and (2);

● Obtaincomments from all interestedpersons in the state regardingthe unserved
and underservedpopulationsof persons with developmentaldisabilitieswhich
result from physicalimpairment,mental impairment,or a combinationof physical
and mentalimpairments;and

● Recommendmeans to removebarriers to services for personswith developmental
disabilitiesand to connect such services to existing stateagenciesby
recommendingthe designationof one or more state agencies, as appropriate,to
be responsiblefor the provisionsand coordination of such services [Section
122(b)(3)].

Requirement: By January 1990, each StatePlanningCouncil shall prepareand
transmitto the Governor of the state and the legislatureof the state a final written
report concerning the reviewand analysesconductedunder paragraphs(1) and (2).
The report shall contain recommendationsby the State PlanningCouncil
concerning:

● The most appropriateagencyor agenciesof the state to be designatedas
responsiblefor the provision and coordination of services for persons with
developmentaldisabilitieswho are traditionallyunderserved,such as persons
with developmentaldisabilitiesattributableto physicalimpairments,persons with
developmentaldisabilitiesattributableto a combination of physicaland mental
impairments,and such other subpopulationsof persons with developmental
disabilities(includingminorities)as the StatePlanningCouncil may identify; and

c the steps to be taken to include the dataand recommendationsobtained, through
the conduct of the reviewsand analysesunder paragraphs(1) and (2) and the
preparationof the report requiredby this paragraph,in the State Planning
Council’songoing advocacy,public policy, and model service demonstration
activities [Section 122(f)(4)].

Requirement: By January 15, 1990, the Governor of each state shall submitto the
Secretarya copy of the report requiredby Paragraph(4). By April, the Secretary
shall transmita summaryof such reports to the appropriatecommittees of the
Congress[Section(f)(5)].

Compliance: BeginningDecember 1987, the DevelopmentalDisabilitiesCouncil
and staff implementeda work plan that addressedeach of the new planning
requirements.The activities of this work plan— specificallythe results of public
forums held across the state and two Council retreatsheld August3, 1988, and
October 5, 1988—led the Council to conclude that a systemicproblem found in all
priority areaswas the lack of responsiveness and accountability to people
with developmental disabilities. On October 5, 1988, this prevalenttheme of
accountability was adoptedby the Governor’sPlanningCouncil on Developmental
Disabilitiesas the priority area for the two-yearplanningcycle beginningOctober 1,
1989, and ending September30, 1991.

The 1990 reports will be prepared,approved,and submittedaccordingto federal
requirements. 53



Council on DevelopmentalDisabilitieshas
ity AreaActivity,”which was defined in the
e and Bill of RightsAct as:

..,. ities and resources of public and private

nonprofit entities and others to develop a systemfor providing

specialized services or special adaptations of generic services or other

assistance which responds to the needs and capabilities of persons with

developmental disabilities and their families and to enbance

coordination among entities [Section I02(IJX.A)J

The Council’s selection of major concerns for this two-yearplan was shapedby
severalfactors: awarenessof federallymandatedresponsibilitiesunder Public Law
100-146; assessmentof statewideneeds in each priority area (includingthe
sponsomhlpof public forums; conductingpolicy analysisstudies; conducting a
study of the eligibilityfor and scope of services providedto persons with
developmentaldisabilitiesand their families; and collecting input from a consumer
survey);final selection of a priority area; and recognition of decision making
processes that affect service deliveryin the chosen priority area. Employmentis a
mandatorypriority.

The generalgoal, as selected by the MinnesotaGovernor’sPlanningCouncil is:

Increase accountability to individuals with developmental disabilities of

all ages to improve independence, productivity, and integration into the

community.

Rationale

The questionof how to achievecommunityintegrationfor people with
developmentaldisabilitieswas consideredby leademfrom throughoutthe country at
a NationalLeadershipInstituteon CommunityIntegrationfor Peoplewith
DevelopmentalDisabilitiesin Washington,DC, on November21 and 22, 1988.
Severalsignificantthemesemergedfrom the discussions:

. It is a realityin a growingnumberof communitiesthat people with developmental
disabilitiescan live,work, and go to school in typicalsettings.This policy direction
is supportedby a steadilygrowingbody of researchand practicalexperience.

● As a futurepriority,attentionmustbe directedtowardhelpingpeople with
developmentaldisabilitiesto achievefull integrationand participationin the
community-not merelyto help them to be in the community,but to be part of
the communityas well.

● While “islandsof excellence’ can be found across the country,progmrnsin most
statesand communitiesfall far short of the standardsset by the best programs.

c An insufficientpolicy and economic base exists to supportcommunityintegration
efforts. Federaland statepolicies and fundingmechanismscontinueto support
segregationratherthan integrationfor people with developmentaldisabilities.
Publicpolicy lagssignitlcantlybehindthe “state-of-the-art”and, in manycases,
threatensto circumscribefurtherprogress.(The Researchand TrainingCenteron
CommunityIntegration,1989, P.3)
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Gerben DaJong(1983), in exploringthe reasonswhy personswith disabilitiesin
generalencounteras manyobstacles,if not outrightrejection, saw the cause in the
broadgeneralscene. In an article on “PhysicalDisabilityand PublicPolicy;’ he
wrote:

The ultimate and most pervasive of environmental barriers are the

attitudinal ones, particularly the view that @eople with disabilities) are

helpless. Tbere is now more tban enough experience to indicate that @eople

with disabilities), with appropm”ate environmental support, leadfull and

independent lives. Without the removal of attitudinal barriers, the disability

legislation of the past decade will not realize its full promise. (cited in Perske,

1989, p. 24)

Speakingat the NationalConferenceon Self-Determinationby Personswith
Disabilities(Perske,1989), GunnarDybwadprovidedthis challenge:

To achieve such a basic change in attitude will take. . . the effectivq long-

range in$?uencing ofpublic poliqv on all levek of government, legislative

executivq and judicial—and tbe action bas to comefiom tbe

persons witb disabilities themselves. @. 25, emphasis atid)

The fundamentalissuesof empowermentfor individualswith developmental
disabilitiesinvolvepossessingthe information necessaryto make choices, providing
advocacy and tools for organizingto help gain access to supportsor adaptingthose
supportsto best meet needs, and usingpositiveapproachesin building
communities by workingwith a full rangeof groupsto achieveintegration.

5.2
Goals,Objectives,and Funding

5.2.1
Goals and Objectives

The followingactivities are intendedto fulfill the intent of Public Law 1oo-146,
Sections 122(b)(2)(A)and 122(b)(5)(D)(i):

Goals

Duringthe period coveredby the next two-yearplan (October 1, 1989 to September
30, 1991)the overallgoals of the Councilwill be:

● To increaseaccountabilityto individualswith developmentaldisabilitiesof all ages
by buildingcommunitycapacityto supportindividuals;and

● To increaseaccountabilityto individualswith developmentaldisabilitiesof all ages
by changingstatepolicies to be more responsiveto individualswho are unserved
or underserved.

‘I$vo-YearObjectives

● By September1991, there will be improvedindividualplanningprocessesthat are
accountableto the individual;basedon informeddecisionmakingby the
individual;and enablethe individualto hold the serviceprovideraccountablefor
the outcomes identitledin the plan.

● By September1991, 60 youngadultsand adultswith disabilitieswho representthe
interestsof unservedand underservedwill havecompleteda one year Partnersin
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Policymakingprogramand 25 will havecompletedinternshipplacementsin
governmentoffices.

● By September1991,self-advocacygroupsfor unservedand underservedwill be
organizedin at least 20 percent of the counties.

● By September1991, there will be documentedexamplesof improvedaccess to
generic servicesin six communities.

● By September1991, there will be legislativechangeand additionalfundingto
supportindividualswho are unservedand underserved.

Priority Area Activities: Consistentwith the testimonyat the public forumsand
the goals and objectivesof the Council, three fundingcategorieshavebeen
identified:

c Improved Individual Planning: (a) to improveaccountabilityby increasingthe
qualityof individualplanningthroughoutMinnesotafor individualsof all agesand
types of disabilities;(b) to enablepersonswith disabilitiesto participatemore
effectivelyduringindividualplanningsessions;and (c) to providepersonsinvolved
in individualplanning,such as case managers,with materialthat will help them to
evaluatethe process and outcomesof individualplanning.

c Advocacy Tmining and Support: to increasethe empowermentof individuals
with disabilitiesand create self-advocacyorganizationsto assistindividualswho are
unservedand underserved.

● Building Communities: to supportthe process of buildingcommunitiesfor
personswith developmentaldisabilities.In order for individualswith disabilitiesto
become full participantsin the community,it is necessaryto acquaintpolicy
makers,public officials,and generic organizationswith the factorsthat are
preventingfull participationand to enlist them in the efforts to achievefull
participation.

Plan Year Objectives: Duringthe next year,the Council intends:

● To increasethe numberof parentsand individualswith developmentaldisabilities,
as well as other familymembers,who are able to advocatefor themselves;

c To increasethe qualityof individualplans;
● To test the concept of usinga voucherfor purchaseof services;
● To increasethe qualityof leisuretime for youthwith disabilities;and
● To increasethe numberof self-advocatesand self-advocacyorganizations.

Plan Year Objective Activities: The Objectiveswill be accomplishedby the
followingactivities:

Improving Self-Advocacy/LeadershipTraining:

● AdvocatingChangeTogetherand PeopleFimtwill receivea gmrttto establishtwo
new chaptersof consumerorganizationsin Minnesotalocationswhere no self-
advocacyorganizationscurrentlyexist for personswith disabilities.The grant
providesfor the necessarytrainingto ensurethe viabilityof the new chapters.

s Instituteon CommunityIntegration,Universityof Minnesota,will receivea grantto
replicatethe ParentCase Managerprogramwith 45 parentsin areasof Minnesota
where parentshavenot had access to this program.Parentswill receive trainingin
a numberof areasto enablethem to be more involvedin selectingand contracting
for servicesfor the familymemberwho is developmentallydisabled.

● WorldInstituteon Disabilitywill receive a grant to replicatethe Partnersin
Policymakingproject for 35 persons, most of whom will be consumers.
Participantswill be recruitedfrom throughoutMinnesotaand attentionwill be
paid to obtaininga mix of age, sex, place of residence,economic status,ethnic



groups,and disability.Eight two-daysessions will be deliveredto the participants
in order to provide informationon leadershiptraining,and state-of-the-art
services to persons with disabilities.

Community Integration/Personal Futures Planning:

c ARC—St.Paulwill receivea grantto examinethe use of ‘‘free-time”by 14-21year
old youthswith disabilitieswith the aim of achievinga better coordinated
community-basedleisureservice systemthat is open, integtwed,and accountableto
personswith developmentaldisabilitiesand their families.Underthe guidanceof
an advisorycouncil, generic programstaffwill receivetechnicalassistanceand
supportto makeprogramsand settingsaccessible.Youthwith developmental
disabilitiesand their familieswill receiveempowermenttraining.A model process
detailingthese aandother approacheswill be published.

● HumanServicesResearchand DevelopmentCenterwill receive a grantto identify
six individualsin each of five county or multi-countyareasand institute
proceduresthat attemptto integratethe individualsmore fully into their local
communities.Stafffrom local agenciesand providerswill be usedto assistwith the
project, PersonalFuturesPlanning(PFP)will also be offeredat five sites in Greater
Minnesota:workshopswill be conductedto provideinformationabout PFP;
volunteerswill be trainedto conduct the process with pemonswith disabilities;
and volunteemwill be askedto trainothers in the process.

Demonstration Projects:

QDakotaCountyHumanServiceswill receive a grantto test a voucherprogramwith
ten familieswho havechildrenwith a developmentaldisability.These familieswill
be givenfull authorityto use Countyfundsalreadybudgetedfor them to purchase
goods and services,enablingthe childrenand familiesto mamge their own lives.

Employment Activities:

● EpilepsyFoundationof Minnesotawill receive a gtwtt that will enablethe
Foundationto expandTrainingand PlacementServices(TAPS)in the TwinCities
MetropolitanAreato minoritypersonsover age 18 who haveepilepsy.Outreach
will be carriedout in the Black and Hispaniccommunities.

● Kaposia,Inc. will receive a grantto implementthe CareerPlanningProcesswith
ten personsin the TwinCitiesMetropolitanAreaand ten personsin areasof
Minnesotawhere this programhas not been available.The CareerPlanningProcess
is a variationof PersonalFuturesPlanningthat focuseson employmentand career
planning.Workshopsand informationalmeetingswill be held and staff in five
agencieswill be trainedin the use of this technique.

Community Building:

s The StatePlanningAgencywill receivea grantto improvemonitoringand technical
assistancefor potentialapplicantsand grantrecipientsin the areaof community
building.

Education of Policymakers:

● The StatePlanningAgencywill receive a grantfor the purposeof making
publicationsavailableto thousandsof people throughoutMinnesotaand the
country.
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Projected Plan Year Funding: Source Amount

Federal $602,931
Local $201,000

TOTAL $803,931

Priority Area Activities: These activitieswill include:‘
Developmentof model policies and procedures;
Presentationof information,models, funding,conclusions,and recommendations
to policymakers.
Trainingof dayprogramstaff to enable developmentof IndividualCareerPlans.
Use of a voucher in a test county.
Workwith youthwho havedisabilitiesin the city of St. Paulto increasequalityuse
of leisuretime.
DevelopPersomdFuturePlansfor personswith disabilities.
Trainparentsto participatemore fully in the case managementprocess.
Workwith self-advocatesin underservedareasof the state.
Provideleadershiptrainingto 35 persons with disalilhies, their farrtifies and
guardians.
Workwith personswith epilepsywho are also membersof two minority
communities,to increasethe leveland length of employment.

5.2.2
Budget Data

Table12
Plan of ProjectedTotalFunding by PriorityArea and MandatedActivities

TOTAL
PRIORITYAREAAND MANDATEDACTIVITIES PROJECTEDFUNDING

FederalPriorityAreas:
● Employment
● CommunityLiving
● ChildDevelopment
● CaseManagement

StatePriorityArea:
● Accountabilityto IndividualsandFamilies
● PriorityAreaandMandateActivities
● 1990ReporlActivities(Publication)

TOTALCOSTOFACTIVITIES

Table13
ProjectedFederaland MatchingFunding Plan

FEDERAL
ACTIVITIESFUNDED SHARE

PriorityAma and MandateActivities:
. In NonpovertyAreas $602,931
● In PovertyAreas o
. TotalActivities 602,931

OtherActivities:
● Planning,Coordinating,andAdvocacy 311,154
● PlanAdministration 13,500

58 TOTALPROJECTEDFUNDING $927,585

MINNESOTA
SHARE

$201,000
0

201,000

104,000
13,500

$76,226
0
0
0

643,705
34,000
50,000

$803,931

TOTAL
PROJECTED
FUNDING

$ 803,931
0

803,931

415,154
27,000

$318,500 $1,246,085



6.1
Program Related

6.1.1

The state assuresthat appropriatefinancialand technical assistanceis providedto
agencies or entities servingpersonswith developmentaldisabilitieswho are
residentsof designatedrural or urbanpoverty areas. [Section 122(b)(5)(E)and 45
CFR 1386.30(a)]

6.1.2

The stateassuresthat each program(includingprogramsof any agency,facility,or
project): (1)has in effect an habilitationplan for each personwith developmental
disabilitieswho receivesservicesfrom or underthe aegisof the program;(2)
establishpolicies and proceduresto reviewannuallyeach habilitationplan (in
accordancewith the proceduresset forth in Section 123(c)of the Act). [Section 123
~d 45 CFR 1386.30 (e)(2)]

6.1.3

The state assuresthat fundspaid to the state under Section 125 of the Act will be
used to make a significantcontribution towardenhancingthe independence,
productivity,and integrationinto the communityof persons with developmental
disabilities.[Section 122(,b)(4)(A)and 45 CFR 1386.30(a)]

6.1.4

The state assuresthat the humanrights of all persons with developmental
disabilitieswho are receiving treatment, services, or habilitationunder programs
assistedunder this title will be protected consistent with and in accordance with
Section 110of the Act (relatingto the rights of persons with developmental
disabilities).[Section 122(b)(6)(C)and 45 CFR 1386.30(e)(3)]

6.1.5

The state assuresit has undertakenaffirmativesteps to assurethat participationin
programsunder this title are individualsgenerallyrepresentativeof the population
of the statewith particularattention to the participationof membersof minority
groups. [Section 122(b)(6)(D)and 45 CFR 1386.30(a)]

6.1.6

The state assuresthat there is a systemin place to keep records and that such
systemand proceduresprovideaccess by the Secretary,U.S. Departmentof Health
and HumanServices, and the State PlanningCouncil. [Section 122(b)(l)(C)and CFR
1386.30(a)]
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6.1.7

Assurethat funds allotted to the state will be used to complement and augment
rather than to duplicateor replace services for persons with developmental
disabilitieswho are eligiblefor federalassistancefrom the stateprogams.[Section
1.22(b)(2)(C)and 45 CFR 1386.30(a)]

6.1.8

The state assuresthat the MinnesotaGovernor’sPlanningCouncil on Developmental
Disabilitiesmay prepareand approvea budgetusingamountspaid to the state
under Section 125 of the Act to hire such staff and obtain the services of such
professional, technical, and clerical personnel (consistent with state law), as the
State PlanningCouncil determinesto be necessary to carry out its functions under
this part of the Act. [Section 124(c)(1)]

6.1.9

The state assuresthat staff and other personnelof the MinnesotaGovernor’s
PlanningCouncil on DevelopmentalDisabilities,while workingfor the State
PlanningCouncil, shall be responsiblesolely for assistingthe State PlanningCouncil
in carrying out its duties under this part and shall not be assigneddutiesby the
designatedstate agencyor any other agency or office of the state. [Section 124(C)(2)
and 45 CFR 1386.30(c)(1), 1386.30(e)(4)]

6,1.10

The state assuresthat the stateplan was developedjointly by the designatedstate
agencyand the StatePlanningCouncil. [Section 124(d)(l)]

6.1.11

The state assuresthat the MinnesotaGovernor’sPlanningCouncil on Developmental
Disabilitiesshall submitto the Secretary,throughthe Governor,such periodic
reports on its activities as the Secretarymay reasonablyrequest, and keep such
records, and afford such access thereto as the Secretaryfinds necessary to verify”
such reports. [Section 124(d)(4)and 45 CFR 1386.32]

6.1.12

The state assuresthat, if CommunityLivingArrangementswas selected as a priority
area activity,there is in effect a plan which reflects fair and equitablearrangements
to protect the interestsof employeesaffectedby actions under this plan, if any,
includingarrangementsdesignedto preserveemployees’rights and benefits, to
provide trainingand retrainingof such employeesas necessary,and that maximum
efforts will be made to guaranteetheir continued employment.[Section
122(b)(7)(B)]

6.1.13

The state assuresthat any services providedunder the plan are providedin an
individualizedmanner.[Section 123, Section 122(b)(6)(B)and 45 CFR 1386.30(a)]
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6.2
Administrative

6.2.1

The state assuresthat there is a systemin place to keep records and that there are
proceduresto permit access to them by the Secretary,U.S.Departmentof Health
and HumanServices, and the MinnesotaGovernor’sPlanningCouncil on
DevelopmentalDisabilities.[Section 122(b)(l)(C)and 45 CFR 1386.30(a)]

6.2.2

The state assuresthat there are establishedproceduresto assurethe proper
disbursementof and accounting for federalfunds. [Section 122(b)(l)(D)and 45 CFR
1386.30(a), 1386.32, 1386.35]

6.2.3

The state assuresthat part of the fundspaid to the stateunder Section 125 of the
Actwill be made availableby the state to public or non-profitprivateentities.
[Section 122(b)(4)(B)and 45 CFR 1386.30(a)]

6.2.4

The state assuresthat not more than 25 percent of the fundspaid to the state and
expendedunder Section 125 of the Act will be allocatedto the designatedstate
agencyfor the provisionof services by the designatedstate agencymeeting the
requirementsof Section 122(e) of the Act. [Section 122 (b)(4)(c)and 45 CFR
1386.30(a)]

6.2.5

The state assuresthat funds paid to the state under Section 125 of the Act will be
used to supplementand to increase the level of funds that would otherwise be
made availablefor the purposesfor which federalfunds are providedand not to
supplantsuch nonfederalfunds. [Section 122(b)(4)(D)and 45 CFR 1386.30(a)]

6.2.6

The state assuresthat there will be reasonablestate financialparticipationin the
cost of carrying out the stateplan. [Section 122@)(4)(E)and 45 CFR 1386.30(a)]

6.2.7

The state assuresthat there are establishedproceduresto providespecial financial
and technical assistanceto agenciesor entities servingpersons with developmental
disabilitieswho are residentsof designatedrural or urbanpoverty areas. [Section
122(b)(5)(E)and 45 CFR 1386.30(a)]
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6.2.8

The state assuresthat buildingsused in connection with the programsassisted
under the plan will meet standardsadaptedpursuantto the ArchitecturalBarriers
Act of 1968. [Section 122(b)(6)(A)(ii)and 45 CFR 1386.30(a)]

6.2.9

The state assuresthat it will providethe MinnesotaGovernor’sPlaming Council on
DevelopmentalDisabilitieswith a copy of each annualsurveyreport and plan of
correction for cited deficiencies preparedpursuantto Section 1902(a)(31)(B) of the
Social Security Actwith respect to any IntermediateCare Facility for Personswith
MentalRetardationin such state within 30 daysafter the completion of each such
report or plan. [Section 122(b)(6)(E)and 45 CFR 1386.30(a)]

6.2.10

The state assuresthat the process used to determinethe designatedstate agencywas
selected in accordance with the provisionsof Section 122(e)of the Act, [Section
122(b)(8)]

6.2.11

The state assuresthat programsand facilities operatedunder the plan meet federal
regulatorystandards.[Section 122(b)(6)(A)(i)and 45 CFR 1386.30(a)]

6.2.12

The state assuresthat the staff and other personnel of the MinnesotaGovernor’s
PlanningCouncil on DevelopmentalDisabilitieswork under the sole authorityof
the Council and are not assigneddutiesby the MinnesotaState PlanningAgency,the
designatedstate agency,or any other agencyor office of the state. [Section 124(c)(2)
and 45 CFR 1386.30 (c)(1)through 1386.30(e)(4)]
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7.1
Public Forums-A Summary of Testimony

7.1.1
Introduction

The Governor’sPlanningCouncil on DevelopmentalDisabilities(GPCDD)
sponsoreda series of 16 public forums throughoutMinnesotain July 1988.

The purpose of these forums was to obtain testimonyfrom interestedindividuals,
parents,providers,advocates,and governmentagency representativesregarding
priority needs for the next two-yearstateplan. People were askedto addressthe
four federalpriority areas as well as other concerns they might have.Written
testimonywas also encouragedin the event that people could not attendthe
meetingsheld in their area.

The public forums also providedan opportunityto obtain comments from all
interestedpersons in the stateregardingunservedand underservedpopulationsof
personswith developmentaldisabilitiesas well as to gather recommendationsthat
could be includedin the 1990 Report to Congress.

These forumswere held in cooperation with LegalAdvocacyServices for Persons
with DevelopmentalDisabilities,of the MinnesotaDisabilityLawCenter in
Minneapolis,for the purpose of obtainingtestimonyfor the Protection and
Advocacystateplan.

7.1.2
Publicity

Publicityannouncing 16 public forums was given widespreaddistributionthrough:
the DD Information Excbange (a monthly newsletterwith a circulation of 2,900,
publishedby the DevelopmentalDisabilitiesProgramof the MetropolitanCouncil
and the Governor’sPlanningCouncil on DevelopmentalDisabilities);a newsrelease
sent to 69 daily newspapers,271 other newspapers,and 188 radio and TV stations
in Minnesota;and publicationin newslettersof other organizations.Personswere
encouragedto provide testimonythat would help to direct the Council’s selection
of priority activities for its two-yearstateplan.

7.1.3
Sample of Testimony

Testimonyat the 16 public forumscovered community living, employment,child
development,case management,communityintegration,schools, and other issues
such as insurance,technology,legal issues,and personneltraining.All statements
made at the public hearingsand written statementsreceived in the mail were
recorded and summarizedin a report to the Governor’sPlanningCouncil on
DevelopmentalDisabilities.

The followingstatementsrepresenta small sampleof what the people of Minnesota
had to say at the public forums. A complete report of the testimonyis available
from the MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilities.
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CommunityLiving

c There are no alternativesfor people with physicaldisabilities—noSemi-
IndependentLivingServices and no Centersfor IndependentLivingin Virginia
and Duluth.

● We need more Centersfor IndependentLiving.
c Employmentopportunitiesoften fall apart because there is no housing.
● Programsare needed to help youngadultswith disabilitiesmake the transition

from home to independentliving.
. Youngadultswith epilepsylive in nursinghomes because there are no

alternatives,

staffing

● Studyhumanservices wagesand trainingneeds in community-basedprograms
and formulateplans to assurea well-qualifiedstable work force of persons who
provideservices.

● There is a need to train providersin community living. Communityliving should
be used as a creative,flexible, client-specificservice.

● Applywhat we havelearned from the CommunityIntegrationProject at Syracuse
University.

● The grouphomes have too much paperworkunder the waiverprogram.We’re
overregulated.These prevent adequateservices to residents.

RespiteCare

c Respitecare programssimplydo not havethe funds necessaryto serve all of the
familiesin need.

s The county is telling me to put my kids into foster care because I have no help,
and I am findingit hard to deal with all three kids. Foster parentsare getting
respitecare before naturalparents.

Employment

● We need a partnershipwith unions.
● Programsin ruralareas need to be supporteddifferentlythan in the metro area,
● There is no supportedemployment.
● They tell me I’m not disabledenough. I was getting SS1,now they say I’m not

disabled.
● We need a variety of waysto create and find employmentopportunities.
● I am living in a small communitywhere there are no resources. It’s normal to

move out of small towns. Therefore, people who need special resourcesshould
move to where they can get them.

. Employmentis the number one problem for people with epilepsy.

Child Development

● Certainlythere’sa need for better trainingof health professionalsfor better early
intervention.

● The schools do not have the resources to maintainthe same qualityof services as
DevelopmentalAchievementCenters.There is a need for better coordination
duringtransition.
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Case Management

● It is importantfor parents to have their name on a waitinglist and have all the
paperworkcompletedfor the time when they do qualifyfor services, It is also
importantto have that waitinglist so the state is awareof the need and can plan
fundingfor priority needs.

● Case workersseem to be well meaningand honest but lack knowledge.
● Case managersshouldhave more formal trainingand an opportunity to know a

client.
● How can case managershold providersaccountableif the case managerdoesn’t

know the issues?
● How can a case managerdevelopgood plans and follow throughwith a caseload

of 130?

CommunityIntegration

● “Community”means “where services are, not where the person is from.” When
some people are placed in the community,they lose friends and support.

c The children’sbiggest need is friends.
● The priority for Minnesotaduringthe next two-yearplan period must emphasize

the strengtheningof the community-basedservices system.
● Allowpeople with disabilitiesmore opportunitiesto participate.Self-advocacy

groupslike People First need encouragementand support.
● We have manypeople coming out of RegionalTreatmentCenters,but there seems

to be little support to accomplish communityintegration.

Schools

● Existingorganizationsgive moral support, but we need as much direct help in
advocacyas we can get. Educationmust be a top priority.

● We as parentsget hystericalbecause we aren’t includedand aren’t askedto
participateduringthe educationprocess.

● Integrationis needed for studentswith severelevelsof mental retardation.
● Schools fail to recognizeepilepsyand confuse it with behaviorproblems.

Other issues

● We are concerned about access to proper medical care and, in particular,the
issue of uninsuredor underinsuredMinnesotans.We support Healthspanand
encourageother creativesolutions to this problem.

● In discussionwith adultsand parentsof children with disabilities,the feelingof
powerlessnessis overwhelmingwhen negotiatingwith case managers,school and
health personnel, and bureaucracies.A major portion of the resourcesof the
Governor’sPlanningCouncil on DevelopmentalDisabilitiesshouldprepare
individualswith disabilitiesand their familiesfor relatingto systems.

c Tminingis needed in coordination of informationin public education.
● The needs in community services for persons with developmentaldisabilitiesare

as wide rangingas are the individualdifferences.
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7.2
AnnotatedPublicationList of the Governor’s Planning Council on Developmental
Disabilities,State Planning Agency

7.2.1
PolicyAnalysis Series: Issues Relatedto Minnesota’sState Hospitals

Duringthe 1984 LegislativeSession, the MinnesotaLegislaturemandatedthe
establishmentof an InstitutionalCare and Economic Impact PlanningBoard to
study the feasibilityof usingstate employeesin the operationof community-based
services and to consider the possible economic effects from consolidation,
conversion, or closure of state hospitals (Minn. Stat., Chapter654, Section 19). A
policy was establishedthat deinstitutionalizationbe carried out in a manner that
ensuredprotection of the interestsof employeesand communitiesaffectedby
deinstitutionalizationof state hospitals.The Board consisted of commissionersof
the departmentsof HumanServices,Administration,EmployeeRelations,Health,
Finance, VeteransAffairs,Corrections, HousingFinanceAgency,Economic Security,
and Energyand Economic Developmentand the Director of the StatePlanning
Agency The DevelopmentalDisabilitiesCouncil staff, MinnesotaStatePlanning
Agency,was given the responsibilityfor conductingthe study and coordinatingthe
plan.

As requestedby the 1984 Legislature,the InstitutionalCare and Economic Impact
Board submittedrecommendationsand findingsto the Legislatureon January 31,
1985. The report was containedin eight technical papersentitled pdi~ An@@i~
Series: IssuesRelated to StateHospitals and an abbreviatedpolicy briefing
publicationentitledMinnesota’s StateHospitals: Mental Retardationj Mental

Illness, and Cbemical Dependency:

Paper No. 1: Minnesota State Hospital Facilities and Alternative Use. (1985,
January). The major focus of this studywas an analysisof the generalcondition of
state hospitalbuildingsand potential alternativeuses of those buildings.This report
summarizedinformationwhich would aid in determiningfuture disposition,
conversion, or consolidation decisions: (1) the physicalcondition ratingsof
buildings(i.e., age of buildings,property size,buildingsquarefootage,physical
condition, plumbingcondition, and electrical condition); (2) cost considerationsof
renovationsor demolition; (3) surpluspropertyproceduresand issues; and (4) the
resultsof a nationalsurveyof alternativeuses of vacatedgroundsand buildings.

Regardingthe national survey,43 state agencies reportedthat they did not save
money by usingstate hospitalsfor other governmentuses rather than renting or
buildingother facilities. This was due in largepart to the condition and age of the
buildings,energy costs, and renovationcosts. Of the 31 institutionsreportedclosed
nationwide,none had been purchasedby privateindustry.Over half had been
converted to other types of government-operatedinstitutions,e.g., corrections,
Veteran’s,geriatric apartments,college, and religiousorganizations.This report
concluded that specific alternativeuse decisions will require the active involvement
of state, county, and local agencies, and state hospital communitiesif the economic
impact on the community is to be significantlyrtxtuced.

Paper No. 2: Minnesota State Hospital Energy Use and Cost. (1985, January).
This studycomparedthe use of energy,energyefficiency, and energy cost for each
of the eight state hospitalsfor the years 1979 through 1983. Energyuse duringthis
five-yearspan was markedby rapidlyrising fuel prices and attemptsto shift to
lower price fuel sources. Energyconservationmeasuresrecommendedin this report



included: utilizationof sharedsavingscontracts; use of alternativefuels; purchaseof
electricity from wholesalers; separatemeteringof leased or rentedbuildingsto the
tenants; identificationof surplusbuildingsfor demolition to eliminateheatingcosts;
and installationof improvementssuch as summerboilers.

Paper No. 3: A Profile of Minnesota State Hospital Employees. (1985,
January). This studywas directedtowardthe concern expressedby the Minnesota
Legislatureas to the effects on the employeesshoulda state hospitalclose. The
Legislaturesought specific informationabout the employees:What is the projected
displacementof state hospitalemployeesbecause of deinstitutionalization;and what
is the extent to which displacementcan be mitigatedthroughattrition, retirement,
retraining,and transfer?

There were over 5,9oo people, includingpart-timeand intermittentemployees
workingat the eight state hospitals.Over half of the employeeswere involvedin
direct care and were often female. The averagewage of direct care personnel was
$8.10 per hour, or about $5.00 aboveminimumwage.The length of service
averagedover eight years, and the separationrate variedby location. An estimated
1,100 employees(18.5 percent) would be eligiblefor retirementduringthe
followingfive years.

The StatePlanningAgencyconducteda surveyof state hospitalemployeesto
determinefuture career choices. Most of the 3,154 respondentsindicatedpreference
for public sector employment.

This report suggestedthat creative approachesbe consideredin makingearly
retirementmore attractiverather than incur layoff costs. The portabilityof pensions
may also need to be investigatedat the state level to encouragetransferof
employeesrather than layoffs.

Paper No. 4: The Economic Impact of Minnesota State Hospitals. (1985,
January). This report analyzedthe impact each statehospitalhas on the local
economy.A large industrysuch as a statehospital contributessignificantlyto a
community’seconomy. The smaller the communityand less diverseits commercial
or industrialbase, the greaterthe impact of any closure or downsizing.Economic
impact is not only a function of where employeeslive and spend their money but
also where they work in terms of commutingdistance.

Salariesof employeeswere the most significantfactor in estimatingcommunity
economic impact. The impact changesdependedupon the dispersionof employees
in a geographicarea. Local purchasesby the state hospitalwere a smallpercentage
of local retail sales, due largelyto a centralizedprocurementsystem.

Statehospitalslocated in rural areaswith high unemploymentpresent the most
difficultyin terms of developingalternativeemploymentstrategies.Retrainingand
voluntarytransfersof employeesshouldbe consideredas a preferredeconomic
developmentapproach.

Paper No. 5: Public Opinions about State Hospitals. (1985, January). This
report summarizedtestimonyreceived from nine town meetings,over 400 letters,
and a toll-free call-in day.Citizenswere encouragedto provideinput regardingthe
future of state hospitalsand the deliveryof services to persons with mental illness,
mentalretardation,and chemical dependency.Over 5,000 people attendedthe
regionaltown meetings.Attendancerangedfrom 260 people at Anokato 1,500
people at Brainerd.Over 80 separateorganizationswere represented,and 362
individualsmadepresentations.In addition, 202 people expressedtheir opinions
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and concerns by phone. Successfulpublic participationwas largelyattributedto
local planningcommittees which were organizedin the eight areasof the state
servedby the statehospitals,plus one in the metropolitanarea.

The overwhelmingmessageof the town meetings,phone calls, and letters were to
keep the statehospitalsopen. There was great fear expressedthat people wouldbe
“dumped”into the communitywithout support. Public opinions underscoredbasic
criteria for qualityprograms:(a) provideadequatesupport for people who are the
“most difficult to place”; (b) provideaffordableand accessible services; (c) provide
services that respondto the special needs of each individual;(d) provide
opportunityfor familiesto be involved;(e) providea rangeof services in each area;
(f) providecoordination, follow-up,and monitoring; and (g) providestaff who are
competent, caring, and trained. The studyconcluded that there was little doubt
that any change in the state hospitalsystemwould have direct consequences on
residents/patients,families,employees,and communities.

Paper No. 6: Residents/Patients in Mirmesota State HosPitis. (1985, January).
This studywas focused on the residentswith mental retardationand the patients
with mental illness and chemical dependency.Residentswith mentalretardationand
patientswith mental illness were analyzedby functional skill levels.Total
populationsservedby the state hospital systemhad decreaseddramatically-from a
peak of 16,355 in 1960 to an averagedaily populationof 4,oo6 in Fiscal Year 1984.
By category,the averagedailypopulationof the state hospitalsin Fiscal Year 1984
was: 1,230 people with mental illness; 2,182 people with mental retardation;and
594 people with chemical dependency.

Residents/patientswith mental illness rangedfrom the severestforms of illness (9
percent) to the least severesymptoms(12 percent). Residents/patientswho
experiencedpsychotic episodes,attemptedsuicide,and abuseof drugscomprised
26 percent of the state hospitalpopulation. Ninetypercent (90%) of the residents
with mentalretardationin state hospitalswere classifiedas being severelyor
profoundlymentallyretarded.Generally,this populationwas highly dependentin
severalareasof functioning. Residents/patientswith chemical dependencywere
typicallyyoungwhite males who were single,unemployed,had a high school
degree or less, were alcohol dependent,and indigent.

The authorsconcluded that while there were manyfactors which would influence
the future of statehospitals,a very importantfactor must be the individualsfor
whom the state hospitalsexist.

PaperNo.7: The Cost of Minnesota State HosPi~ls. (1985, JanUW). This
report containedan in-depthreviewof nationalliteraturecomparingcosts of
institutionaland communitysettingsfor people with mental retardation,the
revenueand expendituresof the Minnesotastatehospitals,a comparison of
communityand institutionalexpendituresduringFiscal Years 1977 through 1984,
and a needs approachto cost estimation.

Fifteen years ago, throughoutthe country the care providedin statehospitalswas
primarilycustodialin nature,and the cost per day was extremely low. Costs
increasedduringthe 1970s due to improvedstaffingas a result of court cases and
federalstandards.In this same period, people with developmentaldisabilitieswere
movingto the community.Costs continued to increase in the state hospitals
because: (a) the fixed costs increasedbecause of fewer residents; (b) remodelingand
construction occurred across the UnitedStatesto meet federalICF-MRstandards;(c)
staffingincreasedor stayedlevel in order to reach ratios; (d) unionizationof public
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residentswith severe/profoundmental retardationincreasedas people with fewer
disabilitiesleft the state hospitals;and (g) indirect costs were addedsuch as
overheadand other state administrativecosts in order to maximizefederalfinancial
participation.

In Fiscal Year 1984, the total operatingexpenditurefor the entire state hospital
systemin Minnesotawas $149,498,251. Staff salaries,which includedemployee
benefits, representedthe largestobject classificationat $128,433,135 or 85 percent
of the total operatingexpenditure.The statewideaveragehospitaloperatingcost of
care for one resident/patientfor one year amountedto $37,317. Reimbursementsin
Fiscal Year 1984 totaled $120,594,420 from all sources. The largestsource was the
federalshare of MedicalAssistance,$52,656,694 or 43.7 percent. The second
largestsource was the state’sown share of MedicalAssistanceat $46,825,724 or
38.8 percent. Countypaymentsamountedto $6,362,510 or 5.3 percent of the totaL

The numberof communitygrouphomes in Minnesotahaveincreaseddramatically.
Since 1980 in Minnesota,expendituresfor communityservices haveexceeded state
hospital services. In Fiscal Year 1984, $130 million was designatedfor community
services (excludingSSI/SSDIand special education)and $95 million was allocated
for state hospital services.

This report documentedthe difficultiesof cost comparisonsand outlined the
variousreasonswhy averageper diem ratesbetween state hospitalsand community
facilities are incomparable:(a) costs vary by type of resident (age,level of
independence,services needed, and staffingneeded), e.g., services to children and
to persons with severedisabilitiesare more costly; (b) per diems do not contain the
same items;(c) no standardchart of accounts or cost accountingsystemexists in
communityprograms;(d) determinationof costs vary in outcomes amongcost
studies,e.g., reimbursablecost reporting, averageper person costs, fixed and
variablecosts, units costs, and needs approach; and (e) geographiclocation, size of
populationserved, staff ratios, and special certification.

Paper No. 8: Options and Recommendations for the Minnesota State
Hospital System. (1985, January). This report presentedseveraloptions and a final
set of recommendationsapprovedby the InstitutionalCare and Economic Impact
PlanningBoard. Options consideredin the report were:

(1) Maintainall statehospitalsbut reduce staff complement in the mentalretardation
units and increase staff complement in the mental illness units;

(2) Decentralizethe state hospitalsand begin state-operated,community-based
services;

(3) Increase efficiency and introduceelements of competition in all state hospitals;
and

(4) Closureof one or more statehospitals.

Analysisof each option took into considerationpossible effects upon
residents/patientsand families,employees,costs, and economic impactson
communities.

Recommendationsfor the 1985 Legislatureincluded:
(1) Downsizingof the mental retardationunits shouldoccur in the 1986-1987

bienniumwith emphasison naturalattrition of staff. Staff ratios should remain
in compliance with the WeZschv. Levine Consent Decree;

(2) State-operatedcommunityservices shouldbe developedand tested duringthe
1986-1987 biennium; and

(3) The efficiency of the current statehospital systemshouldbe improvedby
addingmanagementsystemsoutlined in the section on competition. 69



Minnesota’s State Hospitals: Mental Retardation, Mental Illness, Chemical
Dependency. (1985, January). This publicationservedas the executivesummaryto
hlicy Analysis Series: IssuesRelated to StateHospitals, Policy Papers No. 1

through 7. Changesover the last two decadeswere describedin terms of reductions
in numberof people servedby statehospitals,philosophy,and methods of
treatment. Severaltables and graphspresenteddatafrom the statehospitalPolicy

Analysis Series.The authors noted that the systemhad reached a point where
decisions were requiredregardingthe types and levelsof services offered for
people with mental illness, mentalretardation,and chemical dependency.

7.2.2
PolicyAnalysis Series: Issues Relatedto the We/schConsent Decree

The Welscbo. levirze Consent Decree was signed in the UnitedStatesDistrict Court
in September 1980. The Consent Decree requiredthe state of Minnesotato
substantiallyreduce the overallpopulationof persons with mentalretardation
residingin statehospitalsby 1987. Provisionsof the Consent Decree also addressed
the need for improvementof conditions in state hospitalsand the developmentof
community-basedservices for persons with mental retardationwho were to be
dischargedfrom state hospitals.This Policy Analysis Series on the state hospitals
presentsthe findingsresultingfrom variousstudies conductedby the Governor’s
PlanningCouncil on DevelopmentalDisabilities,MinnesotaStatePlanningAgency.
These studiesfocused on severalof manyissues surroundingthe process of
deinstitutionalizationand the dynamicsof systemschange.

Policy Analysis Paper No. 1: ‘lltxonomy of Issues Surrounding
Implementation of the WeZscbu Noot Consent Decree. (1981, March 31). This
paper outlined the planningissuesand problemsrelatedto the implementationof
the Consent Decree and the agencyresponsibilitiesfor certain mandatedactivities.
Four major activities were described: (a) planningat federal, state,and county
governmentallevels; (b) financingdeinstitutionalization;(c) administration,
licensing, regulating,and monitoringissues; and (d) planningat the individuallevel.

Policy Analysis Paper No. 2: The Size of Community Residential Facilities:
Current Guidelines and Implications for Plannin g. (1981, April 10; revised
1981, August).This paper addressedthe types of alternativecommunity living
arrangementswhich must be developedby counties within the context of the
normalizationprinciple. Twelveconflicting size guidelineswere discussed.Review
of literaturesuggestedthat size of residentialfacilities may be an importantfactor in
determiningthe degreeto which normalizationhas been achieved.

Policy Analysis Paper No. 3: Interagency Cooperation: The Underlying
Concepts of Trust, Incentives, Barriers, and Forms of Linkage. (1981, April
14). This paper reviewedboth the processes which facilitateand those which
discourageinteragencycooperation. Availableresearchwas summarizedregarding
the concepts of trust, the differencesbetween cooperation and competition, and
barriers to and incentives for cooperation. A variety of possible programlinkage
structuresto facilitateinteragencycooperation were presentedsuch as exchanging
information, identifyingproblems,and projects displayingvaryingdegreesof
systemdevelopment.Concrete examplesof commonly adoptedprogramlinkages
were drawnfrom Project Share’sDimensions of ServicesIntegration. Interagency
cooperation was identifiedas being essentialto the implementationof the Consent
Decree.
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Policy Analysis Paper No. 4: Cost Function Analysis of Minnesota
Intermediate Care Facilities for Mentally Retarded (ICF-MR) Per Diems.
(1981, September 1). Based on the resultsof a multipleregressionanalysis,this
report suggestedthat eight variableswere statisticallysignificantdeterminantsof per
diem rates: (a) staff-to-residentratio; (b) numberof nonambulatoryresidents;
(c) yearsof operation of residentialfacility; (d) averageage of residents;
(e) profit/nonprofitstatusof facility; (f) facility size; (g) family owned and operated
facilities; and (h) licensed capacity.Data suggestedthat smaller residentialfacilities
were not incompatiblewith cost considerationsnor were they inconsistentwith
statepolicy and the objectives specified in the WelscbConsent Decree.

Policy Analysis Paper No. 5: Admissions/Readmissions to State Hospitals.
(1981,August31). An analysisof state hospitaladmissionand readmissionreports
indicatedthat: (a) approximately80 percent of the admissionsfrom family homes
were for parentalrelief and that had these services been availablein the
community,many of these short-terminformal admissionsmight have been
avoided;and (b) nearly 60 percent of the informal admissions(other than respite
care) specificallymentioneda lack of appropriatecommunitysupportservices.
Behavior-relatedproblemswere a primaryreason for admissionsin Minnesota.

This report also outlined some essentialcomponents for planningof community
services, such as: buildinga capacity within existingservices, such as foster homes;
adoptinga zero reject model; developinga comprehensivearrayof community
services, includingage appropriatedayprograms,respitecare, and effective
individualprogramplans; providingadequatestaffingand staff training;and
assuringthat appropriatetransitionactivitieswere in place in institutionalprograms
which would foster the eventualassimilationof persons with developmental
disabilitiesinto communityprograms.

Policy Analysis Paper No. 6: The Financial Status of Minnesota
DeveloptnentilAchievement Centers: 1980-1982. (1982, January 11).Data from
all 108 developmentalachievementcenters were collected and analyzedsuch as:
(a) revenue;(b) expenditures;(c) profit/loss;(d)programper diems; (e) transportation
per diems; (Qcapital assets; (g) buildingaccessibility; (h) licensed capacity; and
(i) daily attendance.The total expendituresreported during 1980 and 1981 were
$22,702,498 and $25,996,001, respectively.The averagedaily attendancewas 4,219
persons in 1980 and 4,429 persons in 1982.

Policy Analysis Paper No. 7: The Program Status of Minnesota
Developmental Achievement Centers: 1980-1982. (1982, January 18). This
studyof all developmentalachievementcenters in Minnesotain 1981 focused on
personnel and other managementissues. Significantfindingsincluded: (a) there
were 978 persons employedas teachers/instructorsand 254 administrators(full-time
equivalent);(b) over half of the personnelhad at least a four-yearcollege degree;
(c) the turnoverrate of personnel was 20 percent; (d) the statewideaveragehourly
wage was $7.06; and (e) there were 1,244 out-of-countyclients being servedby the
106 cente~.

Policy Analysis Paper No. 8: The Client Status of Minnesota Developmental
Achievement Centers: 1980-1982. (1982, January 26). This report summarized
the generalcharacteristicsabout clients servedby the developmentalachievement
centers in Minnesotafrom 1980 through 1982. Highlightsof this studyincluded:
(a) amongthe 5,150 persons enrolled, over half were between ages 21 and 50 years
old, and over 1,200 were of preschool age; (b) while close to 14,0 percent of those
enrolled were described as moderatelymentallyretarded,there were over 28.0 71



percent with severe,and 10 percent with profoundmental retardation;(c) almost
half of the clients (45.8 percent) were living in their own naturalor adoptive
homes, and the remainingnumberlived in grouphomes (41.0 percent) or in semi-
independentlivingarrangements(2.0 percent); (d) an estimated454 clients were
readyto move into work activity programsand another 240 readyto move into a
shelteredwork setting; and (e) there was a waitinglist of 499 persons for receiving
services at 32 developmentalachievementcenters.

Policy Analysis Paper No. 9: Summary of Issues, Programs and Clients in
Minnesota Developmental Achievement Centers: 1980-1982. (1982, February
10). This report summarizedsome of the implicationsassociatedwith the survey
reports in the Policy Analysis Series,No. 6, ~ and 8. Problemsidentifiedwere
futurestaffinglevels, supportservices, client movement,and cutbacks in programs
or services. Problemswhich curtailedthe movementof clients were limited
communityresources,unavailabilityof appropriateplacements,and inadequate
supportservices. Possiblesolutions to bottlenecks in the systemwere suggested
such as planning,improvedcoordinationbetween agencies,a refocusingof financial
resources,and creation of a viable case managementsystem.

Policy Analysis Paper No. 10: Update to Policy Analysis Series No. 5:
Admissions/Readmissions to State Hospitals, June 1, 1981 to December 31,
1981; The Behavior Problem Issue. (1982, April 9). This study addedfurther
verification to the premise that behaviorproblemswere the major reasons for
admissionsand readmission of persons with developmentaldisabilitiesto state
hospitals,Anothermajor reason was for the provisionof respitecare services
intendedto providerelief to parentsor other caregivers.

Policy Analysis Paper No. 11: An Analysis of Minnesota Property Values of
Community Intermediate Care Facilities for Mentally Retarded (ICFS-MR).
(1982, July 1). This paper dealt with the reality of property valuesof homes in
neighborhoodsthat contain a grouphome for persons with mental retardation.
Usingassessedvalueas a measure,property valuesof homes in 14 neighborhoods
that contain a grouphome were analyzed-forthe year precedingand the year
followingthe establishmentof the grouphome. Changesin property valuesin these
14 neighborhoodswere then comparedwith changes in property valuesof homes
in similarneighborhoodsthat did not contain a grouphome. The findingsof this
studywere consistent with findingsof similarresearch conducted in other parts of
the UnitedStates:(a) changesin property valueswere not relatedto the presence of
a grouphome, and (b) neither the numbernor the timingof property transactions
in a neighborhoodcould be relatedto the establishmentof a grouphome in the
neighborhood.

Policy Analysis Paper No. 12: Analysis of Nonformal Training for Personnel
Working in the Field of Developmental Disabilities in Minnesota: 1981-1982.
(1982, January 3). Based on interviewswith 19 individualsfrom selected public and
privateagenciesand organizations,this studydocumentedthe quantityand content
of nonformal trainingevents(such as conferences, workshops, and in-service
training)that occurred in Minnesotaover a two-yearperiod. Some of the findings
were: (a) people were generallymotivatedto continue their education throughout
their adult lives; (b) while millions of dollarswere investedin nonformaltraining
activities, there were few tangibleresultssuch as improvedwork performance;
(c) few trainingactivitieswere based on a conceptual frameworknor were they
designedwith regardto individualneeds and competencies desired; (d) there was a
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need for improvedcoordinationand collaborationamongagencies; and (e) the
strengthsof the many existingtrainingresources shouldbe recognizedand utilized
when designingfuture comprehensivetrainingsystems.

Policy Analysis Paper No. 13: A Survey of Formal Tfiining Programs in
Developmental Disabilities in Postsecondary Schools in Minnesota and
Adjacent Stites. (1983, Jam.taty 3). This paper summarizedthe findingsof a surVey
of institutionsof higher learningin Minnesotaand neighboringstates.The majority
(57 of 89, 64 percent) of educationalinstitutionsoffered some courseworkin
developmentaldisabilities.However,most courses focused on growth and
developmentof children with disabilities.Verylittle courseworkaddressedthe
needs of adultsor the needs of persons with severeand profoundmental
retardation.Moreover,there were no courses that dealt with persons who were
developmentallydisabledbut not mentallyretarded.This study also documented
that the distributionof educationalresourceswas uneven.Metropolitanareashad
significantlyhigher numbersof qualifiedstaff working in communityagencies.
Futuredevelopmentshouldbuild upon the existing trainingfacilities which are
located in each region of the state.

Policy Analysis Paper No. 14: Tkaining Needs as Perceived by Residential
and Day Program Administrators and Staff. (1983, April 13). This paper
summarizedthe findingsof a surveyof residentialand dayprogrammanagersand
direct care staff who work in communityfacilities servingpersons with
developmentaldisabilities.Samplepersonnelpolicies, job descriptions, job
applications,and performance reviewforms were also collected and analyzed.The
sampledocumentsrevealedthe need for trainingof managers.A statewiderandom
sampleof 312 direct care staff membersindicatedneed for preventingbehavior
problems,designingand developingbehaviormanagementprograms,and current
informationon handicappingconditions.

Policy Analysis Paper No. 15: An Update to Policy Analysis Series No. 4:
Cost Function Analysis of Minnesota Intermediate Care Facilities for
Mentally Retarded (ICF-MR) Per Diems:1980. (1983, March).This analysisused
datafrom 1980 and was an updateto the earlier cost-functionanalysisreportedin
Policy Analysis Paper No. 4. The study of costs was seen as importantfor several
reasons: (a) the mandateunder the WelscbConsent Decree to reduce the number of
people with mental retardationliving in statehospitals; (b) the continued increase
in the numberof community-basedICFS-MR;(C)the “double-funding”dilemmaof
maintainingboth a state hospitalsystemand a community-basedsystemof services;
and (d) the emergenceof alternative,cost-efficient models of residentialcare such
as specializedadult foster care, semi-independentlivingservices, and familysubsidy
and supportprograms.

Accordingto this study,most people living in community ICFS-MRresidedin larger
facilities. Althoughthe largestfacilities accountedfor only 4.1 percent of the total
number of facilities, they accountedfor nearly 1 out of every 4 community ICFs-
MRbeds. A major portion (71.2 percent) of the total operatingbudgetsin 1981 was
relatedto personnel costs. In the regressionanalysisfor facilities servingmore than
12 people (rangingfrom 13 to 171 residents),the equation accountedfor 89.1
percent of the variationin per diems, Eight of the twenty variablesanalyzedwere
statisticallysignificant:systemcapacity,staff-residentratio, years of operation,
behaviorproblems,consultantcontracts, occupancy rate,direct care staff (full-time
equivalent),and ClassA/ClassB licensure.The paper concluded that althoughcost
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factors were important, other factors must also be consideredsuch as normalization
principles, appropriatenessof services, and the provision of least restrictive
environments.

Policy Analysis Paper No. 16: A Statewide Summary of Sheltered
Employment programs. (1983, April 19). This paper presentedfindingsof a
surveyof 25 shelteredworkshopsthroughoutMinnesotaduringfederalfiscal years
1980-1983. The components studiedwere vocationalevaluation,work adjustment
training,long-termshelteredwork, skill training,work activity,and work. Data on
fiscal and programmaticstatusof the workshopswere collected and analyzed.Some
of the findingswere: (a) shelteredworkshopswere experiencinglengthywaiting
lists for services (such as 807 persons in 1982); (b) there was an overalltrend
towardservice reductionsin 1982 because of lack of availablework; (c) changes in
averagedaily attendancevariedaccording to the type of shelteredemployment
program;and (d) total revenuesfor 1982 increased5.2 percent over 1981 to a total
of $35,746,058.

Policy Analysis Paper No. 17: An Update to Policy Analysis Series No. 6
through 9: The Financial, Client, and Program Status of Minnesota
Developmental Achievement Centers: 1982. (1983, March28). This paper
presentedfindingsof the 1982 surveyof 107 DevelopmentalAchievementCenters
(DACS)in Minnesota.Some of the major findingsincluded: (a) the statewidetotal
revenuesfor DACSincreased 5.5 percent over 1981; (b) 31 percent of the centers
reportedoperatingdeficits for 1982; (c) 44.5 percent of the DACclients lived in
naturalor adoptivehomes, 43.3 percent lived in communitygrouphomes; (d) 402
persons were on waitinglists at 28 of the centers; (e) 528 adultswere reportedto
be readyfor work placementbut were unableto move to such placementsbecause
of lack of availablework stations, reluctanceon the part of parentsor the clients,
client characteristics,or lack of communitysupport services.

Policy Analysis Paper No. 18: The Minnesota Family Subsidy Program: Its
Effect on Families with a Developmentally Disabled Child. (1983, May2).
Beginningin 1976, this subsidyprogramhas providedgrantsto familiesup to $250
per month per family to purchasesupportservices. Priority has been given to
familieswith children who have severeand multipledisabilities.Findingsof the
studyrevealed:(a) 97 percent of the familiesrespondedthat the programwas of
great help to them; (b) the subsidieshelped familiesto keep their child at home
rather than to seek placementin state or communityresidentialfacilities;
(c) familieswere better able to function and cope (financially,socially,and
psychologically);and (d) such services can be a cost-effectiveand a humane
alternativeto institutionalcare.

Policy Analysis Paper No. 19: An Update to Policy Analysis Series No. 4 and
15: Cost Function Analysis of Minnesota Intermediate Care Facilities for
Mentally Retarded (ICF-MR) Per Diems: 198L (1983, August15). This PaPer
presentedthe findingsof a study of Minnesotacommunity-basedICF-MRper diem
costs. The studyused 1981 datafrom the Departmentsof Health and Welfareto
identify factors that could explain differencesin per diem rates found among ICF-
MRfacilities. This study updatedthe work completed in PolicyAnalysisPapers
Numbers4 and 15. One-wayanalysisof the datafound significantdifferencesin per
diems as a result of location, size of facility,staff-residentratio, class of facility (A
or B), years facility has been in operation, ages of residents,degree of disabilityof
the residents,and level of dependencyof the residents.Multipleregression
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techniquestended to support the one-wayanalyses.The research showedthat the
importanceof certain variableschangedfrom previousyears; however,the policy
issuesraisedin policy Analysis Paper Number 15 remainedrelevant.

Policy Analysis Paper No. 20: Respite Care: A Supportive and Preventive
Service for Families. (1983, October 18). This paper summarizedliteraturerelating
to respitecare and identifiedavailableresourceswhich Minnesotacould drawupon
when planningand implementingfuture supportservices to families.Respitecare
services were described as supportiveto familiesand a means of forestallingout-of-
home placement. In Minnesota,there had been an over-relianceon the use of state
hospitalfacilities by familiesseekingtemporaryrelief because respitecare services
were not availablein most communities.Severalkey elements were listed for
developingrespitecare as an ongoingsocial service in Minnesota.

Policy Analysis Paper No. 21: Summary and Analysis of Minnesota
Developmental Disabilities Respite Care Demonstration Projects (Federal
Fiscal Yeafi 1981-1983). (1983, October 24). This continuationof POli~ Analysis

Paper No. 20 presenteda summaryand analysisof 16 respitecare demonstration
projects that were fundedby the MinnesotaGovernor’sPlanningCouncil on
DevelopmentalDisabilitiesover a three-yearperiod. Securinga stable fundingbase
was seen as essential to establishingdependablerespite care services in Minnesota,

Policy Analysis Paper No. 22: Improving the Quality of Life for People with
Disabilities: Potential Uses of Technology. (1984, April).This paper summarized
literaturerelatingto the expandingutilizationof technology for persons with
developmentaldisabilities.Some major findingswere: (a) modern technology can
improvethe qualityof life for persons with disabilitiesin the areasof
communication,mobility, independentliving, education, and employment;
(b) technology is difficult to obtainbecause of inadequatefunding;(c) people who
need technological aids should have access to adequateassessment,prescriptions,
and follow-upservices; and (d) a statepolicy agendafor use of technologyby
people with disabilitiesin Minnesotashouldbe developedand implemented.

Policy Analysis Paper No. 23: The Financial, Client, and Program Status of
Minnesota Developmental Achievement Centers: 1980-1984: An Update to
Policy Analysis Series No. 6-9 and 17. (1987,January 2). This paper examined
the dataand trends in the provisionof services by DevelopmentalAchievement
Centers(DACS)to persons with developmentaldisabilitiesfrom 1980 to 1984. Trend
analysistechniqueswere performed on selected financialand programitems. Total
revenuerose from $22,890,077 in 1980 to $35,567,043 in 1984, an increase of 55.4
percent. Governmentprovided93 percent of the total revenue,Expendituresrose
by 52.7 percent over the same five-yearperiod. Over a ten-yearperiod (1973-1984),
revenueshad increasedfrom $5.3 million to $35.6 million serving 3,125 persons in
1973 and 6,105 persons in 1984. Averageper diem ratesrose by 26.7 percent
between 1981 and 1984—from $19.32 in 1980 to $24.45 in 1984. Adultenrollment
tripled—from 1,500 to 4,500. In 1984, of the 4,473 adultsenrolled in DACS,2,626
(58.7 percent) lived in IntermediateCare Facilitiesfor Personswith Mental
Retardation(ICFS-MR),while 1,111(24.8 percent) lived in their naturalor adoptive
home. Only 103 of the adultsenrolled in DACSlived in semi-independentor
independentlivingsettings.Most of the populationserved(64 percent) had mild,
moderate,and severelevelsof mentalretardation.Waitinglists rangedbetween 368
and 449 persons duringthis five-yearperiod, with an anticipationthat more people
wouldbe needingDACservices because of the FederalCourt mandateunder the
WelschConsent Decree to reduce the numberof personswith mentalretardationin
RegionalTreatmentCentersto 1,850 by mid-1987. 75



Policy Analysis Paper No. 24: Minnesota Case Management Study/Executive
Summary (1988, February).This paper summarizeda study conductedby the
MinnesotaUniversityAffiliatedProgramon Personswith DevelopmentalDisabilities
under a contract with the Governor’sPlanningCouncil on Developmental
Disabilities,StatePlanningAgency.The study identifiedsignificantbarriers to the
provision of effective case managementservices for persons with developmental
disabilitiesand their families.At the time of the study,there were 290 case
managersservingan estimated 15,000 persons with developmentaldisabilitiesin
Minnesota.The amountof paperwork,heavy client caseload, inadequatetraining,
staff shortages,insufficientfunds, and the largenumber of requiredmeetingswere
some of the common barriers identifiedin the study.Questionnaireswere sent to
county case managers,case managersupervisors,and county humanservice agency
directors. Recommendationsfor improvingthe case managementsystemincluded:
(a) that the state of Minnesotaapplyfor MedicalAssistancefundingunder the
ConsolidatedOmnibusReconciliationAct to gain more fundingfor case
managementservices; (b) that a 1:30 caseload ratio be attainedwhich would require
an additional210 case managerswith an additional$7,350,000 to be addedto the
existingbudgetfor the Departmentof HumanServicesbudget; (c) that the Data
IntegrationProjects of Dakotaand Itasca Counties, innovativeprojects fundedby
the Governor’sPlanningCouncil on DevelopmentalDisabilities,a computer-assisted
program,held promise for decreasingtime spent on paperworkby case managers
and increasingtime devotedto clients and their needs; (d) that cross-agency
cooperation is needed to improvepreservice trainingprogramsto eliminatethe
necessity of case managersreceivinga fragmentededucation after employment;and
(e) that in-service trainingfor case managersbe coordinatedso that workshopswill
be offered on a consistent basis and, over time, will present comprehensive
philosophy,information, and skills developmentfor case managersin the field.

Policy Analysis Paper No. 25: Minnesota Developmental Achievement
Centers: AUUpdate to WefscbPolicy Analysis Papers No. 6-9, 17, and 23.
(1988, February).This paper reported the resultsof the datacollected from
DevelopmentalAchievementCenters(DACS)for the year ending December 31, 1986.
This studywas conductedunder a contract with the MinnesotaSupported
EmploymentProject. In additionto the types of data collected from the DACSin
previousyears, this study introducedan individualizedtrackingsystem, and
collected informationrelatingto supportedemploymentas DACSbegan to convert
over to providingsuch services.

In 1986, 4,883 adults and 1,522 children were servedby the DACS.The child
populationdecreasedfrom 1,632 in 1984, a decline which reflected a shiftingof
children’sservices to the public school system. Nine DACShad discontinued
services to children, and twelve to fifteen additionalcenters indicatedsuch a
likelihoodduringthe coming year. Close to 40 percent (N = 602) of the 1,522
children servedwere between birth and 2 yearsold. Aboutone-thirdof the adult
populationhad severemental retardation.One-fourthof the adult populationhad
mental retardationand additionaldisabilitiessuch as severebehaviorproblems,
hearingimpairments,blindness,epilepsy,cerebralpalsy,and other physical
disabilities.More than 60 percent of the adultsenrolled in DACSlived in ICFS-MR,
indicatingan increasingtrend from previousyears.
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While 3,498 adults(7I.6 percent of all adults)worked on vocationalactivities
within the centers (earningan averageof $0.68 per hour), there were only 988
(20.2 percent) active in community-basedvocationalactivities outside the DAC
facilities, earningan averageof $1.99 per hour. DACrevenuesincreasedby
$2,226,755 from 1985 to 1986 and by $6,899,564 from 1984 to 1986. Total
revenuefor the DACSin 1986 was $42,466,6o8. MedicalAssistancedollars
continued to grow and was becoming the primarysource of reimbursementof DAC
services.

Policy tialysis Paper No. 26: Supported Employment: Review of the
Literature. (1989, March 31). The purpose of this paper was to summarizea review
of the literatureon supportedemployment.Four common featureswere identified
amongseveraldefinitionsof supportedemployment:(a) it takesplace in
nonsegregatedsettings; (b) it involvesmeaningfulwork; (c) it requiresongoing
supportand services for maintainingemployment;and (d) it allowsopportunitiesto
interact socially with individualswithout disabilities.Severalapproachesto
providingsupportedemploymentwere describedand analyzed:individualjob
placements,enclave,mobile crew, and benchwork. An extensivecomparisonof the
organizationaland proceduralcharacteristicsbetween these models were analyzed
by Mank,Rhodes, and Bellamy(1986). Barriers identifiedin providingsupported
employmentwere: attitudes,job performance,cost, unstablefundingmechanisms,
reduction in benefits, and availabilityof jobs. Barriers could be overcome by
providing:strong family and advocacysupport; outcome-orientedservices which
foster independence,productivity,integrationinto the community; resources
restructuredto meet costs; federal initiativessupportedto removedisincentives;and
aggressiveand creative encounterswith communitymembersto bring about
employmentoptions. Successfulapproacheswere outlined by Bellamy(1987):
(a) focus on tangibleoutcomes; (b) build slowly and on strengths; (c) maintaina
clear employmentstrategy;and (d) plan for competition between businessand
service needs.

Policy Analysis Paper No. 27: Supported Employment: Review of Grant
Recipients and 1986 DACData. (1989, March31). As a sequel to PolicyAnalysis
PaperNo. 26, which containeda reviewof the literatureabout supported
employment,this paper reporteddataabout community-basedemploymentfor
persons with developmentaldisabilitiesin Minnesota.Informationwas collected
and analyzedregarding:(a) the resultsof a three-yeargrantprogramon supported
employment,which was a priority activity of the Governor’sPlanningCouncil on
DevelopmentalDisabilitiesfrom 1984 through 1986; and (b) the resultsof a survey
of the Minnesotaday trainingand habilitationcenters in 1986.

h-t1984, there were five grantsawardedto agencieswhich placed 113persons into
community-basedjobs (i.e., work performedoutside of traditionalday settings). In
1985, the numberof grantsincreasedto nine resultingin 266 supported
employmentplacements.The numberof grantsincreasedto 12 in 1986, with 469
community-basedwork placements.The total earningsin 1985 by 206 persons was
$66,230.66, or $321.50 per person. In 1986, total earningsby 355 workers
amountedto $369,394.33, or $1,040.54 per person. The leading type of work was
maintenance,janitorial, custodian,and cleaning.
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The 1986 surveyof the 82 day trainingand habilitationcenters revealedthat 64
centers had at least one person placed in community-basedemployment.Only 14
of these centers were providing“supportedemployment”accordingto the federal
definition. Of the 3,783 persons being servedby day trainingand habilitation
centers, 799 worked in community-basedemployment,50 of whom met the
definition of supportedemployment.Duringthe last quarter of 1986, these
individualsworked a total of 58,116 hours, generatingover $121,136in earnings.
Also, 544 (68 percent) were in integratedsettings. The two leadingtypes of
activities workedby persons from day trainingand habilitationcenters were general
cleaning/custodialand outdoor seasonalactivities. Considerabledifferenceswere
noted between programslocated in the TwinCities and nonrnetropolitanprograms.
Workersin nonmetropofitanareaswere more likely to: (a) spend more time
workingwithin the day habilitiationand trainingcenter; (b) work fewer hours in
community-basedsettings; and (c) havejobs which were most likely to involve
cleaning, janitorial, and seasonalwork.

Policy Analysis Paper No. 28: Minnesota Developmental Achievement
Centers: 1987 Survey Results. (1989, May).This paper reports the resultsof data
collected from the DevelopmentalAchievementCenters(DACS)in Minnesotafor the
year endingDecember 31, 1987. The survey,conducted in cooperation with the
Departmentof HumanServices, continued the data collection process begun in
1986; collecting informationabout vocational activities and supportedemployment.

Programsfor children in DACScontinued to decline because of 1986 legislation.
This legislationauthorizedpublic schools to provideservices to children with
disabilitiesstartingat birth. Althoughsuch services by the public schools would not
become mandatoryuntilJuly 1, 1988, there were 1,053 children (birth to age 5)
servedby the DACSin 1987, a decrease of 469 children from the previousyear.Six
programsfor children had been discontinuedsince 1986. Twenty-oneadditional
centers plannedto discontinueservices providedto children by September1, 1988,
which would result in only three programsfor children remaining,all located in
the Rvin Cities metropolitanarea. Decline in services providedto children in DACS
resultedin 116 staff layoffsin 1987 and a decrease in revenue—from$10.1 million
in 1985 to $7.9 million in 1987.

There were 5,214 adultsservedby the DACSin 1987, an increase of 331 persons
from the previousyear.There were 489 new admissions,most of whom had
previouslyattendedpublic schools (27.4 percent), another DAC(21.0 percent), or
had recently been servedin a RegionalTreatmentCenter (22.7 percent), The
majority of adults(54 percent) had moderateand severelevels of mental
retardation.Manyadultshad additionaldisabilitiessuch as severebehaviorproblems
(18.5 percent of the adultpopulation),epilepsy(16.3 percent), cerebralpalsy (10.8
percent), other physicafdisabilities(10.4 percent), chronic medical conditions (8.5
percent), and mentalillness (6.o percent). There were fewer DACparticipantsliving
in IntermediateCare Facilitiesfor Personswith MentalRetardation(ICF-MR),which
may havebeen due to closure of such facilities and increasingnumber of people
receiving services under the Home and Community-BasedWaiverProgram.
Althoughgreaternumbersof adultswere involvedin vocational activities (76.6
percent in incenter, 25.3 percent community-based,and 2.1 percent in supported
employment),fewer people were working in integratedsettingsas comparedto the
previousyear.

78



DACrevenuesincreasedby $3.2 million since 1986, with MedicalAssistance
accountingfor 39.2 percent of the increase.The total expendituresin 1987
amountedto $44,468,050, an increase of $10.1 million (28.5 percent) since 1984,
and an increase of $22.8 million (100.0 percent) since 1980. Totalper diem rates for
programand transportationincreasedfrom $31.69 in 1986 to $34.19 in 1987.

7.2.3
BriefingBooks for MinnesotaPolicymakem

Developmental Disabilities and Public Policy: A Review for Policymakers.
(1983,January). This publicationwas written in cooperation with the Center for
EducationalPolicy Studies,College of Education,Universityof Minnesota.This
publicationprovidedinformationabout persons with developmentaldisabilities,
about trends in communityservices, and about policy issues and alternativesfor the
1980s. Supportfor the policy goal of normalizationwas recommended.
Furthermore,the state shouldmove towarda consumer-poweredsystemwhich
starts with the individual’sneeds and strengths, identifiesthe resourcesneeded, and
evaluatesthe systemaccording to the individual’sprogress.Fundsshouldbe
directedtowardservices rather than facilities, and individualswould not be forced
to move as they became more independentor as their needs changed.

Toward a Developmental Disabilities Policy Agenda: Assuring Futures of

Quality. (1984,March).This publicationstressedthat people with disabilities
should live, learn, work, and participatewith other citizenswho are nondisabled.
Componentsidentifiedas essentialfor achievingseveralgoals included: a statewide
preventionand early interventionsystem; services to support families; special
educationwhich wouldpreparestudentsfor independentliving; community
integrationand opportunitiesfor competitiveemployment;an arrayof community
residentialalternativeswhich wouldbe flexible and responsiveto individualneeds;
and access to technology which could improvethe qualityof life of persons with
developmentaldisabilities.

Mandate for Action: Recommendations of the Governor’s Mental Health
Commission. (1986,February3). The Go~ernor’sCommissionon MentalHealth
was formed on June 14, 1985, by Governor RudyPerpich. The MinnesotaState
PlanningAgencywas called upon to providetechnical assistanceand staff support
to the Commissionas its memberslooked at severalaspects of mental illness and
issuesrelatedto mental health services and policies. While some positive trends and
exemplaryservices were highlighted,the Commissionnoted that the mentalhealth
“system”was, “to a significantextent, divided, inconsistent, uncoordinated,
undirected,unaccountable,and without a unifieddirection.” Vigorouscase
management,individualservice planning,and uniformplacement criteria were
absent. Recommendationswere organizedaccordingto three themes: makinga
commitment, organizingto meet the commitment, and ensuringthat the
commitmentwas met. Immediatesteps included: (a) the adoptionof a mission
statementin state statute; (b) the extension of the Bill of Rightsto outpatientmental
health services in state statute; (c) the creation in state governmentof a visible,
responsible,and committed focal point of administrativeand professional
leadership;and (d) the continuationof a Governor’sCommissionon MentalHealth
to monitor and advocatethe implementationof the recommendationscontainedin
the report.
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A New Way of Thinking> (1987, January). This policy briefingbook was the result
of a cooperativeeffort between the Governor’sPlanningCouncil on Developmental
Disabilities,StatePlanningAgency,and the Center for EducationalPolicy Studies,
College of Education,Universityof Minnesota.This publicationprovideda
summaryof what has been learned about people with developmentaldisabilities
over the past few decades, where we are with respect to addressingtheir basic
needs, and a philosophicalframeworkfor future directions—towarda new vision of
how all people, regardlessof havinga disability,can be supportedin communities.
There were three messages:

● There is a new way of thinkingabout how, where, and with whom people with
developmentaldisabilitiescan live, learn, and work. It involvesa concentration
on supportingparticipation, buildingon capabilities,adaptingenvironments,and
buildingrelationships.Where in the past there were limitedoptions to persons
with developmentaldisabilitiesand their families,the new way of thinkingmeans
assistingindividualsand familiesin identifyingwhat is importantto them, and
empoweringthem with decision makingand with fundingto act upon those
choices.

c Newservice strategiesmust be explored and new waysof thinkingand acting
must be experienced. Exampleswere providedof new service models currently
being demonstratedin Minnesota,from supportedemploymentand the provision
of options in community living to waysin which the quality of programscan be
evaluatedby those who use the services.

● The impact of these developmentsin new policies and services has not yet tipped
the balance in the life experiences of people with developmentaldisabilitiesand
there is still a long way to go. There are great disparitiesbetween what we know
and what we actuallypractice, such as early intervention,school integration,and
family supportservices.

The translationof this new vision into reality will depend upon two changes:
(a) major reforms in federalfundingto encouragethe routine and systematic
developmentof services and supports to individualsas participatingand
contributingmembersof their communities;and (b) systematicattention at the
state, local, family,and individuallevels to ensure that the vision of communities
that are inclusiverather than exclusiveis achieved.

7.2.4
AudiovisualProductions

The followingvideotapeshavebeen produced, or coproduced, by the Minnesota
Governor’sPlanningCouncil on DevelopmentalDisabilitiesand are availableon a
loan basis througha LendingLibraryoperatedby the Council:

Another Pqfect Day. (1985). This is a parody on the human services sYStern.
MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilities.St. Paul:Author.

ClarenceJ. Sundra?n: Can WePrevent Abuse and Neglect in Human Services?
(1988). MinnesotaGovernor’sPlanning Council on DevelopmentalDisabilities.St.
I%ul:Author.

Gunnar Dybwad: Breaking Down Bam”ers to Integration. (1987). Minnesota
Governor’sPlanningCouncil on DevelopmentalDisabilities.St. Paul:Author.

Gunnar and Rosemary Dybwad: International Disabilities Issues.(1987).
MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilities.St. Paul:
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(An) Interview with Betty Hubbard. (1987). MinnesotaUniversityAffiliated
Program,Universityof Minnesota.St. paul:MinnesotaGovernor’sPlanningCouncil
on DevelopmentalDisabilities.

(An) Interview with Gunnar and Rosemary Dybwad. (1987). Minnesota
UniversityAffiliatedProgram,Universityof Minnesota.St. Paul:Minnesota
Governor’sPlanningCouncil on DevelopmentalDisabilities.

(An) Interview witb Herb Lovett. (1987). MinnesotaGovernor’sPlanning
Council on DevelopmentalDisabilities.St. Paul:Author.

(An) Interview with Lou Brown. (1987). MinnesotaGovernor’sPlanning
Council on DevelopmentalDisabilities.St. Paul:Author.

(An) Interview with PatJubm (1987). MinnesotaUniversityAffiliatedProgram,
Universityof Minnesota.St. Paul: Governor’sPlanningCouncil on Developmental
Disabilities.

(An) Interview with Toni Lippert. (1987). MinnesotaUniversityAffiliatedProgram,
Universityof Minnesota.St. Paul: Governor’sPlanningCouncil on Developmental
Disabilities.

(A) New Wayof Thinking. ] MinnesotaGovernor’sPlanningCouncil on
DevelopmentalDisabilitiesand MinnesotaUniversityAffiliatedProgram.St. Paul:
Authors,1987.

Toolsfor L~~e:How Technology Helps People with Disabilities. Producedby
Kittleson & Leadholmfor the MinnesotaGovernor’sPlanningCouncil on
DevelopmentalDisabilitiesand the MinnesotaUniversityAffiliatedProgram.St.
Paul:Authors,1988.

7.2.5
Quality AssurancePublications

Guidelinesfor QualityIndividualPlans. (1987,July). This brochure servesas a
guidelineto assist familiesand individualswith disabilitiesto assesswhether the
written individualplan meets state-of-the-artcriteria. Criteriainclude age-
appropriateness,communityreferenced, functional, generalized,and consideration
of individualpreferencesand choices.

Read My Lips: It’s My Choice. . . . by WilliamT. Allen, publishedby the
MinnesotaGovernor’sPlanningCouncil on DevelopmentalDisabilities.@tne 1989).
This guide covers five waysto help increase the freedom of choice for people with
developmentaldisabilities:assessingneeds, planningfor services, evaluating
services, understandingthe service system,and promotingself-advocacy.As the
author explains, “It is hoped that the informationin this guideis written in a
way that is easy to understand.This was done for severalreasons: (a) so that people
with developmentaldisabilitieswho read, can read it and use it; (b) so that people
who advocatefor those who cannot read can explain it more easily; and (c) so that
we can all understandsomething together.’ The content focuses not only on
helpingpeople with developmentaldisabilitiesto become more involvedin the
decisions which affect their lives but also on how to foster self-advocacyskills—
people speakingup for their own rights in their own individualways.

1ANew Wayof Thinking(videotape)has received recognition through two nationafawards: (1) the
MediaAwardby TheAssociationfor Personswith SevereHandicaps(TASH),December 1988; and
(2) the Gold AppleAwardby the NationalEducation AssociationFihn and VideoFestival,May 1988.
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Test Your School’s IQ: Integration Quotient: Questions to Ask about Your
School’s Policies and Practices. (1987,July). This brochure providesquestions
that are designedto assist familiesof studentswith disabilitiesto assess the level of
integrationefforts by local school districts and special education cooperatives.This
assessmentincludesadministrativecommitment, location and transportationissues,
and integratedtime and activities.

Test Your IQ: Integration Quotient: For Organizations Serving People with
Developmental Disabilities. (1988).This brochureprovidesquestions that people
might ask organizationsabout their practices and policies which promote or
discourageintegrationof persons with disabilities.The questionsare designedto
assist familiesof persons with developmentaldisabilitiesto determinethe level of
integrationefforts providedby the programsand services they use.

7.2.6
Studies and Reports Relatedto MinnesotaStateSchools/Academiesfor PersonsWho Are
Blind and/or Deal

The Impact of Closure of the Minnesota School for the Deaf and Minnesota
Braille and Sight Saving School from the Perspectives of Students, Families,
and Local Schools. (1985,February8). On January 3, 1985, Governor RU@
Perpichmade a preliminaryrecommendationto close the MinnesotaSchool of the
Deaf and the Braille and Sight SavingSchool located in Faribault.By mid-February,
after considerableresponsefrom legislators,parents, teachers, and students
(includinga demonstrationin the CapitolRotunda),the Governorwithdrewhis
recommendation.

The analysisin this report consisted of: (a) a reviewof every studentrecord; (b) a
surveyof students;(c) a surveyof parents; and (d) a surveyof home district special
education directors.The surveysof studentsand familiesdocumenteduniversal
opposition to the proposed closure. Manystudentswould have consideredout-of-
state residentialschools in the event of closure. Local special education directors
expressedconcern about closure without followingdue process procedures.In the
event of closure, the local directorspreferredplacement in the home districts
followedby placement in another district. The residentialschools in Faribaultwere
describedby the respondentsin terms of educationalquality,opportunity for
socialization,involvementin extracurricularactivities, and an environment
conducive to total communication.

Summary of Reports Prepared for the Minnesota Legislature Regarding
Academies for the Deaf and Blind. (1986, February3). The 1985 Legislature
passedlegislationrequiringthe StatePlanningAgencyto direct a studyin
cooperation with the departmentsof Administration,Education,Employee
Relations,and Finance.The study topics included: (a) managementorganization
structure; (b) governance;(c) financingmethods; (d) staffktudentratios; (e) student
assessments;(f) admissionand discharge(entranceand exit) criteria; and
(g) individualeducationplans. These documentssummarizedthe resultsof several
reports preparedto addressthese areas. The citations for these documentsare as
follows:

Department of Administration, Management Analysis Unit. (1986, January).
Working paper on thegovernance options for the Minnesota Academyfor the

Deaf and tbe Minnesota Academyfor the Blind. St. Paul,MN:StatePlanning
Agency
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Department of Administration, Management Analysis Unit. (1986,January).
Working paper on the organizational structure of the Minnesota Academyfor

tbe Deaf and tbe Minnesota Academyfor the Blind. St. Paul,MN:State Planning
Agency.

Department of Finance. (1986,January).Financial structure of the Minnesota

Academyfor the Deaf and the Minnesota Academyfor the Blind. St. Paul,MN:
StatePlanningAgency.

Myers, R. (1986,January).StateBoard of Education response to the consultant
reports relating to the Faribault Residential Academies. St. Paul,MN:State
PlanningAgency.

Schroeder, F.& Ticchi, D. (1985,November).Consultants’ report on the

Minnesota StateAcademyfor the Blind. St. Paul,MN:StatePlanningAgency.

Zieziula, F.,Collins, J. & Nelson, G. (1985,November).The academic and
residential programs at the Minnesota StateAcademyfor the Dea$ St. Paul,
MN:State PlanningAgency.
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