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PREFACE

| am pleased to introduce Developmen-
tal Disabilities: A Guide for County
Officials. This book documents the
vital role of county governments in
providing better opportunitiesfor our
developmentally disabled citizens. It
stands as testimony to the benefits of
public-private sector collaboration
and cooperation among levels of gov-
ernment.

Publication of Developmental Dis
abilities: A Guide for County Officials
is well-timed. County governments,
thetraditional providers of last resort,
are constantly seeking cost-effective
program strategies in health and
human services. In this era of con-
straints on public expenditures, this
book illustrates some of the many
ways county officials meet their re-
sponsibilities to those in need. What
has proven effectivefor a neighboring
county may also work for you.

Approximately four million people
in the United States are developmen-
tally disabled. With our help and sup-
port they can participateas productive
members of the community. It is my
hope, and the hope of NACo, that
Developmental Disabilites: A Guide for
County Officials will be part of the suc-
cessful effort to make that participa
tion areality.

Bernard F. Hillenbrand
Executive Director
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PART |

AN OVERVIEW

For the past several years, concern-
ed county officids have asked the
National Association of Counties
(NACo) how they can respond more
effectively to the needs of their devel-
opmentally disabled citizens. Their
leading concern has been for those
returning to the community from
institutions.

In response, the National Association
of Counties Research, Inc. (NACoR),
the research affiliate of NACo, devel-
oped a technical assistance project.
Funded as a Project of National Sig-
nificance by the federal Administra-
tion on Developmental Disabilities
beginning in October 1978, the
NACoOR project has identified hun-
dreds of innovative and effective
county developmental disability pro-
grams and strategies.

This publication highlights some of
these programs. It is designed specific-
dly for elected and appointed county
officials; the focus is on what county
governments can do to address the
needs of their developmentally dis
abled citizens.

The developmental disabilities sys
tem involves officids at dl levels of
government, a variety of private and
voluntary agencies, and most impor-
tantly, developmentally disabled peo-
ple and their families. Therefore, the
programs cited in this publication
deal with the ways that counties
interact and work with other elements
of the system. This should be helpful
to those outside county government,
as wdl as county officias, who seek
ways to work together more effec-
tively.

This publication is not a compila-
tion of federal funding resources for
community-based developmental dis-
ability services. With the exception
of a new Medicaid waiver authority
for noninstitutional alternative ser-
vices, the outlook for federal program
funding is not encouraging. While
some referencesto funding opportuni-
tiesin the public sector are included,
this publication's primary focus is on
effectiveprogram strategies that mini-

mize increases in public expenditures.
Even counties that have been very
successful in tapping federal resources
are now searching for alternatives.

Fortunately, many services provided
by county developmental disability
programs have proven to be cost-
effective. These services are noted for
their involvement of family members
and community volunteers; coordina-
tion strategies that reduce duplication
and service gaps; resource sharing
among agencies and programs; and
collaboration with business and in-
dustry.

Part | presents an overview of devel-
opmental disabilities, the rationale for
a coordinated community-based de-
velopmental disabilitiesservicesystem,
and the county role in developmental
disabilities. Part II presents brief dis-
cussions of eighteen program areas
and issues, and examples of how indi-
vidual counties have taken action in
these areas. Part 11l focuses on coordi-
nation and collaboration. It includes
a detailed description of one county's
coordination mechanisms, and dis-
cusses possible replication. Part 1V is
a comprehensive list of resources:
county contacts; organizations in-
volved with developmental disabili-
ties; and a bibliography. Appendices
liss members of the NACo Mental
Health/Developmental Disabilities
Task Force, and include a section of
the American County Platform high-
lighting NACo’s policies affecting
developmentally disabled people.

Whoarethe
Developmentally Disabled?

When county officids talk about
developmental disability services,they
have specific peoplein mind.

Bill is a moderately mentally re-
tarded man of fifty, who spent forty
years in a state institution before
returning to the community. Bill lives
in a group home run by the county
and works at the local Association
for Retarded Citizens (ARC) sheltered

workshop. He is gradually learning
how to shop, cook, clean, and wash
his own clothes. Histemper outbursts
must be brought under control if he
is going to get along in a job outside
the workshop. Without family ties,
Bill isdependent on the servicesystem
for friendships and support.

Deniseisfiveyearsold. A shunt has
controlled her hydrocephalic condi-
tion ("water on the brain™). She is
profoundly retarded; her measured
intelligence (IQ) is below 20. Denise's
divorced mother, who placed her in
the county care facility, is now work-
ing full-time to provide for two other
children. Her mother visits regularly,
and 'tries to stay involved with her
daughter's program. But she isn't sure
she can ever cope with Denise's return
home. Shefedsguilty about this.

David's parents placed him in an
institution when he was quite young,
on the firm advice of his pediatrician.
Now, twenty yearslater, they are told
heisleaving the institution to live in
a group home near their town. They
are frightened and confused about
this plan; David is moderately retard-
ed and still has occasional seizures.
His parents had felt secure knowing
that he would aways be protected
and cared for in the institution. They
are now told that he will learn to live
"independently,” something they can-
not imagine. They aso feel-upset that
strangers will make a home for him
outside the institution. Are his par-
ents failures for not having David at
home with them?

Bob and Sue'sfirst child has Down's
syndrome. Fortunately, the hospital
linked Bob and Sue promptly with
the county infant stimulation and
parent training program. Through
this program, they met other parents
of handicapped children and found
support in shared feelings and experi-
ences. They are very pleased with the
baby's progress. However, the news
of funding cutbacks concerns them.
They wonder if needed services will be
available astheir baby getsolder.

These profiles of developmentally



disabled people deliberately illustrate
typical concerns expressed by con-
sumers, family members, and service
providers. There are many success
stories, in which developmentally dis-
abled people move successfully through
a combination of specialized and gen-
eric programs and achieve their maxi-
mum level of skillsand independence.
But if that goal isto become a redlity
for al developmentally disabled peo-
ple, a continuing concerted effort by
concerned citizens is needed. At the
county level, this means thoughtful
and informed attention to the com-
munity-based developmental disabil-
itiesservice system.

To highlight effective county pro-
grams working toward this goal, this
publication focuses on developmental
disabilities as defined in federa statute.
All programs authorized and funded
through the federa Developmental
Disabilities Act must follow the fed-
eral definition. This means that the
state Developmental Disabilities Plan,
written jointly by the state Develop-
mental Disabilities Council and the
designated state agency, must describe
needs and objectives in terms of the
federal definition. However, the state
law may provide a different definition
that isused for al other purposes.

Thefedera definition of a" develop-
mental disability" was enacted in 1975
and revised in the Developmental
Disabilities Act Amendments of 1978
(P.L. 95-602). It remained unchanged
when the act was reauthorized in
1981 (P.L. 97-35). The current defini-
tion isasfollows:

The term "developmental disabil-

ity" means a severe, chronic dis

ability of aperson which—

A. is attributable to a mental or
physical impairment or combi-
nation of mental and physical
impairments,

B. is manifested before the person
attains age twenty-two;

C. is likely to continue indefi-
nitely;

D. resultsin substantial functional
limitations in three or more of

thefollowing areas of major life
activities:
i) self-care,
ii) receptive and expressive
language,
iii) learning,
iv) mobility,
v) self-direction,
vi) capacity for
living,
vii) economic sufficiency; and

E. reflects the person’s need for a

combination and sequence of
special, interdisciplinary, or
genericcare, treatment, or other
services which are of lifelong or
extended duration and are indi-
vidually planned and coordi-
nated.

The 1975 definition had described
developmental disability in terms of a
diagnosis of the individual's condi-
tion, such as "mental retardation" or
"cerebral palsy.” The current defini-
tion focusesinstead on the functional
capacity of the individual, that is,
how (and how severely) the condition
affects what the person can do. The
following characteristics of the disabil-
ity are emphasized:

Function: The definition is func-
tional rather than categorical. Previ-
ous definitions used diagnostic names
(mental retardation, epilepsy, autism,
cerebral palsy, severe dysexia).

Severity: The definition emphasizes
that disabilities must be severe enough
to result in "substantial functional
limitations™ and the need for "indi-
vidually planned and coordinated
services."

Age of onset: While the definition
raised the " ageof manifestation™ from
eighteen to twenty-two years, the
emphasis remains on disabilities that
interfere with normal preadult devel-
opment.

Long-term disability: The disability
must be "chronic" and the person
expected to need services of "lifelong
or extended duration.”

There has been considerable debate
about who does or does not meet the
criteriain thefederal definition. Ques

independent

tions have surfaced about exclusion of
mildly retarded individuals and inclu-
sion of chronically mentaly ill indi-
viduals. These questions have not
been completely resolved.

At thecounty level, decisions about
eigibility for developmental disabili-
ties services are more affected by state
requirements and tradition than by
thefederal definition. Whilethere has
been some use of the federal standard,
most state and local service systems
have not formally adopted it. There-
fore, some of the programs featured
here serve some people who do not
meet the federal definition; many, by
design, serve only a subgroup of the
people who meet the definition.

The trend at the local, state, and
federal levels toward service priority
for people with more severe handi-
caps produces some evidence of re-
duced program dligibility for mildly
retarded people. There is aso an
expectation that what they lose in
specialized developmental disability
services can best be replaced by gain-
ing access to "generic" services (those
services available to citizens based on
their income or other general criteria,
rather than a categorical disability).
At a time of general cutbacks in
generic as well as categorical services,
making this expectation a reality will
be a specia challenge.

The Rationalefor
Community-based Services

Most developmentally disabled peo-
ple have never been institutionalized.
Until about 1967, most public devel-
opmental disability services were pro-
vided through such large centralized
institutions as hospitals, state schools,
and training schools. Since then, the
emphasis has shifted to providing
services in the community for both
developmentally disabled people dis
charged from institutions and those
who never were admitted.

This shift has transformed thinking
about developmentally disabled people,



widened the range of services avail-
able, and increased access to special-
ized services by not conditioning ser-
vices on institutionalization. At the
same time, the establishment of com-
munity-based services has greatly in-
creased the involvement of local
governments in the developmental
disabilitiesservicesystem.

Statistics on deinstitutionalization
of developmentally disabled people
are limited generally to reductions in
the population of public mental retar-
dation institutions. This population
has dropped every year since 1967,
when it stood at a peak of 195,000.
Thecurrent estimate is 130,000.

Data collected by the National
Association of State Mental Retarda-
tion Program Directors projects a
further decline to 95,000 by the mid-
1980s. In addition to the thousands of
discharges, there has aso been a
reduction in admissions. A 1978 study
(Scheerenberger, 1979) found that
annual admissionsdropped from 16,000
to 10,000 between 1967 and 1978;
only 36 percent were first-time admis
sions.

At the same time, there has been a
growth in community developmental
disabilities programs. A 1977 survey
of community residences (Bruininks,
Hauber & Kudla, 1980) found that of
4,920 community residential facilities
of all sizes, 72 percent were developed
since 1967. Interestingly, only 35 per-
cent of the residents of these facilities
came directly from state institutions;
the majority came in about equal pro-
portions from their natural homes or
from another community residence.
This probably indicates a need for
experimenting to find the right pro-
gram for each individual, as wel as
the proper expansion of developmen-
tal disability servicesto persons never
institutionalized.

In addition to residential programs,
there has been an explosion of such
other developmental disability com-
munity services as education, voca
tional training and rehabilitation,
early intervention, diagnostic and

evaluative services, advocacy, and
case management. Access to generic
programs such as housing, supple
mental security income (SSl), and
disability income (SSDI) has also
increased.

The evolution of the system over
the past fifteen years demonstrates
that virtually all developmentaly dis-
abled people can remain in the com-
munity, if provided with appropriate
services. Institutionalization is becom-
ing a rare exception. Much has been
written about the shift toward com-
munity-based developmental disabil-
ity services.

Discussion generdly focuseson three
areas. Habilitation and normalization
isone area. This approach emphasi zes
development of the individua's skills
and service delivery in the most
"normal" setting, or one which pro-
motes the most "normal” lifestyle.
These settings include family or family-
szed homes, and education and voca-
tional programs provided separately
from the placeof residence.

Another magjor area of discussion
is civil rights. Developmentally dis
abled people have the full range of
rights guaranteed to dl citizens, along
with specialized applications of these
rights and others granted by specific
federal and state statutes. For exam-
ple, the Education for All Handicap-
ped Children Act (P.L. 94-142) creates
the right to an individual education
plan in order to ensure the generd
right to an appropriate education.

Funding is a third area of concern.
While data is mixed, there is evidence
that costs are lower in community
programs than in institutions. There
is a common-sense perception that
programs aimed at full or at least
partial sdlf-sufficiency will be less
costly in the long run than lifelong
institutionalization and dependency.
Increased availability of community
service funding (especialy from the
federal government) for both individ-
uals and community programs, along
with the burgeoning cost of institu-
tions, has made developmental dis-
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ability community services fiscaly
attractive to state and local govern-
ments.

A consensus on the benefits of
individualized habilitation is wide
spread, and those benefits are well-
documented. Where the choice is
between impersonal custodial care,
with littleor no opportunity for learn-
ing or self-sufficiency, and an individ-
ualized program of comprehensive
education and training, it is clear that
the latter is vastly preferable. There
is less consensus on whether normali-
zation is possible for some severely
handicapped peopleor on how signifi-
cant it is in contributing to optimal
development.

The courts have consistently sup-
ported habilitation, normalization, and
civil rights. Bradley (1981) lists thirty-
nine "right to habilitation" lawsuits
in twenty-seven states from 1971 to
1981, with the majority resulting in a
mandate for deinstitutionalization.
Only six suits were dismissed or
rejected. Focusing on the rights and
needs of developmentally disabled
people, lega cases have frequently
de-emphasized or ignored funding
guestions. In Pennhurst v. Halderman,
49 U.SL.W. 4363 (U.S. April 20,
1981), however, the U.S. Supreme
Court held that the federal Develop-
mental Disabilities Act does not create
an obligation on states which accept
federal developmental disability pro-
gram funding to provide services in
accordance with theact's hill of rights.
Given the limited federal develop-
mental disability funds available and
the enormous cost that might be
entailed in the obligation to provide
appropriate habilitation in the least
restrictive setting, the Supreme Court
held that Congress would have to be
more explicit if it meant to require
the states to implement the right to
the least restrictive alternative in
exchange for federal developmental
disability funds.

It now appears that there is a con-
sensus favoring acommunity-oriented
developmental disability system em-

phasizing individual services provided
in settings that do not unduly re
strict the person's liberty. However,
cost will exert a growing influence
on the debate over implementing this
policy.

Where counties can provide a full
range of developmental disability ser-
viceoptions, they may prefer to avoid
detailed examination of the contro-
versia normalization issue. They may
leave this examination to the profes
sional, academic, state and federa
legidativeand judicial arenas. County
officials cannot, however, avoid debate
on costs. Current public hearings on
budgets are presenting county officials
with some of the most difficult deci-
sions they have ever faced, including
funding priorities for community de-
velopmental disability programs.

Community services obviously re-
quirefunding. But as developmentally
disabled individuals have returned
from institutions, the state dollars
that paid for their institutional ser-
vices generally have not followed
them into the community. Federa
Medicaid dollars have favored institu-
tional settings, such as large nursing
homes. Demand for services at the
community level has outstripped the
types of noninstitutional funding
available.

Devel opmentally disabled people now
in communities include those dis
charged from institutions, those who
have aways lived in the community
and who have never been considered
appropriate for institutionalization,
and those who might once have been
considered appropriate candidates for
institutions, but who do not meet
today's more stringent criteria for
institutionalization. T he development
of community services to meet the
needs of discharged individuals and
to prevent unnecessary institutionali-
zation for others has encouraged addi-
tional demand from developmentally
disabled people who had not received
servicespreviously.

The result has been a large and
growing demand for community ser-



vices for developmentally disabled
people without obvious sources of
funds to pay for them. County offi-
cias are therefore particularly inter-
ested in cost-effective program models
and ideas that stretch scarce public
dollars through volunteer and private
initiatives.

Cost comparisons between various
forms of services are difficult. It is
hard to assign monetary vaue to
many program benefits and it is vir-
tually impossible to " control™ studies
for such variablesasclient motivation,
individual staff ability, family involve-
ment, and community attitudes.

Comparisons frequently leave out
important factors. For instance, com-
munity-based devel opmental disability
services are often supplemented by
services and other support paid for
by families and by generic programs,
which are not reflected in the devel-
opmental disabilities budget. At the
same time, community residents re-
ceiving developmental disability ser-
vices frequently perform productive
work, which may be difficult to value
if unpaid. Many are paid, and in turn
pay taxes, which does not often show
up in analyses of the cost of services.
To the extent that community-based
programs help an individual achieve
greater self-sufficiency, current costs
contribute to long-term savings, as
compared with a lifetime of institu-
tional dependency. Often, this does
not show up in budget debates.

Despite these limitations, many
studies demonstrate that community-
based developmental disability ser-
vices have lower per capita budgets
than institutional services. A recent
study by the National Association of
Private Residential Facilities for the
Mentally Retarded shows that for 67
private facilities, the average client
cost per month was $1,187, compared
with an average cost in large state
institutions of $2,884. This translates
to a savings of $20,364 per client per
year. In San Diego, a group home for
six mentaly retarded persons costs
$104,000 per year, while the average

cost of serving six such clients in a
state-operated institution is amost
$333,000 per year. A Georgia study
comparing institutions with commu-
nity program costs found that the per
capita costs were significantly lower
for the community residential pro-
gram, and that these programs in-
creased client independence and pro-
ductivity. For example, 84 percent of
deinstitutionalized persons had no
earnings while they resided in the
institution; only 15 percent had no
earnings after they moved to the
community (Boggs, 1981).

Other studies are more equivocal,
showing little cost difference between
institutional and community service
(Mayeda and Wai, 1976; Jones and
Jones, 1976). Most are clear, however,
that significant service system savings
occur when developmentally disabled
individuals return to the natural fam-
ily setting or foster family care (Intag-
liata, Willer and Cooley, 1979). And
most agree that community services
providesignificant developmental bene-
fits that are difficult to measure
quantitatively.

One study provides some data of
interest to local governments con-
cerned with total cost effects rather
than simply developmental disabilities
system costs. A Texas county program
for severely mentally retarded chil-
dren, many with additional physical
handicaps, analyzed the impact on
family income when developmental
serviceswere provided to the children.
After one year of services, the income
of fifty-seven of ninety-seven partici-
pating families had increased up to
150 percent. The median increase was
31 percent; where both parents were
working, the median increase was 80
percent. Significantly, of the eleven
families who entered the program on
welfare, seven became self-sufficient.
The average annual cost per family
for services was $3,350, compared
with Texas state institutional costs
during the same time period ranging
from $12,888 to $29,868 (Liberman,
1979).

TheCounty Role

Current thinking about developmen-
tal disabilities calls for a continuum
of services, with varying levels of
supervision and intensity of service
depending on individual needs. The
key to thisapproach iscoordination.

When al services are delivered in
a centralized institution under the
authority of one department, coordi-
nation is, more or less, built in. How-
ever, when developmental disability
services are separated and clients
must put together the array of services
they need, specific attention must be
given to coordination.

County governments play a variety
of roles in community developmental
disability services. In general, counties
participatein two capacities: asadmin-
istrative arms of state government
and aslocally elected general purpose
governments. Some are mandated by
state law to operate services, particu-
larly for mentally retarded individuals.
Others operate some services directly
and providesignificant funding through
contracts with public and private
service agencies. Still others are only
minimally involved in developmental
disabilities, but are concerned with
increasing community demand.

Along with the county's admin-
istrative and fisca roles, another
role—an advocacy role—may become
increasingly significant. In a time of
budgetary pressure and program cut-
backs, less vocal people such as the
developmentally disabled are vulner-
able. Tightened eligibility for generic
programs and shrinking categorical
programs may cause those who have
difficultiesin " negotiating the system"
to fal between the cracks. Elected
county officials may be called on to
act as leaders and advocates for these
often-forgotten citizens.

Asthefedera role diminishes, state
and local roles are likely to expand.
The programs described in this publi-
cation provide models for the kinds
of programs counties can develop to
meet their growing responsibilities in
upcoming years.




PART I

PROGRAM AREAS
AND [SSUES

Throughout the nation, counties have
developed effective programs and strat-
egies benefiting developmentally dis-
abled citizens. The following pages
illustrate successful approaches cover-
ing the program areas where the
county role is significant. Additional
information can be obtained from
county resource people listed in Part
V.

Advocacy

Like other vulnerable people, devel-
opmentally disabled people sometimes
need an advocate. County govern-
ment may assume responsibility for
their advocacy, as wel as work with
such external advocacy groups as the
local Association for Retarded Citi-
zens or the state developmental dis-
abilities protection and advocacy unit.
Counties may provide advocacy ser-
vices to protect an individual's rights
to service and nondiscrimination, or
focustheir advocacy effortson system-
wide problems, or do both.

In Sacramento County, California,
the county board of supervisorscreated
the Developmental Disabilities Plan-
ning and Advisory Council. When
establishing the council in 1974, the
board stated: "While the Sacramento
County Board recognizes [the state's
responsibility]. . .the board aso real-
izes that the county has a role to en-
sure adequate servicesfor the devel op-
mentally disabled. Maximum effort
should be made for effective coordi-
nation within Sacramento County."

Thecouncil works closely with both
public and private agencies. Planning
council staff are on contract to the
county's consolidated health depart-
ment; the local Association for Re-
tarded Citizens provides office space.
With continuing support from the
board of supervisors, the council suc-
cessfully negotiated additional services
for developmentally disabled people
from the county parks and recreation
agency, the regional transit system,
and the county's foster grandparent

and mental health programs.

Prince George's County, Maryland,
established the Office for Coordina-
tion of Services to the Handicapped.
County legidation gives the office a
variety of responsibilities. These in-
clude collecting data on unmet needs
and gaps in services and programs,
and identifying, analyzing, and eval-
uating al programs and services for
the handicapped population in the
county. The office is aso respon-
sible for providing policy recommen-
dations aimed at eliminating barriers
to service delivery, and locating appro-
priate sources of financial assistance
for expansion of services and pro-
grams.

The office does not provide direct
services; this remains the responsibil-
ity of other agencies and departments.
The office does provide an informa-
tion and referral service, handling
more than 1,000 calls annually, and
acts as a catalyst for interagency coor-
dination through its sponsorship of
committees that address individual
and community service needs.

In the northeast United States,
approximately 100 county and city
officesfor the handicapped have been
identified. A network of loca offices,
the Association of Local Government
Agencies for the Disabled in the
Northeast Region (ALGADNER) has
been formed. The founder and current
president is Don Dreyer, director,
Nassau County (New Y ork) Office for
the Physically Handicapped. Through
the ALGADNER network, county
governments are working together as
advocates.

Case M anagement

The basic element common to al
case management systems isthe desig-
nation of a single point of account-
ability. Because developmentally dis
abled people frequently have needs
that cut across multiple programs
and agencies, many counties have
developed case management systems.
These systems are characterized by

a case manager who is responsible for
ensuring that the consumer receives
a comprehensive needs assessment,
consistent case planning across agen-
cies, and access to the full range of
needed services. A case management
system aso provides monitoring and
evaluation; revisions in the overall
case plan as required; and documen-
tation of service gaps and program
deficiencies.

One benefit of case management,
according to many proponents, is its
separation from direct services. Poten-
tial conflicts between monitoring and
service responsibilities are avoided,
and the case manager's focus on
access and coordination frees up direct
service providers to perform their
specialized functions. In contrast, some
proponentsfed that case management
is best provided by the lead person
among the client's service providers,
e.g., their vocational program coun-
selor or parents.

Most county developmental disabil-
ity case management systems have
taken a middle course: case managers
are located within the county devel-
opmental disability agency, but are
not involved in direct servicedelivery.

One exception is Alamance County,
North Carolina, where the case man-
agers are attached to the county man-
ager's office. The county commis
sioners have found this arrangement
responsive to constituent concerns;
it aso keeps the board informed
of needs in the service system. The
system is computerized, helping in
client tracking, program monitoring,
and planning. Regarding separation
from service components, one case
manager commented, "People respond
to us because we're not connected
to another agency. The clients see us
as working for them, not 'doing a job'
in an agency."

The Alamance County case man-
agement system was developed in col-
laboration with the North Carolina
State Developmental Disabilities Coun-
cil, using a system developed by the
Center for Urban Affairs and County



Figurell-1. The AlamanceCounty, N.C.,Client Pathway
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SOURCE: Snipes, Emerson, Developmental Disabilities Case Management Systems Overview
(Raleigh: Center For Urban Affairs and Community Services, North Carolina State Univer-

Services a North Carolina State Uni-
versity. The client pathway design is
illustrated in Figurell-1.

The system includes aformal estab-
lished service planning team and an
advisory board, composed of repre-
sentatives of the county board of
commissioners, key public and private
agencies, and consumers. Another
important component is the Service/
Resource Directory and Index, listing
developmental disability and generic
services. The directory is indexed not
only by service and agency, but also
by service outcome, reflecting the case
management system's emphasis on
client outcome rather than agencies
and programs.

Most other counties with develop-
mental disability case management
systems have assigned the function to
a separate developmental disabilities
division, or to a unit within a larger
human service department. For exam-
ple, in Hennepin County, Minnesota,
case managers are part of the mental
retardation division of the community
services department, under the um-
brella bureau of social services. This
structure reflects Minnesota's imple-
mentation of the Community Services
Act, which gives counties broad author-
ity over federa and state funds. In
DeKalb County, Georgia, case manage-

ment is provided by the county devel-
opmental disability servicesoffice under
the mental health/mental retardation
division of the county health depart-
ment. Case managers are selected
from among members of the client's
interdisciplinary serviceteam.

Elsewhere, in Chester County, Penn-
sylvania, developmental disability case
managers are located with their men-
tal health counterparts. The county
mental health/mental retardation ad-
ministrator hasfound this particularly
helpful when program needs cut across
both disabilities. And Craven County,
North Carolina, uses the same model
as Alamance County. However, devel-
opmental disability case managers are
attached to the county department
of social services.

Regardless of location, the key to
effective case management isthe man-
ager's ability to influence a complex
system*on behalf of the client. The
county isin a unique position to make
this happen.

Community Education

County commissioners frequently re-
quest ideas on how to educate the
community about their role as county
officials. They want the community
to understand how difficult decisions

are made, and how special program
needs, such as housing and other
programs for developmentally disabled
people, are fulfilled. One approach to
community education is socia mar-
keting, which is the application of
advertising and marketing techniques
tosocial policy issues. Severa counties
have used this approach to help the
community prepare for and accept
developmentally disabled people as
neighbors and co-workers.

Some advocates for developmentally
disabled people have objected to com-
munity education when it appears to
"seek permission” for group homes or
other community programs. Other
strategistshave advocated a low-profile,
"sneak them in during the middle of
the night," approach. Most counties,
however, have found that the ultimate
goals of community acceptance and
integration of developmentaly dis
abled people are best served by a multi-
faceted approach that emphasizes the
rights of disabled citizens, including
their right to live in the community;
their potential as productive members
of the community; and the commu-
nity's competence.to make that pro-
ductivity possible.

Experience with deinstitutionaliza-
tion nationwide has established sev-
eral key facts central to community
education. One fact is that property
values are not adversely affected when
community residences come in; instead
residences may actually contribute to
neighborhood stability. Another fact
isthat the crime rate does not go up.
Finally, it has been found that well-
designed developmental disability com-
munity residences blend in with the
neighborhood, are wdl maintained,
and have a positive effect on neigh-
borhood lifestyle.

Nationwide statistics, however, do
not necessarily allay local fears and
concerns. Counties, therefore, have
developed education tools that involve
county officialsand other community
leaders and relate specifically to the
local situation.

The Franklin County (Ohio) Commu-




nity Mental Health Board set up a
group home task force, in response
to concerns about community resi-
dence saturation in some neighbor-
hoods. The interagency task force
worked quickly to set up a clearing-
house on al human services group
homes, and then began working on
community education. In collabora-
tion with the Metropolitan Human
Services Commission, which has now
assumed major responsibility, the task
force has recruited and trained volun-
teer "community educators,” who
present information on community
residences to organizations through-
out the county. It has also analyzed
property values, resulting in docu-
mentation that group homes have not
adversely affected values in Franklin
County; and developed a dslide show
on group homes which can be shown
to thecommunity.

In Westchester County, New York,
County Executive Albert DelBello
appointed a citizens committee on
transitional services. Community lead-
ers from dl parts of the county laid
the groundwork for acceptance of
developmental disability and other
community residences for people re-
turning from institutions. This effort
was succeeded by CRISP, the Com-
munity Residences Information Ser-
vices Program. CRISP is operated by
the county's private, nonprofit health
and welfare planning group, the West-
chester Community Service Council.
The county department of commu-
nity mental health services contracts
with CRISP for community residence
development and support activities.
Under contract, CRISP |ocates appro-
priate sites for community residences,
runs a clearinghouse to avoid satura-
tion, and provides information on
local building and zoning codes and
relevant court decisions. It also assists
with community acceptance strategies
and the formation of neighborhood
advisory boards and councils, presents
educational programs through media
and public speaking engagements,
conducts research on community resi-

dence impact, and evaluates commu-
nity acceptance strategies.

CRISP has published the nationally
acclamed reference on community
education, Gaining Community Accept-
ance: A Handbook for Community Resi-
dence Planners (see bibliography). CRISP
is a valuable source of information on
al three levels of community educa-
tion: acceptance of a specific commu-
nity residence, support for community
residences in general, and broad-based
education to reduce stigma.

Coordination With
StateFacilities

Effectivelinkages between state devel-
opmental disability facilities and county
developmental disability service sys
tems are important to the success of
moving deinstitutionalized people into
the community. At a minimum, the
county needs to be informed of and
involved in discharge planning for
institutionalized county residents, both
as a group (e.g., how many present
institution residents needing residen-
tial and day programming will be
returning over the next two years)
and for individual residents nearing
discharge. In some areas, county
programs and state facilities have
actively collaborated beyond plan-
ning functions to share resources.

Unfortunately, many counties have
been frustrated in their attempts to
coordinate with state developmental
disability facilities. Most institutions
do not divide residents by county of
origin, and many do not have county-
based data on community needs that
can be used for planning purposes.
As a start, however, county develop-
mental disabilities planners and case
managers should contact the institu-
tion's community relations or socid
services director to request informa
tion on county residents.

Northern Virginia counties have parti-
cipated actively in the deinstitution-
alization project at the Northern Vir-
ginia Training Center, a state mental

retardation/developmental disabilities
facility. The project includes funds to
county mental health/developmental
disabilities service boards to stimulate
the development of developmental
disabilities community residences and
adult prevocational and vocational
training programs. Responsibilities are
coordinated between facility staff and
county boards and case managers.

In preadmission screening, the coun-
ty board screens al applications for
admission to the institution. Clients
are diverted to community alterna-
tives whenever possible.

For the purposes of individual pro-
gram planning, the county develop-
mental disabilities case manager is
part of an interdisciplinary team for
institution residents, which also in-
cludes a representative of the county
school system (for school-age clients)
and a representative from the voca
tional program (for adult clients).

In the area of discharge planning,
the county case manager has primary
responsibility for community program
arrangements and consults with train-
ing center staff when clients are ready
for discharge.

In the area of transitional services,
the case manager and facility staff
work with the client and family to
ensure a smooth transition into the
community. Following discharge, the
case manager assumes responsibility.
However, facility staff are available
for consultation and may assist the
client and case manager in arrange-
ments for socia visits to friends
remaining at thefacility.

Criminal JusticeSystem Linkages

Some developmentally disabled people
get caught up in the crimina justice
system, especialy in areas where dein-
stitutionalization preceded the devel-
opment of comprehensive community
service systems. Particularly when in-
volvement with the criminal justice
system is primarily the result of devel-
opmental disability (e.g., the homeless



retarded young adult who is picked up
for vagrancy or panhandling), county
officials have sought links between
systems so that developmental dis
ability needs are recognized and met
without sacrificeto community safety.

In Montgomery County, Pennsylvania,
the county commissioners developed
an emergency service for developmen-
tal disabilities, psychiatric, and sub-
stance abuse crises. The award-winning
Montgomery County Emergency Ser-
vices (MCES) provides consolidated
emergency support services for the
fifty-seven police agenciesin the county.
Because MCES supplements police
services by providing an aternative
to incarceration, it has increased the
availability of police for their regular
public safety activities. After the county
provided the origina seed money,
the program became amost entirely
self-supporting through third-party
payments. M CES has established work-
ing relationships with the county
mental health/retardation/substance
abuse agency, socia services, loca
hospitals, judges, police personnel,
and probation officers. MCES has
provided training programs for police
officers, and has placed liaisons in the
larger police departments. Because
MCES uses trained socia work interns
from alocal collegeasliaisons, consul-
tation costs are kept low.

The sheriff of Gaveston County,
Texas, asked the county for help with
developmental disability and mental
health emergencies. In response, the
Gulf Coast Regional Mental Health/
Mental Retardation Center (serving
Gaveston and Brazoria counties) set up
the mental health deputy program.
The center worked with the sheriff's
department to teach a corps of depu-
ties about crisis intervention, the
characteristics of mental illness and
developmental disabilities, and appro-
priate referrals to the service system.
Cross-fertilization between systems
was promoted when one of the center
staff took law enforcement training
and joined the corps as a deputy. The
mental health deputies are assigned
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around the clock so that developmen-
tal disabilities and mental health calls
can be dispatched to them. The pro-
gram has significantly reduced inappro-
priate hospitalization and incarcera-
tion, and has won the coveted Ameri-
can Psychiatric Association Gold
Award.

Early Intervention

While prevention of developmental
disabilities remains the ideal priority,
early intervention or secondary level
prevention is essential to minimize
the severity of developmental dis
abilities. In some cases, early inter-
vention with developmentally delayed
children has enabled the child to
catch up completely.

Many county developmental dis-
ability programs have focused on
services to infants and toddlers. One
of the most cost-effective programs
in the system, early intervention
programs generaly include identifica-
tion and outreach (e.g., coordination
with local hospitals and pediatricians)
and infant stimulation and develop-
mental training for toddlers. Thetrain-
ing programs may be offered at a
central location, at home, or at both.

The Hamilton County, Ohio, Board
of Mental Retardation provides early
intervention classesfor children, from
birth to three years of age. Classes
meet three days per week for two
hours. Parents provide transportation
and are required to participate in
classroom activities one day weekly.
A monthly fathers' night helps both
parents to participate in the child's
program. Board staff work actively
with local parent groups for handi-
capped children; the parent groups
have aggressive outreach programs
with hospitals, doctors, and day care
centers. They aso use radio and tele-
vision public service announcements
to inform parentsthat help is available.

In Westchester County, New York,
the county department of community
mental health developed the Early

Years Prevention Service. The pro-
gram serves developmentally delayed
and emotionally disturbed children
(from birth to five years old) and
their parents through area day care
centers. In addition to the direct ser-
vices offered at the day care centers
and a therapeutic nursery at a neigh-
borhood health center, program staff
provide consultation and in-service
training to child care workers. As a
result, many children are accepted
for day care who had previously been
excluded because of their develop-
mental and emotional problems.

Education

Education programs appropriate for
developmentally disabled children are
an essential component of the local
developmental disability service sys
tem. As mandated by P.L. 94-142,
"a free, appropriate, public school
education” must be available for han-
dicapped children. Commonly known
asthe Education for All Handicapped
Act, thelegidation requires such edu-
cation to be available for children
from agethree to the state-established
upper age limit for education services,
usually age 21. In combination with
reguirements under Section 504 of the
vocational rehabilitation statute, pro-
cedures are spelled out for individual
rights to assessment, planning, place-
ment, and appeal .

County developmental disability pro-
grams commonly work with local
school districts to support public
school programs for developmentally
disabled children and to prepare chil-
dren who require interim specialized
programs outside the public school
setting for "mainstream" education.
In addition, many county develop-
mental disability programs have worked
with adult education providers to set
up basic education and skills develop-
ment classes for developmentally dis-
abled adults.

Parents, educators, developmental
disability specialists and developmen-

taly disabled children are till grap-
pling with the implications of “main-
streaming” and appropriate public
education. During this period of tran-
sition, there are magor unresolved
guestions on funding, the definition
of education-related services, training
and support for teachers, and the
criteria for placement within or out-
side the "regular" school and class
room. Many county developmental
disability programs have performed
a valuable role as the bridge between
specialization and " mainstreaming."

In Contra Costa County, California,
the mental health division of the
county health department collaborated
with the county superintendent of
schools for special education to develop
a joint education, therapy, and sup-
port program for school-age develop-
mentally disabled children and their
families. Health department staff pro-
vide diagnostic services, special thera-
pies, counseling for family members,
and consultation to the education
staff. The county special education
department staffs six classrooms with
trained teachers and aides, provides
transportation, and works with par-
ents to help them reinforce the class
room experience. Both school and
health department staff work together
on the development and implementa-
tion of each child's Individual Educa-
tion Plan (IEP). Children progress to
classrooms in their neighborhood
school whenever possible; center staff
work with the new school to make
thetransition go smoothly.

In DeKalb County, Georgia, voters
passed a $1.7 million bond issue to
build the DeKalb County Mental
Retardation Services Center. The cen-
ter is staffed primarily by county
health department developmental dis-
ability personnel; the county board of
education provides speech therapists
and specia education consultantsand
works closely with the center staff.
The center uses community volun-
teersfor classroom and supplementary
education activities and for commu-
nity relations. The center has been



very successful in preparing children
to move into public school programs,
and is now expanding its adult pro-
gram.

In Johnson County, Kansas, the county
mental retardation center and the
Johnson County Community College
jointly developed Project CLEAR (Col-
lege Learning Experiences for Adults
with Retardation). The project pro-
vides noncredit, educational opportu-
nities for mentally retarded adults.
Classes focus on strengthening inde-
pendent living skills and offering life-
enhancing experiences. Programming
is designed to complement training
offered by other agencies within the
local service system. There is a four-
level continuum of services, designed
to integrate students into regular
noncredit college programming when-
ever possible. Only Level 1 utilizes
specialized instructors and separate
student populations. Levels II-IV use
regular continuing education staff and
include nonretarded students. Coor-
dination is provided at Leve IV to
integrate students into regular college
programming. In addition to the con-
tinuing education classes, Project
CLEAR sponsors mental retardation
programs in parent training, profes
sional training, and community aware-
ness. Consultation is available on
how to set up similar programs.

In Marion County, Wes Virginia,
the multicounty Valley Comprehen-
sive Community Mental Health Cen-
ter developed RISE (Reinforcing Inde-
pendence through Systematic Educa-
tion). This adult day treatment pro-
gram is a cooperative effort involving
the local adult basic education pro-
gram, the developmental disability
sheltered workshop, the Marion Coun-
ty public school system, and a local
church where classes are held. Clients
include both developmentally dis
abled and chronically mentally ill
people. Transportation can be ar-
ranged.

RISE teaches functional remedial
skillssuch asreading and money man-
agement, trains persons in such com-
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munity living skills as shopping and
housecleaning, and monitors and eval-
uates the adjustment of persons living
in thecommunity.

In addition, RISE works with West
Virginia University and Fairmont
State College; selected students earn
academic credit by working in the
program.

Foster Homes

For adults unable to live indepen-
dently and children unable to remain
in their natural home, foster home
placement is a welcome alternative to
larger group living arrangements. Foster
homes are generally operated and
licensed under fewer restrictions than
larger community residences, and pay-
ments to foster parents are generally
lower than per diem program costs in
larger programs. Foster homes, then,
are an attractive alternative for budget-
conscious administrators.

Foster care has been used to describe
everything from individual foster home
placement to larger group homes. For
our purposes, a foster home is a resi-
dence where foster parents provide a
homefor one to four developmentally
disabled people.

In the Digtrict of Columbia, the
bureau of community services of the
mental retardation/developmental dis-
abilities administration has mounted
an aggressive and very successful
campaign to develop developmental
disability foster homes. In alittle over
three years, it has developed thirty-
sx foster homes for seventy-four devel-
opmentally disabled people. Program
publicity includes radio and television
public service announcements; dis-
tribution of the program brochure
through serviceorganizations, churches,
and libraries; speeches at churches
and neighborhood advisory commit-
tee meetings, and word-of-mouth by
thefoster parents themselves.

The program has strict standards
for the selection of foster parents, and
homes must meet local foster home

licensure standards. All foster parents
go through an orientation program,
which includes resource information
on developmental disabilities and de-
institutionalization. Additional train-
ing isrequired at a minimum of twelve
hours per year. Extensive support and
consultation is available from the
developmental disability case man-
ager, a registered nurse, and specia
consultantsin psychology, vocational
rehabilitation, education, and recrea-
tion. A new home-based training pro-
gram is being developed. The current
rate for foster home placements is
$417 per month; thisfigure includes a
$25 clothing and $36 personal needs
alowancefor theclient.

In Hennepin County, Minnesota, the
adult foster care division of the county
community services department works
with the mental retardation division
to locate and monitor foster homes
for developmentally disabled adults.

22207777
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Foster parents are expected to provide
room and board and the guidance
and support of a caring family. They
are screened carefully, and the home
itself must meet county and state
licensure standards. To promote the
foster home client's independence,
sheor heisresponsible for paying the
foster parent at the rate set by the
county, regardless of the client's source
of income.

Both the adult foster care and
mental retardation divisions provide
consultation to foster parents and
residents to keep the program running
smoothly. The foster care staff have
prepared a comprehensive handbook
for foster parents, so that important
information isin one handy reference.
In addition to long-term arrangements,
special crisis homes are available for
developmentally disabled and other
people going through a psychiatric
emergency. The current rate for foster



home placement is $375 per month;
crisis home parents receive $28 per
client per day.

Guardianship

Over the past few years many states
have enacted legislation on the rights
of developmentally disabled people.
These statutes frequently include a
section requiring that developmentally
disabled adults are presumed to be
competent unless there has been a
specific, substantiated finding that
they are incompetent to manage their
affairs and court action to declare
them incompetent and appoint a legal
guardian. Many parents have routinely
functioned in a guardianship capacity
for their adult developmentally dis-
abled children, with or without legal
action. Many developmentally disabled
adults have no need for guardianship.
Unfortunately, some who do have
no concerned relative or friend avail-
able and willing to assume guardian-
ship. This can present major problems
for county developmental disability
programs and clients: the client is in
“legal limbo” regarding management
of assets, program placement decisions,
and even questions on consent to
needed elective surgery.

In some states, such as Minnesota,
the county developmental disability
agency assumes custody in these sit-
uations. In other states, such as
Ohio, the state developmental dis-
ability agency has developed a state-
wide system of guardianship and pro-
tective services. Some counties with
guardianship responsibilities have
chosen to delegate them to a non-
county agency. This has the advan-
tage of minimizing conflict of interest,
while simultaneously improving colla-
boration with the private, voluntary
sector.

In Rock County, Wisconsin, the coun-
ty developmental disabilities board
and county department of social ser-
vices cooperatively planned and estab-
lished high quality, cost-effective

guardianship and protective services.
Working with the Wisconsin Associa-
tion for Retarded Citizens, the county
agencies set up Guardian/Friend
Associates. The program is operated
by the association under contract
with the county developmental dis-
abilities board. Under terms of the
contract, the association acts as legal
guardian for up to 100 Rock County
citizens who have been legally deter-
mined by the county courts to need
guardianship services when there is
no appropriate family member to
assume the responsibility. It also re-
cruits, trains, and supervises a pool
of volunteers to assist Wisconsin Asso-
ciation for Retarded Citizens staff in
providing personalized guardianship
services, informs the general public
of the guardianship statute, and assists
citizens in obtaining these services
when needed.

Guardian/Friend Associates has pro-
vided extensive training sessions for
professionals and volunteers. They
have implemented a broad-based pub-
lic information campaign, including
speaking engagements and media place-
ment. More than fifty volunteers have
been recruited and trained; volunteers
assist staff by visiting the wards,
attending their program staffings, and
by being interested community friends.
Through the volunteer program, costs
are one-half guardianship costs in a
nearby county that uses paid staff
almost exclusively.

In Lauderdale County, Mississippi,
the chancery court county adminis-
trator has responsibility for develop-
mental disability guardianships. The
administrator and his small staff work
very closely with public and private
developmental disabilities and generic
agencies to ensure that the wards’
program goals are met. While guard-
ianship services are not delegated to
volunteers, the guardians routinely
identify concerned neighbors who can
assist the wards with community
adjustment and can help in emer-
gency situations. The neighbors have
proven extremely valuable as exten-

sions of the guardians’ efforts on behalf
of their clients.

Home Training

As noted in the discussion of early
intervention and education, many
county developmental disability pro-
grams help parents reinforce skills
development. Parent training at the
school or developmental center allows
parents to participate as active part-
ners in the program and parents
frequently are able to help and sup-
port each other. To supplement cen-
tralized parent training, or to serve
the homebound, many counties have
a home training component.

In seven rural counties in north-
western Montana, the Comprehen-
sive Developmental Center (CDC)
family services unit trains families in
the home to help their developmen-
tally disabled children. Home trainers
establish programs, train parents to
implement them, and make periodic
visits to check progress and provide
support. In addition, parents are
trained to be effective case managers
and advocates for their children. The
seven counties served by CDC are
each represented by a county com-
missioner; the seven commissioners
comprise the CDC Board of Directors.

CDC emphasizes parent involve-
ment. Visits to families are scheduled
at the convenience of the family
rather than the home trainer, even
if it means getting up at 4:30 a.m.
on a winter morning to drive a
hundred miles on icy roads. Parents
are reimbursed for training their chil-
dren if they keep detailed records of
the programs they administer and the
child’s progress. Parents can receive
a $100 per year allowance to purchase
toys and other materials used in train-
ing their children.

The program has been extremely
successful in preventing institutionali-
zation; the greatest benefit has been
to the children whose developmental
gains are increased while they remain
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with their natural family.

In Eau Claire County, Wisconsin, the
county department of human services
contracts with the Development and
Training Center (DTC) to provide a
developmental disabilities infant home
training program for children up to
three years of age. DT C staff visit the
child inthe home when requested by a
family suspecting developmental delay.
DTC and the county have widely
distributed a brochure illustrating de-
velopmental delay to assist families
in knowing when to seek help. If
developmental delay is confirmed in
the assessment process, an individual
program is designed that the parents
can carry out. Following the parents'
initial training, the hometrainer visits
weekly to reinforce training and to
help the parents meet program needs
without massive disruption to the
family schedule.

Intermediate Care Facilities
for the Mentally Retarded

The intermediate care facilities for
the mentally retarded (ICF/MR) pro-
gram is part of the Medicaid program
under Title XI1X of the Social Security
Act. Each state has the option to
include ICF/MR as part of its state
Medicaid plan; forty-four states have
elected to do so. Because Medicaid
is considered a federal program, the
federa Health Care Financing Admin-
istration of the Department of Health
and Human Services sets standards
that states must follow in certifying
an individual facility as an intermedi-
ate care facility for the mentally
retarded. While these standards are
currently being revised, requirements
may be retained in such areas as
staffing, including the ratio of staff
to residents and the qualifications of
professional staff, individual program
planning and monitoring of all resi-
dents, and delineation of program
services that must be available. De-
tailed record-keeping and reporting,
and health and safety requirements

can aso be expected. In addition to
standards specific to facilities for the
mentally retarded, certified facilities
must also meet all the general inter-
mediate care facility standards, which
are also being revised.

Most states have used the ICF/MR
program to certify state mental retar-
dation/developmental disabilities insti-
tutions and other large facilities.
Minnesota and a few other states,
however, have taken advantage of the
program to develop small (i.e., fifteen
or fewer residents) intermediate care
facilities for the mentally retarded in
the community. If residents in these
small centers are "ambulatory and
capableof self-preservation, the facil-
ity can be certified under the less
stringent boarding home health and
safety standards, rather than institu-
tional requirements.

Proponents of ICF/MR have seen
the program as a relatively quick way
to create a community-based residen-
tial services network. Federa partici-
pation in the Medicaid program has
been reduced up to 3 percent under
the 1981 Omnibus Budget Reconcilia-
tion Act (P.L. 97-35). In comparison

to resident programs without federal
participation, the ICF/MR program
can still result in savings to counties

and states.
Critics of the ICF/MR program

question its appropriateness for clients
who do not need medically oriented
services. They perceive strong medical
and institutional biases in the pro-
gram, which may interfere with
attempts to provide residential pro-
gramsthat have home-like atmospheres
and are easily integrated into neigh-
borhoods. In states where counties
pay a portion of the nonfederal sRare
of Medicaid, shifts to ICF/MR may
increase the county's financial burden.
It should be noted that the entire
Medicaid program is being scrutinized
to check its rapid escalation, which
has avetaged 15 percent a year during
thelast five years. Particular attention
is being directed to long-term care,
including intermediate care facilities
for the mentally retarded; federal
Medicaid long-term care expenditures
in federal fiscal year 1980 accounted
for one-half of the program’s $17.1
billion total.

There is a new opportunity to use



the ICF/MR program for noninstitu-
tional services under Medicaid waiver
provisions included in the 1981
Omnibus Budget Reconciliation Act
(P.L. 97-35). States may request waivers
that will permit Medicaid reimburse-
ment for home and community-based
care services to persons who would
otherwise require an ICF/MR leve of
care. Reimbursable services under the
waiver authority include case manage-
ment, homemaker services, habilita-
tion, personal care, respite care, adult
day health services, and home health
aide services. Other services may be
approved for reimbursement, if the
state provides adequate rationale and
shows how they will be cost effective.
Room and board, however, is specifi-
cally excluded under thelaw.

A November 1981 survey by the
National Association of State Mental
Retardation Program Directors indi-
cated that twenty-one states intended
to request waivers and an additional
twenty were seriously considering a
request. Whilethese requests included
waivers in addition to the ICF/MR
program, thirty-one states reported
they planned to include community-
based mental retardation/develop-
mental disability services. Twenty-six
states listed the services they planned
to include in their waiver requests.
In descending order of frequency,
they were case management, habilita-
tion, adult day health care, respite
care, persona care, homemaker ser-
vices, and home health aide service.

County developmental disability
administrators can work actively with
their state developmental disability
and Medicaid agencies to promote
the use of these waivers and to ensure
that local needs are reflected in the
waiver request. Since the waiver re-
quest must include the state's assur-
ance that service needs will be eval-
uated, counties have a significant role
in identifying needs in their area
Counties can get specific information
on their state's waiver plans under
the ICF/MR program by contracting
the state mental retardation/develop-

mental disabilities administrator; in-
formation is also available from the
National Association of State Mental
Retardation Program Directors, 2001
Jefferson Davis Highway, Arlington,
VA 22202.

In Hennepin County, Minnesota, the
present ICF/MR program is widely
used by developmental disability com-
munity residences. Minnesota has
certified numerous intermediate care
facilities for the mentally retarded,
including many smaller community
residences; until recently, there were
more small (fifteen persons or less)
facilitiesin Minnesota than in al the
other states combined. Intermediate
carefacilitiesfor the mentally retarded
are owned and operated by private
organizations, both nonprofit and
proprietary. In response to concerns
about a home-like atmosphere, many
operators have developed building
designs that blend well with residen-
tial neighborhoods and provide family
sze units within thefacility.

In Lebanon County, Pennsylvania, the
county mental health/mental retar-
dation administration uses the ICF/
MR program for its Life Support
Program, atwenty-five bed facility for
nonambulatory severely and pro-
foundly retarded people. Based on the
developmental maximization concept,
the program provides intensive health
care and habilitation services to the
residents, who range in age from
three to fifty-one years. About one-
half of the residents have active
family involvement; placement in the
facility enables developmentally dis
abled people to stay close to home
when their level of care or the
family situation does not permit them
to remain in their natural home.
Preschoolers and school-age children
who are able to, leave the facility
dailly for community classes. The
county intermediate school district
provides classes at the facility; three
community students also attend. The
county has kept construction and
operating costs down by a unique
link between Life Support and Cedar

Haven, the county nursing home.
The two buildings are physically con-
nected; food services, a pharmacy,
and numerous support services are
shared. Joint purchasing permits addi-
tional cost savings. The use of shared
resources reduces costs to the Medic-
aid program. Since county funds are
used to pay for costs in excess of
Medicaid reimbursement, the savings
also benefit county taxpayers.

Mental Health Services

Developmentally disabled people some-
times need mental health services.
They may need short-term help to get
through adifficult adjustment; asmall
percentage may require hospitaliza-
tion or long-term mental health inter-
vention to treat more serious diffi-
culties. Studies cited in Toward a
National Plan for the Chronically Men-
tally Il (U.S. Department of Health
and Human Services, 1980) indicate
that up to 35 percent of the develop-
mentally disabled population will re-
quire mental health services at some
point in their lives.

All too often, developmentally dis-
abled people with mental health prob-
lems have had difficulty getting ser-
vices. Technologies blending develop-
mental disabilities and mental health
expertise have developed dowly, and
are just now beginning to be identi-
fied and disseminated. The problem
is compounded by rivalries between
the two systems for resources, separa-
tion of state administrative agencies
and program funding sources, and a
concern on the part of some develop-
mental disability advocates that the
stigma of mental illness not be added
to the existing stigma of developmen-
tal disability or that the two handi-
caps are not further confused in the
mindsof the public.

Counties frequently can reduce bar-
riers to mental health services for
developmentally disabled people when
mental health and developmental dis-
ability programs are jointly adminis-
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tered at the county level. Counties
which purchase mental health ser-
vices can stipulate that providers do
not discriminate on the basis of
developmental disability. Counties can
also bring the two systems together
to discuss better mechanisms for direct
service collaboration, consultation,
and education.

In Cascade County, Montana, the
multicounty Northcentral Montana
Community Mental Health Center
has an outpatient clinic that provides
group therapy for retarded adults.
The therapists are the clinic director
and a developmental disabilities pro-
fessional. The focus of therapy is
interpersonal skills, which help retarded
adults to adjust successfully to the
community and the job. The clinic
islocated in a shopping center, where
clients can come and go without fear
of beingidentified as mental patients.

In Ramsey County, Minnesota, Aurora
House is used as a residential program
contract agency by Ramsey and Hen-
nepin counties for mentally ill, retarded
adults. Residents must be diagnosed
as both mentally retarded and men-
tally ill; admissions are expected to
last from sx months to two years.
The program uses token economy
and behaviorial contracts as part of
its highly structured treatment ap-
proach. Aurora House staff work
closely with the various programs
and jobs residents go to during the
day. Individual treatment plans are
based on goa attainment scaling and
problem-oriented record methods;
these methods promote program inte-
gration and ensure accountability.

In Montgomery County, Maryland,
the county health department con-
tracts with Rock Creek Foundation
for outpatient psychiatric evaluation
and treatment services for develop-
mentally disabled people and their
families. The Rock Creek program
uses a community support system
model; services provided include day
treatment, psychosocial rehabilita-
tion, psychotherapy, vocational train-
ing, and training in independent living

and socialization. Clients are mentally
retarded adults with emotional dis
turbances; many have other handi-
capping conditions present. Services
are designed to respond to al disabil-
itiesand are staffed accordingly.

Rock Creek has consistently found
ways to blend mental health and
developmental disabilities expertise.
The "Fountain House™ model for
psychosocial rehabilitation involves
mental health clients as club mem-
bers, rather than patients. Clients
work with staff to manage their club-
house. The "Fountain House" model
was adapted to serve the needs of
retarded clients, giving them guided
experience in socialization, work activ-
ities, and independent living.

The traditional mental retardation
workshop program was transformed
inta a "workshop without walls."
Prevocational and vocational training
activities are set up in community
settings to promote integration into
competitive employment. Rock Creek
staff work with the client's residential
setting (institution, group home, fam-
ily or transitional apartment); consul-
tation is also provided to both mental
health and developmental disability
agencies.

Recr eation Programs

Although they seldom top the list of
needed developmental disability ser-
vices, recreation and leisure programs
are an important part of the services
system. Follow-up studies on deinsti-
tutionalized people have shown that a
lack of alternativesto sitting at home
and watching television creates a void
in many lives. Physica barriers in
recreation activities can be a problem
for people whose mobility or senses
are impaired. County park and recre-
ation departments have significantly
enriched community living for devel-
opmentally disabled people.

In Prince George's County, Maryland,
the Specia Populations Division of
the Maryland-National Capital Park
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and Planning Commission, Depart-
ment of Parks and Recreation, devel-
oped a comprehensive recreation and
accessibility project for developmentally
disabled people and others with specia
needs. Using both volunteers and
paid staff, the program serves hun-
dredsof children and adults annually.
Programs are integrated with pro-
grams for nonhandicapped people
whenever possible. Special services
staff provide technical assistance to
park and recreation center directors
on program design and implementa
tion. Linkages are established with all
major organizations serving the han-
dicapped.

In Sacramento County, California,
the county department of parks and
recreation worked with the county
developmental disabilities planning
and advisory council to develop a
comprehensiverecreation program for
developmentally disabled adults. Regu-
lar evening activities include bowling,
softball, cultural trips, art projects,
movies, and "rap sessions." Once or
twice a month, the recreation pro-
gram offers such specia events as
theme dances and trips. The recrea-
tion department works with the county
regional transit system to ensure that
programs are accessible. Transit infor-
mation is included on recreation
department announcements, which
are widely distributed through the
developmental disabilities network.

Residential Programs

The developmentally disabled person's
home is the cornerstone of hisor her
life in the community. In the broad
context, residential programs include
al the places where developmentally
disabled people live, not just those
that are part of the formal service
system. Residential programs include
natural family homes, independent
living, group homes, and other spe-
cialized community residences. There
is a general consensus that emphasis
should be placed on residential pro-

gramsthat are as "normal" as possible,
provided that habilitation needs are
met.

With the expansion of community
programs and supports, many devel-
opmentally disabled children can live
with their parents and many adults
can live independently, even when
disabilities are severe. When this is
not possible, a variety of residential
options is necessary to respond to
individual needs, including opportu-
nities for progression to greater inde-
pendenceover time.

County responsibility for commu-
nity residences varies greatly from
state to state. In most states, the
county is not directly responsible for
their development. Regardless of their
mandated responsibility, county gov-
ernments have actively participated
in the expansion of residential pro-
grams. Counties have provided resi-
dential needs assessment; technical
assistance (e.g., through the county
planning department) to private groups
seeking to develop community resi-
dences; financial support; community
education; and case management and
other support services to promote
linkages between residential and other
programs.

In eastern Nebraska, five counties
work together to provide a full range
of residential services. One commis-
sioner from each county {Cass, Dodge,
Douglas, Sarpy and Washington) is on
the governing board of the Eastern
Nebraska Community Office of Re-
tardation (ENCOR), which provides
case management, advocacy, voca
tional programs, residential programs,
and other direct services. Every possible
effort is made to enable developmen-
tally disabled people to stay in their
natural homes and liveindependently.
When alternatives are necessary, the
emphasisisto adapt programs to meet
the client's needs, rather than to
place people into predetermined pro-
gram structures. For example, chil-
dren with complex maladaptive be-
haviors participate in individually
designed behavioral programs within

their community residences. ENCOR
disbanded its discrete behavior shap-
ing unit when administrators con-
cluded that it was not sufficiently
responsiveto individual clients.

In addition to natural family homes,
the mgjor ENCOR residential pro-
gram components are respite care
placements; the developmental maxi-
mization unit for multiple-handicapped
and medically involved children,
located at the Douglas County Hos-
pital; alternative living units serving
three or four people in houses or
apartments, generally with live-in
gaff; and supervised apartments where
adults live alone or with a room-
mate, with staff dropping by a few
times weekly to reinforce independent
living skills.

ENCOR has developed a manage-
ment system based on the core and
cluster concepts, which it has found
beneficial in maintaining program
quality and meeting accountability
reguirements.

In Franklin County, Ohio, the county
mental retardation board contracts
with the Association for the Develop-
mentally Disabled (ADD)for residen-
tial services. The agency operates two
types of programs. one to prepare
developmentally disabled people for
independent living and one for people
who will probably need a protective
environment for an indefinite period.
Both programs emphasize training in
personal and community living, and
assist clients in reaching their maxi-
mum level of self-sufficiency. There
are multiple levels within each pro-
gram area. Clients progress at their
own pace, moving from a protective
environment to training in indepen-
dent living. ADD also providesrespite
care for both children and adults.
Volunteers are used extensively to
enhance residential programs and
respite care; a volunteer coordinator
isemployed on afull-time basis.

In Black Hawk County, lowa, the
county board of supervisors works
closely with Exceptional Persons, Inc.
(EPI),to provide a range of residential
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alternatives for developmentally dis
abled people. The county board is
represented on the agency's board of
directors, along with program agency
representatives in the public and
private sector, consumers, and mem-
bers at large. EPI provides supervision
of residential program staff, program
planning, and monitoring. Group
homes are owned by Permanent Plan-
ning, Inc., a subsidiary of EPI that
was organized by parents of develop-
mentally disabled people concerned
about their children's long-range needs.
Group homes are designed to meet
the needs of severely handicapped
adults. Hostels are homesthat provide
training and supervision on a tempo-
rary basis until residents can become
self-sufficient. Area churches provided
the houses that are used as hostels,
and have continued their involve-
ment as part of the broad-based com-
munity support network.

Subsidized Housing

In some counties, developmentally
disabled people have been ableto take
advantage of subsidized housing pro-
grams, especially the Section 8 pro-
gram. Under Section 8, developmen-
tally disabled people may be eligible
for subsidized rental housing; the
client pays only 25 percent of his
income (soon to be increased to 30
percent), and the U.S. Department
of Housing and Urban Development
(HUD) paystherest through the state
or local housing development agency.
Only a limited number of Section 8
certificates are available in each area,
which includes digibility for low-
income, elderly and disabled people,
and there is great competition for
them. Unlessthere is a well-established
"set-aside” for developmentally dis
abled people, they are frequently
discouraged by long waiting lists. In
addition, many landlords do not
accept Section 8 tenants, unless obli-
gated to do so because they received
Section 8 financing for renovation or

construction.

The complexities of HUD 202, Sec-
tion 8, Community Development Block
Grants (CDBG) and Farmers Home
Administration loans and grants for
the development of residential pro-
grams are beyond the scope of this
publication. Readers are referred to
Housng for Developmentally Disabled
Citizens: an Analysisd Pdlicy Issuesand
other references in the bibliography.
Suffice it to say that there are diffi-
culties inherent in the programs,
including the amount of available
funds, complicated and time-consum-
ing requirements, competition among
groups in need of housing, and spe-
cific problems around fair market
rent (FMR) limitations. Despite the
obstacles, some counties have been
successful in using these federal pro-
gramsfor residential servicesfor devel-
opmentally disabled people.

The Alexandria, Virginia, mental
health and mental retardation board
contracts with Sheltered Homes of
Alexandria, Inc., to provide various
program services, including residences
for developmentally disabled people.
To meet housing needs, Sheltered
Homes applied to the Virginia Hous-
ing and Development Authority for
a HUD 202/Section 8 loan. When
plans to renovate an existing apart-
ment building fell through, the agency
received permission to build. A unit
of twelve one-bedroom apartments
was constructed, including two with
full accessibility for handicapped people.
The state housing authority set aside
twelve Section 8 certificates for apart-
ment residents.

When Sheltered Homes purchased
the land from the city of Alexandria,
it also acquired a house on the prop-
erty, which had been deeded to the
city in lieu of property taxes. The
house has now been renovated for
the apartment program counselor,
who visits the apartment residents as
needed to help with independent
living skills. The residents have formed
a self-government council to resolve
tenant issues and plan group activities.

In New Castle County, Delaware,
the county department of community
development and housing worked
with Independent Living, Inc., to
develop alternative community living
arrangements for handicapped adults.
The Section 8 existing regulations
were analyzed until ways were found
to use the program without getting
caught up in the fair market rent
limitations and rigidity of Section 8
certificiate eligibility.

In Bergen County, New Jearsey, the
county community development agen-
cy used Community Development
Block Grant (CDBG) funds to help
provide community residences for
developmentally disabled people. The
New Jersey Association for Retarded
Citizensreceived CDBG funds to reno-
vate an existing group residence, and
alocal Association for Retarded Citi-
zensreceived CDBG fundsto acquire
and renovate an apartment building.

Vocational Programs

For developmentally disabled adults,
having a job is amost as important
as having a home. Most developmen-
taly disabled people, including those
with severe handicaps, can acquire
skills useful in the production of
goods and services. The opportunity
for employment, including necessary
training, can also mean the difference
between being supported by society
and productively contributing to it.
Recent breakthroughs in vocational
training and rehabilitation have shown
that developmentally disabled people's
vocational limitations are more the
result of limited program design rather
than their own handicapping condi-
tions.

As with residential programs, a full
range of vocational servicesshould be
available to meet individual needs
and to permit movement between
program components. Services should
include competitive employment, with
assistance available in locating and
securing jobs and back-up support



in job adjustment; work stations in
industry, which emphasize on-the-job
training and transition to competitive
employment; and sheltered workshops,
including those with an employment
orientation as wdl as those with a
training orientation. In addition, work
activity centers, which focuson train-
ing in meaningful work skills, and day
activity centers, providing a mix of
developmental activities for clients
who appear to have minimal employ-
ment or vocational training potential,
should be available.

These components offer varying de-
grees of employment, vocational train-
ing, and rehabilitation services. The
relative weight local vocational pro-
grams give to each of these activities
tends to reflect individual program
philosophy as much as or more than
client characteristics.

Counties play many different roles
in relation to vocational programs
for developmentally disabled people.
Most counties use private vocational
service agencies, and some counties
provide programs directly. All coun-
ties, regardless of their degree of
responsibility for vocational programs,
can assist developmentaly disabled
people by enforcing nondiscrimina-
tion in employment of qualified han-
dicapped individuals; purchasing goods
and services produced by develop-
mentally disabled people; and colla-
borating with local businesses, indus-
try, and vocational agenciesfor devel-
opmentally disabled people to pro-
mote employment, training, and mar-
keting opportunities in the private
sector.

Those responsible for providing
vocational services for developmen-
tally disabled people have struggled
for adequate funding resources. Fed-
eral and state funding, primarily voca
tional rehabilitation and Title XX,
have been major resources. The Com-
prehensive Employment and Training
Act (CETA) has been used success-
fully in several counties, especialy
through the recently discontinued
public service employment (PSE) pro-
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gram. Despite termination of PSE,
there are till many ways CETA can
benefit developmentally disabled peo-
ple. Counties have integrated services
for developmentally disabled people
with categorical CETA programs
(Title 11BC, 1II, 1V and VII), which
provide job training and youth ser-
vices geared to the industry-specific
training needs of private sector em-
ployers.

Finaly, it should be noted that it
is possible for a vocational program
to be self-supporting, at least in its
employment component.

In Ferce County, Washington, the
developmental disabilities division of
the county socia services department
contracts with Qualitex, a vocational
training and long-term employment
program for severely retarded adults.
Qualitex bases their program on the
Specialized Training Program at the
University of Oregon, which empha-
sizes a normalized work setting (e.g.,
use of a time clock and separation
of work and nonwork areas), and spe-
cidizedtraining in small parts assembly,
communication, and community skills.
Tasks are broken down into small
components to facilitate learning.
Typical products include cable har-
nesses, printed circuit boards of kidney
dialysis machines, electronic compo-
nents, and chain saw sprockets. Items
are produced under subcontracts with
manufacturers; workers' pay is based
onthe prevailing wagefor comparable
work in industry. Each worker's abil-
ity and interest are analyzed so that
both task design and payment for
work performed will optimize the
worker's performance. Skills training
and production data are computer-
ized in the university system; monthly
printouts permit tracking and evalua-
tion of progress. The program empha-
szes high productivity and speciaized
support. It provides excellent earnings
for workers, and product sdes are
helping the program become sdf-
supporting.

In Newaygo County, Michigan, the
county mental health center con-

tracts with the Newaygo County
Association of Retarded Citizens
(ARC) to run Newday Industries, a
vocational program for developmen-
tally disabled adults. Most clients are
former institution residents. Since
taking over administration of the
program from theintermediate school
district, the association has expanded
services and emphasized training for
community employment. Twenty-one
of the forty clients are now working
at more than 50 percent of nonhandi-
capped worker productivity. Training
includes operation of power equip-
ment, including the power saw used
to make a bench-picnic table product
for saleto the community. A new jani-
torial service employs six trainees to
clean alocal apartment complex.

Recently, Newday Industries launch-
ed a new venture, with exciting poten-
tial for steady employment and reve-
nues to offset training costs. Using a
recipe developed by the director's
wife, Newday has begun production
of "The Spice!," a food seasoning
product. After successful trials in the
Gerber Foods test kitchen and loca
restaurants, " The Spicel” is now on
some locdl store and restaurant shelves.
A large seafood distributor in the area
will be marketing " The Spice!" through-
out Michigan.

The health division of the Metro-
Dade County, Florida, Department of
Human Resources contracts with the
Association for the Development of
the Exceptional (ADE) for vocational
services to developmentally disabled
adults. Clients combine adult educa-
tion classes with their work schedules.
ADE is expanding its successful silk-
screening program to take advantage
of the market for message tee shirts.
With its new photo silkscreen equip-
ment, ADE will be able to process all
stepsin the production. Tee shirts are
produced for businesses, private clubs,
and organizations.

In Gwinnett County, Georgia, the
county employment and training pro-
gram worked with state and local
developmental disability and voca-

tional rehabilitation agenciesto develop
a training program for mentally re-
tarded adults. Using the private sector
initiatives component (Title VII) of
the CETA program, they developed
aproject at the Lovable Company, an
international manufacturer of women's
undergarments. The company parti-
cipated enthusiastically, and collabor-
ated with the county agency to set up
an effective program. The program
includes orientation for trainers, super-
visors, and employee relations per-
sonnel; eight weeks of classroom in-
struction at the plant; four weeks of
on-the-job training; and regular em-
ployment as sewing machine operators
for successful trainees.

The Lovable Company donated
classroom space and training equip-
ment (sewing machines); some equip-
ment was modified to enable physicaly
handicapped trainees to use it. Con-
sultation was availablefrom vocational
rehabilitation staff.

At the end of the training period,
eight of theten trainees were hired as
full-time employees. Fifteen months
later, dl were dtill employed. The
company president has taken a per-
sonal interest in the program and
has flown in plant managers from as
far away as Venezuela to observe its
success. Co-workers have reached out
to the trainees, sharing rides and
offering support and friendship. Repre-
sentatives of the Lovable Company
have told other businesses about the
program and why it makes good sense
to work with CETA training pro-
grams for developmentally disabled
people.

Volunteers

For many years, volunteers— usually
parents of developmentally disabled
children—were the heart of the com-
munity developmental disabilities ser-
vice system. They organized and taught
classes, provided family support and
counseling, transportation, and respite
care. As public-sector resources in-



creased, volunteers became a minority
among service providers for develop-
mentally disabled people.

Even before the current return to
volunteerism, many county programs
have included volunteers as a signifi-
cant resource. In addition to the
potential for cost savings, county
officialsfed involved family members
and community volunteers foster effec-
tive community integration of devel-
opmentally disabled people. Programs
are enriched by the new ideas,
approaches, and resourcesthat volun-
teers bring, and volunteer involve-
ment contributes to community edu-
cation. Counties have aso found
that thoughtful planning, coordina
tion, and clarity of roles is necessary
if full benefits from volunteers are to
be redized. Formaly or informally,
some form of contract needs to be
developed, spelling out responsibilities,
roles, and requirements for both the
program and the volunteer.

Volunteers include dl those who
participatein the community develop-
mental disabilities system, but are not
employees. Volunteers range from
the concerned citizen who sits on the
county developmental disabilities board
to the Chamber of Commerce advisor
who helps a workshop establish better
marketing and accounting techniques
to the socia work student in field
placement at the county case manage-
ment office.

In DeKalb County, Georgia, churches
have taken the lead role in working
with the county to establish commu-
nity residences for developmentally
disabled people. A coalition of
churches, covering a broad ecumenical
spectrum, organized to counteract
neighborhood opposition. The coali-
tion located and opened two commu-
nity residences; people with church
affiliations were identified and con-
tacted by a member of their own
church to gain support for the resi-
dence. One church developed a devel-
opmental disabilities ministry. Under
contract with the county, the Rain-
bow Park Baptist Church has opened

two additional homes, staffed entirely
by church members. There is a wait-
ing list of church members to volun-
teer to have a group home resident
for the weekend. The church's activism
has also had an impact on commu-
nity attitudes; Rainbow Park has
received several calls telling of houses
for sale and neighborhood interest in
setting up another community resi-
dence.

In Orange County, California, the
developmental disabilities regional
center developed a program to train
parents as case managers. The center
developed a ten-week training curric-
ulum which is offered at the county
community college and is available
in programmed instruction for those
unable to attend classes. During the
formal part of the training, parents
learn the mechanics of the service
system: program components, admis-
sion requirements and procedures,
individual program planning, and the
rights of developmentally disabled
people under state and federal laws.
After the ten-week program, parents
"intern" under professional supervi-
sion, gradually assuming more respon-
sibility. After one year, they are certi-
fied as case managers for their devel-
opmentally disabled son or daughter.

In Westchester County, New York,
the Community Residence Informa-
tion Services Program (CRISP) works
with neighborhood advisory commit-
tees as part of its contract with the
county Department of Community
Mental Health. Under state law, al
community residences for develop-
mentally disabled people must have a

neighborhood advisory committee.
When new residences are developed,
CRISP provides technical assistance
to the sponsoring agency on commit-
teerecruitment and organization. Con-
sultation is available in such areas
as the advisability of appointing a
hostile neighbor, developing mean-
ingful and satisfying activities for com-
mittee members, and how to keep the
committee's advisory role distinct from
staff responsibility for program man-
agement. CRISP aso provides staff
assistance to the Westchester Council
of Neighborhood Advisory Commit-
tees, a coalition that works actively
to make the council's committees
effective.

Zoning

Zoning for community residences has
been a subject of much debate. Many
developmental disability advocates
have sought preemptive zoning through
state legidation that establishes the
right of small community residences
to zoning under single family, or
"R-1,” designation. Court rulings on
the constitutionality of preemptive
zoning legidlation and the definition
of "family" in relation to groups of
unrelated developmentally disabled
people, especially adults, have varied
in consistency. Neighbors opposed to
community residenceshavefrequently
invoked zoning code requirements
in attempts to keep homes from
opening; where group residences re-
quire approval of a zoning variance,
public hearings have sometimes de-
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generated into ugly attacks and recrim-
inations.

County government is frequently
caught in the middle of these situa-
tions. On the one hand, counties
support local authority and respon-
sibility for land-use planning and
decisions. At the same time, counties
with responsibility for community
services for developmentally disabled
people are frustrated when municipal
zoning authorities block the develop-
ment of needed community residences.
While counties can help city, village,
and township officias develop com-
munity education strategies, they do
not have the authority to supersede
municipal zoning decisions.

In New York, the state legislature
enacted astatute that definesrequired
procedures for siting a developmental
disabilities community residence. Now
Section 41.34 of the New York State
Mental Hygiene Law, the law covers
community residences housing from
four to fourteen mentally ill and/or
mentally retarded persons. It requires
the sponsoring agency to notify the
chief executive officer of a municipality
of itsintention to locate a community
residence. The municipality then has
forty days to approve the site, or sug-
gest other suitable sitesin the area, or
object due to an overconcentration of
residencesin the area.

If no agreement is arrived at between
the municipality and the sponsoring
agency, the state commissioner of
mental hygiene makes the final deci-
sion.

In Westchester County, New York,
the state developmental disabilities
serviceofficeand the community resi-
dence information services program
(CRISP),the county contract agency,
have developed effective techniques
that go beyond the law's formal pro-
cedures. When a residence is con-
templated, they approach the muni-
cipal chief executivelong before formal
notification and ask him or her to
appoint a citizens committee to desig-
nate acceptable sites. Whenever pos-
sible, the recommendation comes to

the zoning board or municipal coun-
cil as a product of local decision
making. In addition, as part of its
technical assistance activities, CRISP
provides consultation on compliance
with local zoning codes to sponsoring
agencies.

In Florida, the state legislature ad-
dressed the issue in relation to plan-
ning, rather than overriding loca
zoning authority. A law was passed
requiring that the housing element
of the local government comprehen-
sive plan contain "standards, plans
and principles" which include provi-
sions for group homes and foster
care. The provisions are now part of
Section 163.3177 of the Florida local
government comprehensive plan sta-
tute.

In Broward County, Florida, the board
of county commissioners passed a
model ordinance defining foster care
homes (up to eight unrelated individ-
uals) and public and private facilities
(up to sixteen unrelated individuals).
The ordinance, which applies to dl
unincorporated areas of the county,
designates zoning districts where such
residences are permitted uses, and
setsdispersal requirements (with exist-
ing residences exempted). It also de-
lineates minimum standards for foster
homes and facilities not licensed by
the state Department of Human Re-
sources, and provides exception stan-
dards and procedures for facilities in
certain districts (R-4B). The county
ordinance supports the rights of devel-
opmentally disabled people to live in
the community while simultaneously
supporting the rights of the neighbor-
hood to be protected from oversatura-
tion and unsupervised programs.
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COORDINATION AND
COLIABORATION

Even in the institution, where hous-
ing, education and training, counsel-
ing, recreation, health care, individual
benefits, and record keeping are al
provided and administered in one
location, it isn't easy to coordinate
developmental disability services. In
the community, maintaining coordi-
nation is a constant challenge at the
systemslevel, aswel asat the program
level. Just keeping al components of
the service system informed of each
other's activities and the client's needs
and progress can be a monumental
task. Excessive meetings and paper-
work can take away too much time
from direct services. The complexities
of multiple funding streams, each
with separate timetables, restrictions,
and reporting requirements, taxes the
patience and ingenuity of even the
most sophisticated administrators.

The new era of block grants and
federal deregulation holds some prom-
ise for counties to coordinate programs
more effectively. However, without
comparable deregulation and block
granting at the state level, counties
will have to continue to exercise al
their creativity to overcome barriers
to coordination and collaboration in
the community-based developmental
disabilities system.

TheUnified Services System

In Renssdaer County, New York, the
Unified Services System has won
severa NACo County Achievement
Awards and a specia award from the
American Psychiatric Association. Ser-
vices unified include those provided
by the state, the county, and the pri-
vate sector. Despite roadblocks to
establishment of a community service
system in a state where deinstitution-
alization has proceeded so rapidly
that critics have referred to it as
"dumping,” the system is working.
To date, more than 98 percent of the
county's citizens residing in state
schools and hospitals for the retarded
have returned to the community.

Appropriate services exist for dl ages
and levels of disability, and move-
ment through the service system is
planned and coordinated. Clients with
more than one disability can have
their needs met through a well-defined
structure. Former state institutional
employees work in community pro-
grams, side by side with county and
other agency employees. And county
expenditures average between 10 per-
cent and 20 percent of total costs, as
a variety of state and federal funding
sources have been tapped effectively.

As deinstitutionalization in New
York accelerated in the early 1970s,
the state government experimented
with ways to resettle institutional
residents in the community. One
response was the enactment of the
state's Unified Service System law in
1973.

The law offered an explicit trade-
off to counties. The state would pay
80 percent (rather than 50 percent)
of the net costs of county mental
hygiene programs and increase the
per capita state aid allowance. In
exchange, counties would pay a por-
tion of the cost of care for institution-
alized county citizens.

If they chose to apply for unified
services designation, counties also
were faced with stringent planning
requirements. A single plan was re-
quired for the delivery and financing
of mental health, mental retardation,
and alcoholism services. Coordinated
local-state planning was also required.

Under the direction of Mental
Hygiene Commissioner Ara Baligian,
Rensselaer County submitted its appli-
cation and prepared its first compre-
hensive plan in 1974. It was the first
county to apply for unified services
status.

Making the system work was a deli-
catetask. It involved the careful build-
ing of coalitions, overcoming limita-
tions of established organizational
structures, and gathering political and
community support. County Executive
William Murphy actively supported
Baligian, aiding reorganization within

the county government and allowing
restructuring of county relationships
with state and local agencies. The
process was difficult, and at times
nearly failed. But Rensselaer County
persevered, and in 1975, it became a
unified servicescounty.

Rensselaer County has taken full
advantage of the incentives offered by
the state. Baligian says, "Unified ser-
vices has been a rewarding experience
for Rensselaer County. We have the
benefit of local control of planning
and delivery of services, which has
enabled our county to reallocate re-
sources, develop new and model ser-
vices, and establish new service deliv-
ery structures.”

While other New York counties
have an uneasy relationship with
state agencies, Rensselaer enjoys the
rewards of a cooperative partnership.
The state's principal involvement is
through Eleanor Roosevelt Develop-
mental Services (ERDS), a state pro-
gram involved in virtually al commu-
nity services to mentaly retarded
citizens. Program officials from the
state and county meet regularly to
plan and improve services, and the
continuing high level of state financial
assistance reinforces support for the
county's efforts,

The Renssdlaer County program
demonstrates that it is possible to
create a community service system
responsive to the needs of even the
most severely disabled citizens. The
availability of adequate resources and
strong county leadership and coordi-
nation are essential.

Unified services counties, and the
funding mechanisms they are provided,
are not common; they require states
to agree that counties deserve a lead-
ership role in service planning and
coordination. Even in New York, it
is no longer possible for a county to
receive unified services designation—
the state cut off eligibility after five
counties were designated.

But even without unified services,
a county may seek and accept the
responsibility of assuring high quality
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services to its residents. " Our unified
services system isfounded upon com-
mitment to program excellence, and
dedication to a coordinated attack on
problems," says Rensselaer County
Executive Murphy. " Upon this foun-
dation, even without formal unified
serviceslegislation, acounty can build
asuperior servicesystem.”

A common reaction to the Ren-
sselaer County system is that other
counties do not have the particular
set Of circumstances and actors that
made unified services possible. James
Flanigan, executive director of the
Rensselaer chapter of the New Y ork
State Association for the Retarded,
addressed the replication issue in a
companion piece to a NACoR case

study on Rensselaer County in the
October 10, 1982, County News:

In any comprehensive service system,
the two factors that can contribute most
significantly to inflated costs are duplicate
services and gaps in services. While most
of us are ready to accept duplicate services
as being costly, we rarely see the true cost
of gaps which can, and usually eventually
do, lead to placing a person into a more
expensive servicethan they need.

For want of some relatively inexpensive
servicesin the community, such as recrea
tion, case services, or respite, many people
have been placed into expensive institu-
tional settings, which were not redly
needed. Unfortunately, when the commu-
nity services are offered through the
county and the institution is run by the
state, people sometimes become short-
sighted and don't look at what is best
for theclient and the taxpayer in general.

Mestings can serve two important pur-
poses in the unified services process. In
addition to the forma agenda of each
meeting, there is an important byproduct.
Through the processof attending meetings
with the same people, discussing issuesand
working together toward solutions, you
begin to develop an understanding and
respect for other agencies.

In each service area, a continuum of
services should be identified based on the
needs of prospective clients, rather than
the needs of the agency. For example, in
the area of day programing for retarded
adults, a full range of services would run

al the way from pre-vocational programs
to work activity centers to sheltered work-
shopsto placement and follow-up services.
A coordination and planning group can
then identify which agency or agencies
would have primary responsibility in each
service area and which services can best
operateon ashared basis.

One of the biggest obstacles to a fully
coordinated service system isour tendency
to identify people as "ARC clients" or
"state clients" or "county clients" etc.
Usually this is based on the individual's
residential services. We then generalize
this label and say that the person must
recelvedl their servicesfrom that particu-
lar component of the system. For example,
three people, one residing in a state insti-
tution, one living in a group home oper-
ated by a private agency and one living at
home with his natural family, may have
very similar day programing needs. Be
cause we have labeled these clients, we
could very easily wind up with three separ-
ate'day programs, each performing a very
similar function. In addition to the added
expense of such duplicate services, the
chances are good that none of the three
programs will be as good as one unified
program and some gaps in services will be
|eft elsewhere.

In looking for ways that cooperative
servicescan be funded, we sometimes tend
to give up too easily. For example, if a
person is a resident of a Medicaid-funded
state facility, they cannot be funded
through Medicaid for day programing, as
this would constitute double billing. How-
ever, the state agency might be able to
provide the day program with leased
space, shared staff or some other service
that would compensate the program for
the Medicaid funds|lost.

In looking at cooperative services, a
major consideration should be which
component of the system can best provide
the needed resources. For example, in the
transportation system run in Rensselaer
County it was found that there are equip-
ment grants available to not-for-profit
agencies that are not available to the state
or county, so a private agency provided
the vehicles, while the state and county
provided other elements, such as drivers
and routine maintenance work.

In the age of Proposition 13 and close
scrutiny of public expenditures, service
providers will almost be required to look
at the factors mentioned above and some

of the assumptions upon which their ser-
vice systems have been based if they wish
to continue to operate adequately funded
programs.

Collaboration with the State
Developmental Disabilities
Council

In North Carolina, the state develop-
mental disabilities council hasfocused
on collaboration with county govern-
ments. The model case management
system now in place in Alamance,
Craven, and other North Carolina
counties was developed by the council
and North Carolina State University.
T he system was one outgrowth of the
council's two-year technical assistance
to counties program.

Under the technical assistance pro-
gram, the council worked with indi-
vidual county governmentsto identify
their needs. If the county commis-
sioners requested assistance, a formal
contract was executed. The contract
specified what developmental disabil-
ity planning or service needs the
council would help provide. This
process ensured that the council was
responding to county needs and that
all partieswereclear on objectives.

In some counties, the immediate
priority was to assess the needs of
local developmentally disabled people;
in other counties, technical assistance
focused on development of a particu-
lar service component. A few counties
progressed through a series of con-
tracts, as accomplishment of one set
of objectivesled to delineation of new
priorities.

In collaboration with the North
Carolina Association of County Com-
missioners, the council put on aone-
day workshop on developmental dis-
abilities at a state association confer-
ence. While much of the workshop
focused on the technical assistance
program, it also provided an excellent
forum for elected county officials and
state developmental disabilities coun-
cil staff to discuss ways they could



work together on behalf of develop-
mentally disabled citizens.

Building I nteragency Linkages

Counties that control funding to
community developmental disability
agencies have a particular advantage
when it comes to interagency coor-
dination. Ye there are many ways
counties can stimulate and promote
linkseven when they lack legd author-
ity over dl therelevant components.

Asdescribed in the section on advo-
cacy, Sacramento County, California,
created the county developmental
disabilities planning and advisory coun-
cil, by action of the board of super-
visors. The council works actively
to promote coordination and resource
sharing between both public and pri-
vate agencies.

In Prince George's County, Maryland,
the county officefor the handicapped
set up three interagency committees
to address local service needs. Both
the adult interagency committee and
the children's interagency committee
have representatives from public and
private agencies whose services are
needed by handicapped people. The
committees review individual problem

casesthat have come to the attention
of the county office for the handi-
capped or are referred by one of the
agencies. Committee members work
together to develop a service plan that
combines agency resources. Success of
the strategy can be measured by the
decrease in the number of cases on
the agenda; now that the agencies
have worked together for three years
many problems are solved outside of
committee meetings through estab-
lished interagency contacts.

The county also created the pro-
gram directors committee to address
problems requiring major changes in
the service system and support agree-
ments negotiated by the interagency
committees. This committee, com-
posed of county and state program
officias, meets twice a year to focus
on policy and practices at the systems
level.

A board appointed by the county
to oversee the developmental dis
abilities system is one of the best
mechanisms t0 promote interagency
linkages. In Newaygo County, Michi-
gan, the board of directors of the
county mental health center is respon-
sible for both developmental disabili-
ties and mental health policies. The
board is appointed by the county

commissioners; Commissioner Tom
Cooper is aso a member of the board.
Other board members include repre-
sentatives of Newaygo County Com-
munity Services and the Fremont
Area Foundation, local education
systems, the Association for Retarded
Citizens, and areaclergy. A n attorney
and afarmer also serveon the board.

Don Eib, director of the Newaygo
County Mental Health Center, feds
strongly that the board's diversity
contributes to the strength of the pro-
grams. "By the time the board thrashes
out a policy decision, weve pretty
much covered the bases as far as com-
munity input is concerned,” he said.
"Board involvement has been very
helpful in promoting collaboration
between public and private agencies."

Summing up the county's approach,
Newaygo County commissioner Tom
Cooper stated, "In this era no one
can do it alone. The county is the
cornerstone, but al the programs—
both public and private—have to
work together if we're going to have
a system that works. We aim to serve
people close to home, and the only
way we can have something that
makes sense is through strong county
leadership and promotion of the part-
nership we need."

25



26

PART IV

RESOURCES

COUNTY CONTACTS

Advocacy

Sandra Smoley
Supervisor

Sacramento County
700 H St.

Sacramento, CA 95814
916/440-5471

PamelaMorris

Coordinator

Sacramento Developmental Disabili-
tiesPlanning and Advisory Council

2100 Twenty-first St.

Sacramento, CA 95818

916/452-0959

Terezie Bohrer

Director

Officeof Coordination of Services
to the Handicapped

Prince George's County
Administration Building

Upper Marlboro, M D 20870

301/627-3352

Don Dreyer

Director

Nassau County Officefor the
Physically Handicapped

2400I1d Country Rd.

Room 610

Mineola, NY 11501

516/535-3882

Case M anagement

Hal Scott

County Manager
Alamance County
124 W. EIm St.
Graham, NC 27253
919/228-1312

Grover Lancaster
County Commissioner
Craven County

P.O. Box 1425

New Bern, N C 28560
919/638-1424

Jim Keene

Program Director

North Carolina Developmental
DisabilitiesCouncil

325 Salisbury St.
Raleigh, NC 27611
919/737-3211

Emerson Snipes

Systems Management Group
Center for Urban Affairs

North Carolina State University
P.O. Box 5125

Raleigh, N C 27650
919/737-3211

Evelyn Paul

Director

Officeof Mental Retardation

Hennepin County Department of
Community Services

A-1400 Government Center

Minneapolis, M N 55487

612/348-3057

Oreta Cook

Coordinator

Developmental DisabilitiesServices
Office

DeKalb County Mental Retardation
ServicesCenter

2660 OsborneRd., N.E.

Atlanta, GA 30319

404/231-9363

William McKendry

Administrator

Chester County Mental Health/
Mental Retardation Board

24 S. New St.

Wes Chester, PA 19380

215/431-6265

Community Education

Marsha Kohler

Director of Community Education

Franklin County Community Mental
Health Board

447 E. Broad St.

Columbus, OH 43215

614/224-1057

Dorothy Reynolds

Associate Director

Metropolitan Human Services
Commission

United Way Building, Suite 305

360 S. Third St.

Columbus, OH 43215

614/224-1336

Albert DelBello

County Executive
Westchester County

906 County Office Building
White Plains, NY 10601
914/682-2000

Dr. Anthony Cupaiuolo

Community Residences|nformation
ServicesProgram

237 Mamaroneck Ave.

White Plains, NY 10605

914/949-0370

Eugene Aronowitz

Commissioner

Westchester County Department of
Community Mental Health

228 County Office Building

White Plains, NY 10601

914/628-2565

Coordination with State Facilities

Phil Estes

Director

Loudoun County Mental Health and
Mental Retardation ServicesBoard

50 K Edwards Ferry Rd.

Leesville, VA 22075

703/777-0377

Mary Jane Billenger
Deinstitutionahzation Project Director
Northern Virginia Training Center
9901 Braddock Rd.

Fairfax, VA 22032

703/323-4000

Criminal JusticeSystem Linkages

A. Russdll Parkhouse
Commissioner
Montgomery County
Courthouse

Airy and Swede Sts.
Norristown, PA 19404
215/278-3020

Naomi Denk, Ph.D.

Director

Montgomery County Emergency
Services

Building 16

Stambridge and Sterigere Sts.

Norristown, PA 19401

215/279-6100




JoeMax Taylor
Sheriff

Galveston County
715 Nineteenth St.
Galveston, TX 77551
713/766-2300

John Billings

Director

Gulf Coast Regional Mental Health/
Mental Retardation Center

P.O. Box 2490

Galveston, TX 77553

713/763-2373

Early I ntervention

Margaret Rost

Superintendent

Hamilton County Board of Mental
Retardation

2675 Civic Center Dr.

Cincinnati, OH 45231

513/742-1500

Eugene Aronowitz

Commissioner

Westchester County Department of
Community Mental Health

228 County Office Building

White Plains, NY 10601

914/682-2565

Education

Dr. Kathleen Malloy
Medical Director
George E. Miller Centers
3020 Grant St.

Concord, C A 94520
415/825-1700

Liane Levetan
Commissioner
DeKalb County
P.O. Box 1087
Decatur, GA 30031
404/636-3704

Oreta Cook

Coordinator

Developmental DisabilitiesServices
Office

DeKab County Mental Retardation
ServicesCenter

2660 OsborneRd., N.E.

Atlanta, GA 30319

404/231-9363

Joanne Records

Director

Project CLEAR

Johnson County Community College
CollegeBlvd. at Quivira Rd.
Overlook Park, KS 66210
913/888-8500

Dr. Ruth A. Panepinto

Coordinator— Marion County

Valley Comprehensive Mental
Health Center

2101 Pleasant Valley Rd.

Fairmont, WV 26554

304/366-7174

The Rev. Richard Schmidt
Christ Episcopal Church
Ninth St.

Fairmont, WV 26554
304/366-3471

Foster Homes

Jan Eichhorn

Director

Bureau of Community Services

District of Columbia Mental
Retardation/Developmental
DisabilitiesAdministration

2146 Georgia Ave., N.W., Room 204

Woashington, D.C. 20009

202/673-6900

Frederick Seeback

Supervisor

Adult Foster CareDivision

Hennepin County Department of
Community Services

A-1300 Government Center

Minneapolis, M N 55487

612/348-8881

Guardianships

Dale Thompson

Director

Rock County Developmental
DisabilitiesServicesBoard

3712 N. Parker Dr.

Junesville, W1 53545

608/755-2650

William E. Ready
General Counsel and Executive
Secretary

East Mississippi County Officials 27
Association

P.O. Box 927

Meridian, MS 39301

601/693-6678

HomeTraining

JimMorey
Commissioner
Lincoln County
Libby, M T 59923
406/293-7781

Michael Morris

Director

Comprehensive Developmental
Center

T-214, Fort Missoula

Missoula, M T 59801

406/549-6413

Maurice Miller

Director

Eau Claire County Human Services
Board

Courthouse

721 Oxford St.

Eau Claire, WI 54701

715/839-4777

Helen Andersen

Director

Development and Training Center
2125 Third St.

Eau Claire, WI 54701
715/834-0581

Intermediate Care Facilities
for the Mentally Retarded

Evelyn Paul

Director

Officeof Mental Retardation
Hennepin County Department
A-1400 Government Center
Minneapolis, MN 55487
612/348-3057

Toni Lippert

Developmental DisabilitiesPlanner
Metropolitan Health Board

300 Metro Square Building
Seventh and Robert

St. Paul, MN

612/227-9421
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Norm V an Raay

L ebanon County Mental Health/
Mental Retardation Administration

P.O. Box 418

Cedar Haven Complex

Lebanon, PA 17042

717/274-3415

Carol Taylor

Director

Lebanon County Life Support
Facility

25 Metro Dr.

Lebanon, PA 17042

717/274-0493

Mental Health Services

John Nesbo
Commissioner
Toole County
Box 411

Shelby, M T 59747
406/434-5121

Andree Deligdisch

Director

Adult Outpatient Clinic

Northcentral Montana Community
Mental Health Center

Holiday Village Shopping Center

P.O. Box 3045

Great Falls, M T 59403

406/761-2100

Terry Forss
Director

Aurora House
2134 Marshall Ave.
St. Paul, MN 55104
612/645-8622

Ruth Spector

President

Montgomery County Council
County Office Building

100 Maryland Ave.

Rockville, M D 20850
301/279-1234

Alease Black

Division of Mental Health Services

Montgomery County Department
of Health

6400 Democracy Blvd.

Bethesda, M D 20811

301/530-5702

Fred Chanteau

Director of Administration
and Finance

Rock Creek Foundation

8435 Georgia Ave.

Silver Spring, M D 20910

301/589-4515

TerezieBohrer

Director

Officeof Coordination of Services
to the Handicapped

Prince George's County
Administration Building

Upper Marlboro, M D 20870

301/627-3352

Peggy Hoffman
Director

Special Populations Division

Maryland-National Capital Park
and Planning Commission

Department of Parks and Recreation

6600 Kenilworth Ave.

Riverdale, M D 20737

301/699-2460

PamelaMorris

Coordinator

Sacramento County Developmental
DisabilitiesPlanning and Advisory
Council

2100 Twenty-first St.

Sacramento, C A 95818

916/452-0959

Don Nance

Director

Sacramento County Department of
Parks and Recreation

3701 Branch Center Rd.

Room 106

Sacramento, C A 95827

916/366-2061

Residential Programs

Michael Albert
Commissioner
Douglas County
1819 Farnham St.
Omaha, NE 68183
402/444-7025

Tim Butz
Director
ENCOR

885S. 72nd St.
Omaha, NE 68114
402/444-6669

William Gibson

Director

Association for the Developmentally
Disabled

1395 W. Fifth St.

Columbus, OH 43212

614/486-4361

Lynn Cutler
Supervisor

Black Hawk County
Courthouse, Room 201
Waterloo, | A 50703
319/291-2416

W.E. Brown

Director

Exceptional Persons, Inc.
2530 University Ave.
Waterloo, |A
319/232-6671

Subsidized Housing

VolaLawson

Deputy Director

Alexandria Devel opment and
Housing Authority

600 N. Fairfax St.

Alexandria, VA 22317

703/750-6682

Mark Long

Coordinator

Residential Services

Sheltered Homes of Alexandria, Inc.
838 N. Henry St.

Alexandria, VA 22314
703/836-3400

R. Wilbourne Reynolds

Development Officer

Virginia Housing and Development
Authority

13S. Thirteenth St.

Richmond, VA 23219

804/782-1986

Robert Prylucki

Section 8 Supervisor

New Castle County Department of
Community Development and
Housing




800 French St.
Wilmington, DE 19801
302/571-7660

C. Andrew Vincent
Residential Services Director
Independent Living, Inc.
Liberty Knoll Apartments, B-5
Route 273

New Castle, DE 19720

Raymond Santaucia

Director

Bergen County Community
Development Agency

170 State St.

Hackensack, NJ06701

201/646-2559

Vocational Programs

Booth Gardner

County Executive

Pierce County

County/City Building, Room 535
Tacoma, WA 98402
206/593-4000

Ross Everett

Coordinator of Developmental
Disabilities Programs

Pierce County Department of
Social Services

3629 S. D St.

Tacoma, WA 98408

206/593-4127

Michaele Sein
Director

Qualitex

5437 S. Tacoma Way
Tacoma, WA 98409
206/473-1868

Tom Cooper
Commissioner
Newaygo County

P.O. Box 245

White Cloud, M1 49349
616/689-7200

Don Eib

Director

Newaygo County Mental Health
Center

P.O. Box 205

White Cloud, M1 49349

616/689-7320

Tom LaPres

Director

Newaygo County Association of
Retarded Citizens

P.O. Box 373

Newaygo, M| 49337

616/652-1633

Stanley Walterman

Officeof Health Services

Metro-Dade County Department
of Human Resources

140 W. Hager St., Fifteenth floor

Miami, FL 33130

305/579-4234

Michael Faine

Director

Association for the Development of
the Exceptional

2801 N. Miami Ave.

Miami, FL 33127

305/573-3737

PatriciaM . Brown

Director

Gwinnett County Employment and
Training Program

240 Oak St.

Lawrenceville, G A 30245

404/962-1410

Phyllis Dix

Personnel Director

The Lovable Company

2121 Peachtree Industrial Blvd.
Buford, G A 30518
404/945-2171

Volunteers

Liane Levetan
Commissioner
DeKalb County
P.O. Box 1087
Decatur, G A 30031
404/636-3704

Dr. Jim Watkins

Associate Pastor

St. Andrews Presbyterian Church
4882 Lavista Rd.

P.O. Box 252

Tucker, GA 30084

404/938-2833

Dr. Eugene Tyre

Pastor

Rainbow Park Baptist Church
2941 ColumbiaDr.

Decatur, G A 30031
404/288-1910

Nancy Bradley

Manager

Client Services Division

Regional Center of Orange County
Central Tower, Union Bank Square
400S. Main St.

Orange, CA 92668

714/973-1999

Dr. Anthony Cupaiuolo

Community Residences Information
Services Program

237 Mamaroneck Ave.

White Plains, NY 10605

914/949-0370

Susanne Kaplan

Chairperson

Westchester County Council of
Neighborhood Advisory
Committees

51 Soundview Ave.

Rye, NY 10580

914/835-2640

Zoning

Sen. Frank Padavan

Stateof New York

L egidative Office Building, Room 803
Albany, NY 12247

518/455-3111

Dr. Anthony Cupaiuolo

Community Residences Information
Services Program

237 Mamaroneck Ave.

White Plains, NY 10605

914/949-0370

JohnThomas

Director

State Association of County
Commissioners

P.O. Box 549

Tallahassee, FL 32302

904/224-3148
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Fran Gross

Vice Chairman

Broward County Commissioners
Broward County Courthouse
201 S.E. Sixth St.

Ft. Lauderdale, FL 33301
305/765-5471

Coordination and Collabor ation

William Murphy
County Executive
Rensselaer County
County Office Building
Troy, NY 12180
518/270-5360

AraBaligian

Commissioner

Rensselaer County Department of
Mental Hygiene

County Office Building

Troy, NY 12180

518/270-5401

James Flanigan

Director

Rensselaer Chapter

New York State Association for
the Retarded

484 River St.

Troy, NY 12180

518/274-3110

Hal Scott

County Manager
Alamance County
124 W. EIm St.
Graham, N C 27253
919/228-1312

Grover Lancaster
Commissioner
Craven County

P.O. Box 1425

New Bern, N C 28560
919/638-1424

Jim Keene

Program Director

North Carolina Developmental
Disabilities Council

325 N. Salisbury St.

Raleigh, NC 27611

919/733-7787

C. Ronald Aycock

Director

North Carolina Association of
County Commissioners

P.O. Box 1488

Raleigh, N C 27602

919/832-2893

Sandra Smoley
Supervisor

Sacramento County
700 H st.

Sacramento, CA 95814
916/440-5471

Pamela Morris

Coordinator

Sacramento County Developmental
Disabilities Planning and Advisory
Council

2100 Twenty-first St.

Sacramento, CA 95818

916/452-0959

Terezie Bohrer

Director

Officefor Coordination of Services
to the Handicapped

Prince George's County
Administration Building

Upper Marlboro, M D 20870

301/627-3352

Tom Cooper

Commi ssioner
Newaygo County

P.O. Box 245

White Cloud, M1 49349
616/689-7200

Don Eib

Director

Newaygo County Mental Health
Center

P.O. Box 205

White Cloud, M1 49349

616/689-7320

Organizations

American Coalition of Citizens with
Disabilities

1346 Connecticut Ave., N.W.

Washington, D.C. 20036

202/785-4265

Epilepsy Foundation of America
4531 Garden City Dr.

Landover, M D 20785-
301/459-3700

National Association of Housing and
Redevelopment Officials

2600 Virginia Ave., N.W.

Washington, D.C. 20037

202/333-2020

National Association of
Rehabilitation Facilities
P.O. Box 7675
Washington, D.C. 20041
703/556-8848

National Association of State

Developmental Disabilities Councils
1234 Massachusetts Ave., N.W.
Washington, D.C. 20036
202/347-1234
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Lynn Cutler
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Westchester County
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Commissioner
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Victor Elias
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John Nesho
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Toole County
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Shelby, M T 59474
406/434-5121
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Second Vice President
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Robert Jornlin

Director of Social Services
Contra Costa County
2401 Stanwell Dr.
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415/671-4100

William J. Knowles
Director of Social Services
Charleston County
County Center
Charleston, SC 29403
803/723-4333

Liane Levetan
Commissioner
DeKalb County
P.O. Box 1087
Decatur, GA 30031
404/636-3704

Ruth Spector
President

Montgomery County Council

County Office Building
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Rockville, M D 20850
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Supervisor

Dane County

419 N. Pinckney
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San Antonio, TX 78505
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Commissioner
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Appendix B

NACo Policies Affecting
Developmentally Disabled People

5.5 Mental Health and Mental
Retardation/Developmental Dis
abilities

Counties will continue to act in part-
nership with municipalities, other
counties, state government, and local
privatecitizensto develop and operate
community-based services for the men-
tally ill and mentally retarded/devel-
opmentally disabled as part of a com-
prehensive human services planning
approach.

The rapidly increasing return of the
mentally and developmentally handi-
capped from traditional facilities to
the community requires that counties
have sufficient resources for program
planning, implementation, and con-
tinuity. NACo supports federal action
that reduces current disincentives for
deinstitutionalization and promotes
the expansion of community-based
services, provided that such action
guarantees sufficient financial support,
both program and individual, to per-
mit mentally and developmentally
handicapped citizens to live with
decency and dignity in the least re-
strictive environment. NACo urges
the federal government to reduce
categorical restrictions in such pro-
grams associa services, health, rehab-
ilitation, criminal justice, etc., asthese
restrictions severely impede counties'
ability to provide comprehensive and
coordinated services to the mentally
and developmentally disabled.

The entire concept of deinstitution-
alization should be periodically moni-
tored for its effectiveness in delivery
of service.

In cases where the "county line"
does not define a functional service
area, regional cooperation may be
necessary to plan, develop, finance,
and control mental health and retar-
dation/developmental disability ser-
vice programs serving groups of coun-

ties. NACo endorses the concept of
the integration of mental health and
retardation/developmental disability,
alcohol and drug abuse, public health,
and related human services programs,
wherefeasible, at thelocal level.

While counties must havelocal pro-
gram control, state governmentsshould
establish standardsfor such programs,
and federa and state governments
should provide a substantial propor-
tion of the financing of construction
and staffing of these programs. NACo
endorses increased emphasis on men-
tal health and mental retardation/
developmental disability servicesat al
levels of government and urges states
to adopt enabling legisation to imple-
ment this cooperative federal/state/
county effort.

5.19 Education of the Handi-
capped

The National Association of Counties
supports the goal of available free
public education to al handicapped
children. In endorsing the implemen-
tation of P.L. 94-142 (Education for
All Handicapped Children Act) and
compliance with Section 504 regula
tions pertaining to education, NACo
reaffirms its request that the federal
government ensure adequate funding
to supplement state and local efforts
for timely compliance. Timetables
and other regulations should be coor-
dinated with state and federal fiscal
policy in order that handicapped
children receive optimal benefitsfrom
expanded education opportunity.

6.13 Servicestothe Disabled

Counties recognizethat the objectives
of encouraging self-support, self-reli-
ance, strengthening of family life,
and protective services apply equally
to the physically, mentally, and devel-
opmentally disabled. NACo supports
federal action that will promote these
objectives by removing categorical

restrictions that inhibit comprehen-
sive planning and delivery of services
to thedisabled.

When deinstitutionalization of the
mentally and developmentally handi-
capped results in increased demand
for human services, mechanismsshould
be improved for fundingto follow the
person from the institution into the
community.

NA Co supports federal action that
reduces current disincentives for dein-
stitutionalization and promotes the
expansion of community-based ser-
vices, provided that such action guar-
antees sufficient financial support,
both program and individual, to per-
mit mentally and developmentally
handicapped citizens to live with
decency and dignity.

Source: American County Platform (Washington,
D.C.: National Association of Counties, 1981)





