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Date

MINUTES OF THE HOUSE SELECT COMMITTEE ON DEVELOPMENTAL DISABILITIES.
The meeting was called to order by Chairman Jo Ann Pottortf at 3:30 p.m. on January 18, 1995, in Room

522-S of the Capitol.

All members were present except: Representative Jerry Henry. Excused
Representative, Susan Wagle. Excused

Commuttee staff present: Patricia Pierron. Legislative Research Department
Gordon Self, Revisor of Statutes
Marian F. Holeman, Committee Secretary

Conferees appearing before the committee: George Vega, SRS Commissioner, Division MH&RS
Rep. Ed McKechnie
Dr. Darvin Hirsch, SRS Director, MRS

Others attending: See attached list
Chairman Pottorff reminded members of the trip to KNI on January 19.

SRS Commissioner George Vega presented an update on SRS’s handling of developmental disabilities in the
recent past (Attachment 1). Mr. Vega explained that in “What Do We Need From the Legislature?”, p.9
para.(c) simply means one budget managed by one part of SRS for the entire developmental disabilities
system, and a funding stream that moves with the individual. SRS did not pursue that line because of
possible problems with funds going from the community to the hospital. Perhaps there should be a “proviso”
to deal with that issue.

SRS goals were discussed. Mr. Vega also outlined current measures employed to prevent abuse, keep
customers safe and secure.

At the request of the Chairman, community service representatives and other interested persons attending the
meeting introduced themselves to committee members and staff. (See attached list of “Others attending).

As afollow up to a summer 1994 interim committee, Representative McKechnie visited New Hampshire in the
fall of 1994 (Attachment 2). Members discussed similarities/differences between the two approaches. The key
seems to be to provide the least restrictive living situation possible. Dr. Darvin Hirsch also made the New
Hampshire trip (Attachment 3). Among MRDD colleagues, New Hampshire is considered to be the state that
is probably the most forward looking. The latest Developmental Disabilities dispatch has a good story of
what they saw there. Dr. Hirsch would be happy to provide copies to interested persons.

Minutes of the January 10 meeting were distributed. Representatives Gilmore and McKechnie suggested the
word “children” be deleted and “Kansans” substituted in paragraph 1, line 2. The minutes were approved as
amended.

The committee will meet again Monday, January 23, in Room 521-S at 3:30 p.m.

Chairman Pottorff adjourned the meeting at 4:30 p.m.

Unless specifically noted. the individual remarks recorded herein have not been transcribed
verbatim. Ipdividual remarks as reported herein have nol been submitied to the individuals 1
appeaning before the committee for editing or corrections.
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Kansas Department of Social and Rehabilitation Services

Testimony Presented to

House Select Committee on Developmental Disabilities

January 18, 1995

Janet Schalansky, Acting Secretary
Department of Social and Rehabilitation Services

(913) 296-3274

SRS Mission Statement
"The Kansas Department of Social and Rehabilitation Services empowers individuals and
families to achieve and sustain independence and to participate in the rights, responsibilities
and benefits of full citizenship by creating conditions and opportunities for change, by
advocating for human dignity and worth, and by providing care, safety and support in
collaboration with others."”
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January 18, 1995

INTRODUCTION

Thank you for the opportunity to speak to this Select Committee on
Developmental Disabilities regarding services to Kansas citizens
with mental retardation and other developmental disabilities. I
would like to provide a short perspective of the tremendous change
that has occurred over the last five years.

Tpe course and direction of MR/DD services has been thoroughly
discussed and reviewed in recent years:

Gettings/Smith Report: In early 1990, nationally recognized
leaders, Robert Gettings and Gary Smith, staff with the
National Association of State Directors of Developmental
Disabilities Services, came to Kansas to review the state of
the state and provide recommendations to the Senate Ways and
Means Subcommittee and House Appropriations Subcommittee
regarding future activities +to expand Community MR/DD
services. Three major recommendations were presented:

1. Cease development of and dependence on Intermediate
Care Facilities for Mentally Retarded (ICFs/MR),

2. Develop community services through expansion of the
Home and Community Based Services (HCBS-MR) waiver.

3. Increase the level of staffing to administer MR/DD
Services in Kansas.

Their written report is available for review.

MH&RS Advisory Committee: In 1990 MH&RS convened over 20 key
stakeholders over an 18 month period to develop a Draft Plan
which, in part, utilized the Gettings/Smith recommendations.
The membership of the committee and draft service plan outline
are attached. (Attachment 1)

Legislative Interim Committee of 1990: The 1legislature
convened an interim committee under the chairmanship of
Representative Pottorff to further review the state of MR/DD
services.

The Plan: In 1991 an interim committee chaired by
Representative Blumenthal reviewed the MR/DD Advisory
Committee Draft Plan and, after finalizing it, adopted it as
a general approach to further development of Community MR/DD
services as part of the report of the Task Force on Social and
Rehabilitation Services. A copy of the Subcommittee Report of
the Legislative Task Force of 1991 (Attachment 2) is in your
packet.



A copy of the final MR/DD Services plan is also in your
packet. A quick overview of the essential needs and
expectations of the plan can be found on pages 7-9.

REVIEW PAGES 7-9 WITH COMMITTEE

Follow-up Legislative Interim Committees: The legislature
convened two subsequent interim committees to review progress
on the plan, assess problems and determine if key policy
decisions needed to be made relative to the development of
Community MR/DD services.

Independent Review of Community Placements: In 1993 Lyn
Rucker and David Powell independently reviewed the community
placement process. Their review gave high marks to the values
and concepts adopted in the placement process. In 1994
Legislative Post Audit also did a review of the community
placement process with an eye for determining where there were
bottlenecks. (These reports can be made available for anyone
who wishes to do further research.)

These reviews and discussions have all resulted in reinforcing
some basic principles which everyone involved with the MR/DD
service system can support.

BASIC PRINCIPLES

Person Centered Services: All services for individuals who
are MR/DD should relate to the needs, wants and desires of the
individual and those who know and care about them.

Choices: To the extent practical and possible, individuals
and those who know and care about them should be given a wide
array of informed life choices and the services to support
them in safety.

Children are Best Reared in Families: Affirmative, positive,
responsive efforts should be made to increase family support
and, if necessary surrogate family options, so that children
can remain in families and not be placed in institutions.

Opportunities for Inclusion: Individuals should have the
opportunity to be valued members of their home community.
Services should be directed to expand these opportunities
since, by proven experience, inclusionary services are most
often chosen when appropriate services are available.
Expansion of segregated services should be discouraged
because, by proven experience, they are chosen far less often
when there are alternatives which support inclusion.



Consumer Direction: Individuals and those who know and care
about them who want to direct what services are provided, who
provides them, and how they are provided should be given that
opportunity.

Expapsion of Community S8ervices: All new financial and
service resources should be directed toward the expansion of
community services. Every reasonable effort should be made
to:

* Eliminate the community services waiting list

* Place individuals desiring to leave state hospitals
into community services

* Provide family supports for those who need them.

Local Direction: Services should be provided and administered
at the local level by private not-for-profit entities whose
Governing Boards are:

* Responsive to all individuals who are MR/DD (and those who
know and care about them) in their service area

* Responsive to the basic beliefs adopted in the State plan
* Responsive to good stewardship of public funds.

Quality Services: The best services are those which are
responsive to the needs, wants and desires of the individuals
and those who know and care about them. State government's
role is to ensure a responsive service system is effectively
operating in each local area and to ensure basic health and
safety standards are met. Such a system cannot be adequately
or appropriately replaced by regulatory oversight or
professional/peer review.

Value Direct Service 8taff: The people who make it possible
for these basic principles to be implemented on a daily
individual 1level are direct service staff and service
coordinators. These critical people should be valued by:

* Providing adequate salaries and benefits

* Providing recognition and appreciation

* Allowing reasonable autonomy and responsibility at the level
closest to the individual served, and; by

* Avoiding unnecessary professional intrusion and oversight.




Stewardship of Public Funds: Sufficient funds should be
provided to achieve implementation of these basic principles
and not one dime more. Funding should:

* Support the basic principles
* Include Kansas' "fair share" of federal funds.
APPLICATION OF BASIC PRINCIPLES

MH&RS attempts to apply these basic principles in the following
ways:

Placements - One Person at a Time: Individuals living in
state hospitals and people who know and care about them are
regularly and supportively asked if they would prefer to live
in community settings close to home. It is the policy to
never force an individual to be placed. If they agree,
personally tailored services are designed and funded to
support their needs.

Training and Reinforcement of the Basic Principles: Along
with many other organizations MH&RS provides regular and
frequent opportunities to train and reinforce the basic
principles through:

* Support for Direct Service Staff Training
* Presentations, meetings and seminars

* Conferehces

* Newsletters and Reports

* Research

Family Support Services: MH&RS started providing long term
family support services through Family Subsidy, Family Support
Grants and enabling children to be served with HCBS/MR funding
in 1990-91. Most recently initial funding was approved for
the Parent Assistance Network which will help reduce reliance
on professional case management and could provide a much
needed point of coordination for family support services.
MH&RS will continue to emphasize these services.

Expanding and Refinancing the HCBS/MR Medicaid Waiver: The
Home and Community Based Services Waiver for individuals who
are MR/DD (HCBS/MR) allows the federal medicaid program to
provide 60% of the cost of community services. Recently,
Kansas received approval to greatly expand the number of
people whose services are funded by the HCBS/MR waiver. MH&RS
is working with service agencies and advocates to use already
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existing funds to match federal medicaid funds through the
HCBS/MR waiver in order to:

* Greatly reduce the waiting list
* Raise average rates provided to service agencies

* Bring in a higher percentage of federal funds for community
services.

Consumer Driven Quality Enhancement: Twelve (12) staff have
been hired by MR/DD Services to work cooperatively with
individuals, their families and service agencies to ensure
each 1local area operates an effective consumer driven
continuously responsive quality enhancement process. These
staff are also responsible to ensure basic health and safety
standards are met. A proposal is also being developed which
will recognize national accreditation in lieu of licensure
provided the community agency agrees to fully implement a
consumer driven quality enhancement process. MH&RS believes
this resolves the accreditation issue. MH&RS believes such a
compromise is better than requiring state funded national
accreditation.

Administrative Program Direction: MH&RS is taking affirmative
steps to apply the basic principles through its administrative
actions such as:

* Establishing a single comprehensive service agreement

* Expecting compliance with the open meetings and open records
requirements

* Establishing minimum expectations for Governing Boards in
grants and contracts. This would address the concern for
establishing standards for Governing Boards raised by this
committee.

* Promulgating regulations only when all other alternatives
have been exhausted

* Supporting and encouraging the use of the Person Centered
Planning process

Closure of Large ICFs/MR: MH&RS is committed to using the
tools the legislature has given it to close a large ICF/MR.
Effective November 1, 1994, KDHE decertified and denied the
license of a large 49 bed ICF/MR in Medicine Lodge and MH&RS
entered into an agreement with the ICF/MR to permanently
close. Arrowhead West, a Community MR Center in Dodge City,
took the lead in placing people from this facility back to
their home areas. All individuals were placed and the

5



facility was closed effective November 30. Arrowhead West and
the community agencies who participated in this closure did an
exceptional job.

Gatekeeping: MH&RS will convene key stakeholders to develop,
implement and finance gatekeeping for state hospitals and
private ICFs/MR.

State Hospitals as a Team: State Hospital Superintendents
have agreed to manage together as a single system as person
centered placements are made and the hospitals continue to
downsize. '

FRICTION
These activities have caused friction because:

* There appears to be increased potential for the state to
exercise control over local service agencies

* Many agencies, families and consumers are changing as fast
as they can, causing personal and agency stress

* Parts of the current service system are being displaced
because new options cause them to be chosen less often.
Such services are:

- State Hospitals

- Group Homes

- Private ICFs/MR

- Work Activity Centers

* Major crisis, real and imagined, have caused stakeholders to
clash publicly in a way which undermines confidence.
Examples of these include:

-~ Closure of Terramara, Inc.

- De-licensure of Wyandotte Developmental Disabilities
Services ST

- Southwest Developmental Services, Inc. Governing Board
decisions

- Proposed State Hospital Closure

- Questions of Quality of Community Services

- Basic principles not being implemented in all areas of
the state.



CURRENT STATUS

Included in your packet is the Annual Report for MR/DD Services for
the fiscal year ending June 30, 1994. This report provides:

1. Short descriptions of services funded or licensed by

MR/DD Services
2. Short descriptions of funding sources
3. A definition of eligibility for funding through MR/DD

Services
4. An overview of services statewide.

REVIEW ANNUAL REPORT WITH COMMITTEE
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FOR REFERENCE

STATE OF KANSAS
DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES

915 S.W. Harrison, Docking State Office Building, Topeka, Kansas 66612-1570

Acmn Havois Mental Health & Retardation Services Dennts Tanior
overnor Fifth Floor North i Acting Secretary
(913) 296-3561

November 7, 1990

To: Méntal Health and Retardation Services Legislative Task Force

Re: MR/DD Advisory Committee

In August of 1989, I formed a committee to advise me on the
establishment of policies, procedures, regulations and budgets
pertaining to MR/DD services in Kansas. An outline of the
conmittee's function and its participants is attached to this
correspondence. Since its inception the committee has addressed
several key issues including: designation of the primary service
provider for individuals who are both mentally retarded and
mentally ill, the development of a family service plan, the
development of a plan to merge the primary SGF funding sources and
an examination of certification requirements for direct care staff

in ICFs/MR.

as requested the committee's recommendations

Most recently MH&RS h
e which would guide the

relative to a proposed service plan outlin
future development of MR/DD services in Kansas. (The most current
draft of the service plan outline is attached.) As you can see the
members of the committee come from highly diverse prospectives.
obtaining general consensus for this outline has taken some time
to achieve. However, wé believe we have made significant progress
in this regard and are already implementing many of the proposals

in the plan.

e aware of this committee and its work

ing to MH&RS in the coming months. If
r work, do not hesitate to

I thought you may want to b
as you review issues pertain
I can be of any other assistance 1in you

call ne.
Sincerely,
A )‘/xl, n~<__~
Al NemecC
Commissioner
AN:RS:eb
Attachments

=7




II.

The Mental Retardation/Developmental Disabilities
Advisory Committee

Function

The role of the Advisory Committee is to provide the
Commissioner of Mental Health and Retardation Services with
recommendations regarding policies, procedures, regulations
and budgets pertaining to MR/DD services provided in Kansas.
The goal of the committee is to help develop coordination and
cooperation among all MR/DD service providers, clients and
advocates so that the largest number of individuals are
served effectively, efficiently and in the most integrated
environment possible.

Membership Guidelines

The Advisory Committee will be selected by the Commissioner
of MH&RS. The Commissioner of MH&RS will seek to provide
representation from the following cross section of service
agencies, advocacy groups and administering agencies:

The Commissioner of Mental Health and Retardation
Services

Three individuals representing advocacy groups for
individuals who are mentally retarded or developmentally
disabled

One individual representing Kansas Advocacy and
Protective Services

One individual representing Kansas Association of
Rehabilitation Facilities

Two individuals representing'Community'Mental Retardation
Centers and/or Affiliates

Two individuals representing Small Intermediate Care
Facilities for the Mentally Retarded

One individual representing Large Intermediate Care
Facilities for the Mentally Retarded

One individual representing Kansas Planning Council on
Developmental Disabilities Services

One individual representing the Department of Health and

Environment, Adult and Child Care Bureau
Three State Mental Retardation Hospital Superintendents

One individual representlng Mental Health
one individual representing Special Education

The following divisions will provide one representative to
the Advisory Committee on an Ad Hoc basis:

Rehabilitation Services
Youth Services

Adult Services

SRS Area Offices

[-iD



III. Mental Retardation/Developmental Disabilities Advisory
Committee Members - 11/7/90

Ethel May Miller - Association of Retarded Citizens

Dawn Merriman - Parent

Karen Testa - Parent

Gary Daniels - Parsons State Hospital

Tony Lybarger - Winfield State Hospital

Yo Bestgen - Kansas Association Rehabilitation Facilities
Lori Pendergast - Arrowhead West (CMRC)

.Jim Blume - Developmental Services of NW Kansas

(CMRC/ICF-MR)
Joan Strickler - Kansas Advoc. & Protective Services/DD

' Council

Carolyn Hill - Wichita SRS Area Office

Gary Bishop - Shawnee County Special Education Coop.
Richard Schmitz - Faith village (ICF/MR)

Michael Strouse - Community Living Opportunities (ICF/MR)
Joseph Kroll - Health & Environment

John Howe - Hartford Training Center (ICF/MR)

Gary Cook - Occupational Center Central Kansas (CMRC)
Janet Schalansky - Topeka Area Office

Steve Schiffelbein - Rehabilitation Services

Jan Waide - Youth Services

Bob Day - Kansas Neurological Institute ™
Bob Clark - CLASS, Ltd. (CMRC)

Lee McLean - University Affiliated Programs

Iv. Operational Guidelines

A.

-pby the full Advisory Committee.

Due to the size of the Advisory Committee, it will not

attempt to develop initial recommendations directly. The
Advisory Committee, under the direction of the
Ccommissioner, will form Ad Hoc Subcommittees consisting
of its members or designees. These subcommittees will
prepare formal draft recommendations on assigned issues.
completed formal draft recommendations will be reviewed

MH&RS will be

represented on each Ad Hoc Subcommittee.

Agendas for meetings of the Advisory Committee will be
established by the Commissioner of MH&RS primarily based
on formal draft recommendations provided to the Advisory
Committee by subcommittees. The agenda for each meeting
and draft recommendations to be discussed will be
distributed to Committee members ten days in advance of

each meeting.
The Advisory Committee will discuss each draft

recommendation and will formulate a final consensus
recommendation for the Commissioner of MH&RS.




ey -

-3~

The Advisory Committee will meet at least gquarterly. The
Commissioner of MH&RS may request more frequent meetings
based on requests of the Advisory Committee and/or Ad Hoc
Subcommittees.

Expenses of participating on the Advisory Committee must
be the responsibility of the individual member or
sponsoring agency.

J-i2



11/5/90
Mental Health and Retardation Services

Mental Retardation and Other Developmental Disabilities
Service Plan Outline

Statement of Social Value

All Kansans, including those with mental retardation and other
developmental disabilities, have the right and should have the
opportunity to participate and be integrated in the life of their
community and to exercise options to choose where and with whom
they }1ve, where to work, to participate in preferred leisure
activities, to be educated in schools of their choice in their

neighborhoods and to build and maintain relationships with family
and friends. '

Mission Statement

A comprehensive array of support and direct services should be
further developed and administered in Kansas which provides the
greatest degree of integrated service options to individuals who
are mentally retarded or otherwise developmentally disabled. This
array of services should be enhanced and further developed in
partnership with the individuals served, their parents and
advocates, providers of service and state, federal and local

governments.

Principles of Service Provision

services to Kansans with mental retardation and

The system of
developmental disabilities must be flexible and consumer driven,

based on individual needs. Services should be offered at a time
and place which does not segregate or stigmatize individuals and
in a way which provides diverse service options based on the

following minimum principles:
service providers to justify

restrictive services - whether
arrangements, leisure

1. Tt is the responsibility of
separate, nongeneric or more
in special education, living
opportunities or work.

All individuals have the right to due process.

3. All individuals and/or their guardians should have
opportunities to make choices including, but not limited to,
They should select and keep

where to live, work and play. . : K
possessions, be treated with respect and live 1n surroundings

that provide individuality and privacy.
4. All individuals should be dealt with in an equitable manner.
5. Each individual in a program should receive services tailored
to address their unigue personal strengths and needs rather
than based on the availability of services.
6. Individuals should have the opportunity to have a safe, clean

and healthy environment.



All services should continually meet at least minimum quality
standards. ’

Services and the administration, management and oversight of
services should be provided in the most cost effective manner
possible. .

All individuals and agencies should advocate for resources and
services which are in keeping with these principles. This
advocacy effort should be led by individuals who are mentally
retarded or otherwise developmentally disabled, their family,
friends and guardians and include service agencies, county,
state and federal agencies, elected officials and the general

public.

GCoals 1990=-1985

I.

IT.

Enable children who are mentally retarded or developmentally
disabled to live in families by:

A. Providing a comprehensive system of family support
services such as:

1. In-home and out-of-home respite
2. Supportive home care

3. Service coordination

4. Crisis intervention

5. Counseling and parent education

B. Providing alternative families for children whose
families can not keep them in their natural home. '

c. pProviding services to children in state hospitals or
other congregate settings only in crisis or in an
emergency on a short term basis.

Enable a greater number of individuals who are mentally
retarded or developmentally disabled to be served in

integrated settings.

A. Develop a stable and predictable funding pattern for all
MR/DD services which is more likely to insure adequate
and appropriate resources through a shared funding base
at the local, state and federal level.

B. Increase the funding and/or capacity of community

- integrated programs to serve a greater number of
individuals so there is no inordinately long wait for

services. o
Increase the number of individuals served in integrated

jess restrictive work, residential and leisure settings.
state operated

D. Develop procedures oOr systems for
facilities to provide technical support and consultation
on request to assist community programs to serve those
with more severe disabilities where there are shortages
of local fiscal and professional resources and expertise.



E. Enable §tate operated facilities to serve no more than
the national per capita average number of ‘individuals in

such facilities.
Enable large private ICFs/MR to serve no more than the

F.
national per capita average number of individuals in such
facilities.

G. Eliminate any items in the nurse practices act which

prevent quality health care services from being provided
_ in nonmedical licensed facilities.

H. Establish recognized community MR/DD centers as the point
of information and referral and for providing or
arranging for provision of service coordination for all

individuals who are mentally retarded or developmentally

.disabled who are seeking services in the center's service

area unless they are otherwise eligible for and receiving
other generic service coordination assistance.

I. Define the role of the recognized community MR/DD center
and its relationship to government agencies and its

clients.

All services provided should meet minimally acceptable

III.
quality standards.

A. All facilities, services and programs .will become
accredited or ICF/MR certified.

B. Establish quality assurance staff in field offices.

C. Systems will be developed which involve advocates and
consumers in monitoring and developing services.

D. Technical and legal assistance will be developed for
parents, guardians and family to assist in insuring that
cervices meet minimum quality standards.

D. Achieve wage equity for commun
especially direct service staff.

ervice coordination 1is the

1+ is recognized that when s
ty service provider there is

responsibility of the primary communi
an inherent conflict of interest. A better approach would be to
establish independeént case management services. However, it is
pelieved that the cost of the development of independent case
nanagement would divert limited funds from planned expansion of
community MR/DD services. Given the number of individuals in

institutions and waiting for service such diversion of funds is
se approach is necessary 1n

unacceptable. Therefore, this compromi
f limited funds for planned

order to avoid the possible diversion o
service expansion. In order for this compromise to work

effectively individuals, parents, guardians, friends and advocates
nust be empowered to hold community MR/DD centers accountab}e for
securing or providing services and to be responsive to individuals
needs. As with all service systems the state will ultimately
provide the final back-up if services are not provided by the

conmunity agencies.

ity MR/DD agency staff,

”



Iv.

E.

Implcment a comprehensive data collection and management
system which supports and monitors guality assurance

efforts.

Services for individuals with special unmet needs should be
developed.

A'

B.

All

Develop an array of services for individuals who are
offenders and are mentally retarded or developmentally
disabled but are not competent to stand trial.

Develop an array of services for individuals who are
mentally retarded or developmentally disabled and

mentally ill.

-gervices should be provided in the most cost effective

manner possible while still meeting at least minimum quality
standards.

A.

B.

C.

Establish an administrative and legislative process by
which the major portions of the MR/DD budget are reviewed

as a whole.
Achieve the national average for per diem expenditure for

MR/DD services.
Maintain and increase the use of local funding sources

jncluding county mill levy, private donations, HUD
subsidies and grants.

Objectives for FY 1991

I.

IT.

State General Funding of Community MR/DD Programs

A.

B.

CO

D.

The-

A.
B.

C.

D.

Consolidate State Aid, Social Service Block Grant and
Special Purpose Grants into one funding source.
Increase community MR/DD services so at least 150
unserved individuals can be placed from community waiting
lists into integrated community services.

Establish the conditions and time lines under which
community agencies would be required to be accredited.
Request funds which allows state support to keep pace
with the increase in the cost of living.

Existing HCBS Waiver

Transfer the MR/DD portion of the HCBS waiver to MH&RS.
Oobtain HCFA approval for increased HCBS rates and
jncrease rates for habilitation to $29/day and for
residential to $37/day as appropriated for FY 91.

Request increased funds to raise the average rates for
habilitation to $36/day and for residential to $44/day.
Encourage small bed ICF/MR providers to voluntarily
decertify their facilities in favor of being funded using

HCBS.

.y
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III.

Iv.

V.

VI..

Allocate all available HCBS slots to SRS Area Offices to

E.
be used by existing community MR/DD programs. Some of
these slots could fund, either directly or indirectly,
the placement of individuals out of State MR/DD
Hospitals.

New HCBS Waiver

A. Apply to HCFA for a the new HCBS waiver including
services for children.

B. Request funds to support the new waiver.

C. Continue the implementation of the objectives for the
existing waiver listed above.

ICF/MR

A. Transfer the administration of the ICF/MR program to
JMH&RS.

B. Limit the number of additional ICF/MR beds.

Cc. oObtain recommendations from providers in the development
and implement of a new reimbursement methodology which
reimburses direct service costs based on the level of
severity of disability of the individuals served in each
facility.

D. Establish a functicnal ICF/MR eligibility criteria.

1. Establish who, of currently served HCBS and ICF/MR

clients, would become ineligible for services.

Replace the ineligible HCBS clients with eligible

clients on an agency by agency basis.

3. Develop a plan on either phasing in the new
eligibility criteria for ICF/MR or placing the
ineligible clients.

2.

Family Support

Develop a family support program plan.

A.
B. Dedicate some existing funds to family support services.

1. Request funds in the new HCBS application.

2. Require some of the expansion in state general funds
be used for family support services.

3. Encourage community MR/DD providers to use available
special purpose grant funds for family support
programs.

Personnel

A. Regqguest 12 specialized Area Support/Quality Enhancement
field staff.

B. Reguest staff for data processing and analysis.

c. Coordinate and cooperate with all relevant individuals

and agencies to devise and implement a plan to support




VII.

VIII.

IX.

XI.

XII.

the cnhancement of staff training in community MR/DD
agencies.

Information Services

A. Confirm that the Kansas Rehabilitation Information System

(KRIS) is accurate and operational.
B. Implement the use of the Developmental Disability Profile

(DDP) for all clients.
C. Complete the interface between KRIS and the DDP.

D. Initiate the ICF/MR certification data system.

Targeted Case Management (Service Coordination)

A. -Design a plan for how Service Coordination can be

provided by community MR/DD centers.

B. Design a plan by which existing community MR/DD center
‘funds already expended for Service Coordination can be
used as the state portion of the match for medicaid
funding of targeted case management.

C. DPrepare and implement a medicaid targeted case management

plan provided by the community agencies.

Reduce budgeted average daily census in the State MR/DD
Hospitals by 50.

Merge the budget process for all MR/DD programs.

A. Assign one SRS budget analyst for all MR/DD programs.

B. Reguest one DOB analyst for MR/DD programs.
C. Request one legislative analyst for MR/DD programs.
D. Regquest one subcommittee from each house review the MR/DD

budget.

ian which could allow for the separation of MH&RS
from SRS. This could include a joint separation of several
divisions so as to minimize the cost of such a separation by

identifying any unnecessary duplication of effort in the

funding and oversite of MR/DD services in state government.

Prepare a p

Maintain the MR/DD Advisory committee as a key element in

providing advice and guidance in developing and implementing

cervice and budget objectives.

Add a UAP representative to the committee.

A.
Add more parents/advocates to the committee.

B.
Plan and implement crisis intervention services.
A. Start a pilot program which provides short term funding
for crisis intervention.

j-i§



XIV.

XV.

B. Design an administratively feasible heavy care provision

for ICFs/MR.
C. State MR/DD pospitals should develop a plan to provide
short term intensive in-facility and outreach crisis

intervention.

Services for MR/DD offenders and MR/DD and MI.

A. Research best practices in service delivery.

B. Design a service plan.

c. Standardize the method of dealing with difficulties in
this area until an acceptable plan is implemented.

Nurse Practices Act

A. Review the current nurse practices act to identify the
Jimpediments it could cause to expanding community service

options to individuals who have health care needs.

B. Initiate a dialogue with the Board of Nurses regarding
possible necessary revisions to the act.

Objectives for FY 1992

I.

II.

III.

IV.

State General Funding of Community MR/DD Programs

A. Request funds to place 200 individuals from community

waiting lists.
B. 1Initiate the first phase of the requirement for community

agencies to be accredited.
Request an increase in the state's share of funding for

C.
community programs from 54% to 57%.
D. Regquest an increase in state funding to keep pace with

inflation.

Family Support

Include requests for funds for direct provision of family

A.
support services in all funding requests.

State MR/DD Hospitals and large ICFs/MR

. Reduce the combined census by 175 by placing individuals

A.
into small ICFs/MR and community agencies using HCBS
funding.
B. ZInitiate more restrictive admissions procedures for
children. .
interagency service

C. Require ICFs/MR to enter into
agreements with community MR/DD centers.

plan and implement crisis intervention services.



VI.

A. Regquest short term emergency funding for crisis services

state gencral funds and ICF/MR heavy carc.
B. State MR/DD hospitals should implement a plan to provide
short term intensive in-facility and outreach crisis

intervention.

HCBS

A. Initiate the new HCBS waiver.
B. Establish tiered HCBS rates based on the DDP data.

Propose necessary legislative changes to the nurse practices
act.
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ATTACHMENT 2

RE: PROPOSAL NO. 19 — DEPARTMENT OF SOCIAL AND
REHABILITATION SERVICES

INTRODUCTION

Proposal No. 19 directed the Task Force on Sodial and Rehabilitation Services to:

StudyandcvaluatcthcadministraﬁvcmmcandfmaioningoftthcpamncmofSodaland
RchabﬂimﬁonScwice&wizhancmphasisonimproﬁngthewacﬁccﬁvm&ofthcdcﬁvcryofscrviws;
rcﬁcwmccﬁcaivcncsdthcadminiscaﬁmofprogamsmdfmaiomwkhpuﬁmlemmredndng
duplication in the delivery of services, improving cooperation among agencies and administrative units,
and maximizing resources through better utilization of matching funds; review rules and regulations
adopted by the federal government and the Secretary of Sodial and Rehabilitation Services to determine
tht.hcrthcscrcgulationsassistorhindcrinthcadmh's!raﬁonofprogramsandﬁmaionsofthc
Department and identify and evaluate cause of programmatic cost increases.

The Task Force was first established by the Legislative Coordinating Council for the 1990 interim. The
TaskForccprcparcdarcpoxtandrccommcndaﬁonstothcl%lugislamrcbaseduponthcworkoffonr
subcommittees.

For the 1991 interim period, the Task Force divided into the following four subcommittees: mental
health and retardation services; financing; preveation; and medical services and long-term care. Each Subcommittee
wasdircctcdbytthaskForcctosmdyandrcvicwccmintopicspcrtziningtothcbepamncntofSodaland
Rehabilitation Services. The Subcommittees met cach month to receive information and develop recommendations
i their subject area. hmmcassmbcomminecsﬁﬁtcdmmmmityﬁdﬁﬁ&asapanoﬁhcinfmmﬁongamcrhg
process. TthubcomminceonMcnmchalthandRcmdaﬁonScrﬁwPa:ﬁdpaxcdinaﬁniﬁngOWVﬁon'
wnfmthcptcmbadcalbgwith&cwnwmofpcopkwithdadopmm&ldisabﬂiﬁ& Several Subcommittees,
alongwithothcrlcgislators,tookpartinaNovcmbcrconfcrcnc:hostcdbytthnivusityofKansasSchoolofSodal
Welfare concerning investing in social services. SubcommiﬁwmadcrcpoﬂstothcfnﬂTaskFomcataDcc:mbcr
meeting. The Finance Subcommittes met subsequently in early January to modify its recommendations in response
to Congressional action.

For the 1991 interim, the Task Force consists of the following 17 legislative members and sevea public
members:

-
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Rep. Gary Blumenthal, Chairperson
Sen. August Bogina, Vice-Chairperson

House Members Sengte Members
Rep. Ann Cozine Sen. Paul Burke
Rep. Duane Goossen Sen. Ross Doyen
Rep. Henry Helgerson Sen. Frank Gaines
Rep. Sheila Hochhauser Sen. Nancy Parrish
Rep. Jo Ann Pottorff Sen. Doug Walker
Rep. Tim Shallenburger Sen. Wint Winter, Jr.
Rep. Jack Sluiter

Rep. Galea Weiland
Rep. Steve Wiard

Pyblic Members

Dr. Robert Harder

Mr. Larry McCants

Dr. Nancy McCarthy Snyder
Ms. Sandra McMullen

Dr. Chris Petr

Dr. Joe Reitz

Ms. Mary Sue Severance

The remainder of this report details the activities and recommendations of each Subcommittee.
Recommended legislation will be introduced early in the 1992 Session.
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SUBCOMMITTEE REPORTS

Subcommittee on Mental Health and Retardation Services
Mental Retardation and Developmental
Disability

ngmg v

1. General Conclusions

The Subcommittee makes the following general recommendations concerning community Support services
for mentally retarded or otherwise developmentally disabled individuals:

. A comprehensive array of support and direct services should be developed in Kansas which
provide the greatest possible degree of integrated service options to mentally retarded or
otherwise developmentally disabled people. This array of services shall be enhanced in
partnership with individuals served, their pareats, advocates, service providers, and federal,
state, and local governments.

] The system of services to Kansans with mental retardation and developmental disabilities
must be flexible and based on individual needs. Services shall be offered at a time and
place which does not segregate or stigmatize individuals, in a way which provides diverse
service options based on the following principles:

© It is the responsibility of service providers to justify separate, nongeneric, or
more restrictive services — whether in special education, living arrangements,
leisure opportunities, or work.

o Al individuals have the right to due process.

o  All individuals and/or their guardians shall have opportunities to make
informed choices including, but not limited to, where to live, work, and play.

Thcyshansclec:andkccpposscssions,bctrcatcdwﬁthrcspcdandﬁvcin
surroundings that provide individuality and privacy.

o  All individuals shall be dealt with in an equitable manner.

©  Each individual shall receive services tailored to address their unique personal
strengths and needs rather than based on the availability of services.

o Individuals shall have the opportunity to have a safe, clean, and healthy
environment.

o  All services shall continually meet at least minimum quality standards.

o  Services and the administration, management, and oversight of services shall
be provided in the most cost cffective manner possible.

3
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o] All individuals and agendies shall advocate resources and services which are
in keeping with these principles. This advocacy shall be guided by individuals
who arc mentally retarded or otherwise dcvclopmcnta.lly disabled, their
families, friends, and guardians. Advocacy shall include service agendes,
county, state and federal agendies, clected offidals, and the general public.

The following new ideas should be embraced by the state and community service providers:

L] Decisions should be based on future planning for individuals rather than “slots” in the
system. -Service coordinators should then be trained to implement such decisions.

® Nuclear and surrogate families should be paid to provide a home for children as an
alternative to public and private institutions.

L Money should be allocated in such a way that services are wrapped around the individual
bascdonalcvdofnccd;mthcrthanfundh:gfadliﬁs,programgorscrﬁec&

] The system should consider people before disabilities, facilities, systems, or burcaucradies,

and should encourage the use of generic services rather than segregated, specialized
services.

2. Legislation

The Subcommittee recommends that legislation be introduced to enlarge the statutory description
of mental retardation to include mental retardation and developmental disabilities (MR/DD) such as autism,
cercbral palsy, epilepsy, or other similar physical or mental impairment. The definition, set out in detail below,
further defines mental retardation.

The Subcommittee also recommends passage of HB. 2530, currently in the House Committes on

Public Health and Welfare. This bill would allow the delegation of noninvasive nursing procedures in community
settings that service persons with developmental disabilities.

3. Community Mental Retardation/Developmental Disability Programs

a high quality service infrastructure. These recommendations are set out in the report.

The Subcommittee recommends that a comprehensive array of support and direct services be
developed which provide the greatest possible degree of integrated service options to MR /DD people. This array

4
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of services shall be enhanced in partnership with individuais served, their parents, advocates, service providers, and
federal, state, and local governments. Furthermore, services shall be offered at a time and place which does not
scgregate or stigmatize individuals, in a way which provides diverse service options based on nine principles which
are enumerated in the report.

The Subcommittee recommends that decisions should be based on future planning for individuals
rather than “slots” in the system. Service coordinators should then be trained to implement such decisions; nuclear
and surrogate families should be paid to provide a home for children as an alternative to public and private
institutions; money should be allocated in such a way that services are wrapped around the individual based on
a level of need; the system should consider people before disabilities, fadilities, systems, or bureaucracies, and
should encourage the use of generic services rather than segregated, spedalized services.

The Subcommittee recommends that recognized community mental retardation centers (CMRCs)
provide all service coordination (targeted case management) for MR /DD adults. Additionally, the Subcommittes
adopts aﬁmdingproposalprcscntcdbyMI-lRSwhichuMaMcdiaid matching process called “certified match "

4. Hospital Consolidation

The Subcommittee believes that decisions must be made for the uitimate benefit of the client and
notes that the trend, nationwide, is to place as many individuals into community settings as possible.

The Subcommittee recommends that, as a resuit of implementation of the community services plan
as articulated by the Subcommittee report, one state mental retardation hospital should be closed by FY 1995.
It is not the intention of the Subcommittee, through this recommendation, to recommend the abandonment of
state hospitals. The Subcommittee belicves, however, that consolidation of existing hospitals is an appropriate
issue for legislative review.

The Subcommittee recommends that a determination regarding which state mental retardation
hospitalsshouldbcdosed,orwmoﬁdatcdbcmdcbytthcpamncmofSodalandRchabﬁimﬁonSaﬁw
(SRS). The Subcommittee propounds scveral factors for SRS to consider when making this decision. These
factors are enumerated in the report.

The Subcommittee also recommends that SRS be given the authority to contract with consultants
to assist it in implementing the Subcommittee’s recommendation.

The Subcommittee recommends that community programs give special consideration to hiring those
hospital workers who are displaced by hospital consolidation or staff reductions, provided the workers are qualified
for the particular community job.

5. Vocational Rehabilitation and Special Education

The Subcommittee recommends that a stable staff of transition counselors be utilized to provide
direction and assistance; and to work actively with families, students, education, and community providers for long-
range transition planning.

The Subcommittee recommends that special education be closely monitored and returned to at least
2 90 percent funding level
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6. Autism

The Subcommittee recommends the establishment and funding of a Kansas Resource Center on
Autism.

7. Directions to Agencies

The Subcommittee requests a study be undertaken during the next legislative session, by SRS, to
cvaluate whether combining the funding of the state mental retardation hospitals and community programs is
advisable.

The Subcommittee directs MHRS to establish standards for community development centers, core
services, quality assurance, and quality enhancement. In addition, MHRS should establish minimum knowledge
and performance competency levels for professional and paraprofessional personnel within the community,

The Subcommittee directs MHRS to work at establishing funding relationships with county
governments.

The Subcommittee recommends that MHRS work with the Kansas Department of Transportation
(KDOT) to review its rules and regulations to determine whether current methodology for operating costs is in
keeping with the maximum cost in reimbursement allowances permitted by the federal government.

TthubmmminecakodkcdsKDOTtoasccrminwhcthuKansas’Bampomﬁmpoﬁqkin
compliance with the federal Americans With Disability Act, and to bring its conclusion to the attention of the
House Appropriations and Scnate Ways and Means SRS Subcommittees and the Transportation committees,
during the 1992 Legislative Session.

Finally, the Subcommittee encourages the vocational rehabilitation system and the Department of
Education (through special education) to work together to strengthen these programs.

Background

There are approximately 15,200 people with mental retardation and other developmental disabilities
living in the State of Kansas. Of these, 65.9 percent have mental retardation, 209 percent have head injuries, 63
percent are cpileptic, 5.1 percent have cerebral palsy, and 19 percent are autistic.  About 7,300 (48 perceat) of
the mentally retarded/developmentally disabled population are children under the age of 21. Most meatally
retarded or developmentally disabled people have additional disabilities. Approximately 30 percent have been

diagnosed with psychiatric disorders.

In addition to the 986 persons in state hospitals, approximately 6,039 individuals are served in the
community or in private, large-bed, intermediate care facilities (ICFs/MR). According to SRS, Division of MIRS,
about 1,000 persons are served in private ICFs/MR, about 1,700 reside in a variety of community residential
settings and just over 4,000 persons are served by 27 CMRCs. Over 1,500 persons served by CMRCs live at home
with relatives; 300 live alone; 200 are in individual integrated living arrangements; 30 children live in foster care;
and about 6,400 are children in special education programs in Kansas schools.
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Kansas has three state hospitals or institutions for the mentally retarded — Parsons State Hospital
and Training Center, Winfield State Hospital and Training Center, and Kansas Neurological Institute (KNI), which
serves approximately 986 clients. Kansas had four state hospitals for the mentally retarded until the closure of
Norton State Hospital in 1988. In addition to mental retardation, many of the clients at these institutions have
severe scnsory and motor disabilities, behavior problems, chronic health conditions, and severe communication
disorders. According to MHRS, there arc more persons with severe or profound mental retardation in the
community than there are in state institutions.

During the 1990 Legislative Session, 2 House Appropriations Subcommittee, while working with
the budgets of the state mental retardation hospitals, recommended the closure of one of the hospitals. The
corresponding Subcommittee of the Senate Ways and Means Committee did not agres. A compromise transpired
when the 1990 Legislature mandated "that of the moneys appropriated for SRS for the current fiscal year, [FY
1991] expenditures shall be made for the development and implementation of a plan which shall be submitted by
the secretary of SRS to the legislature on or before January 15, 1991, and which makes provisions to move a total
of at least 50 clients from KNI, Parsons State Hospital or Winfield State Hospital into community placements and
community facilities for persons who have mental retardation or other developmental disabilities. The plan shall

include a detailed proposal covering:
L the plan’s impact on families of clients and staff at all three institutions;

2. the number of clients that the secretary of social and rehabilitation services anticipates will
be placed into the community from each institution;

3. the status of available community facilities;
4. recommended funding alternatives for the placements;

5. identification and location of the one or more wards, cottages, units or equivalent client
facilities to be closed at one or more designated institutions pursuant to the plan;

6. a breakdown of the number of clients, the level of mental retardation, physical handicaps
and psychological impairment of the clients designated to be moved from the one or more
closed wards, cottages, units or equivalent client facilities;

7. a specific plan for the reduction of staff at each designated institution and an evaluation of
whether additional staff will be required at the other institution or institutions;

8. a review of the use of alternative Medicaid financing options, such as waiver availability for
group homes and the personal care option as noted in the March, 1990 report preseated to
the above agency by the national association of state mental retardation directors; and

9. a recommended target date of June 1, 1991 to place as many additional institution clients
from the waiting list as possible into the community throughout fiscal year 1991."

During the 1991 Session, the Legislature adopted a plan proposed by MHRS which called for
downsizing the three state mental retardation institutions by a total of 113 dlieats. Under this plan, by the end
of fiscal year 1992, the census of Winfield State Hospital and Training Center will be 332 (down 58 clients); the
census of KNI will be 310 (down 45 clients); and the census of Parsons State Hospital, if possible, will be 260

(down ten clients).
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In addition, the 1991 Legislature recommended, in H.B. 2640 that *. . . expenditures may be made

On July &, 1991, the Governor sent a letter to Robert Harder, Acting Secretary of SRS requesting,
for budget review purposes during the first part of November, a determination as to what the component parts
pf a study to close a state mental health or retardation hospital should include. The Governor opined that it was

1. Development of Community Services for the Mentally Il
and Mentally Retarded/Developmentally Disabled

assodiated client movement. In addition, the Subcommittee would look at particular issues pertaining to persons
with autism and would look at the needs of the family of an individual with a2 disability.

Subcommittee Activ

The Subcommittee first held

Community Services and Hospital Closings, an update of client movement from mental retardation hospitals to
community programs, and a discussion of autism issues,

In addition to hearing testimony, the Subcommittee toured KNI and the Topeka Association of
Retarded Citizens’ sheltered workshop at the Topeka Industrial Park. In lieu of its September Subcommittee
meecting, the Subcommittee participated in the "Uniting Our Vision" conference held on September 6 and 7, 1991
The conference dealt with the concerns of people with developmental disabilities. Conference sessions focused
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on carly intervention, supported employment, family support, financing, community living, and transition planning.

Final Subcommittee meetings, held on October 16 and 30, 1991, focused on the results of the
conference and the response of Mental Health and Retardation Services to issues raised during the conference.
The Subcommittee also heard testimony from parents and family members of developmentally disabled persons
who were concerned about the possible closure of state mental retardation hospitals, and who stressed the need
for the state to maintain large state run hospitals or institutions.

Committee Activi

1. Closure and Consolidation of State Mental Retardation Facilities

The Subcommittee firmly believes that decisions must be made for the ultimate benefit of the client,
and notes that the trend, nationwide, is to place as many individuals into community settings as possible. The
Subcommittee begins its recommendations by defining the role of the state mental retardation hospitals. Since
downsizing, closing, and consolidating the hospitals has been a recurrent theme throughout the last several
legislative sessions, the Subcommittee’s first recommendation is that, over the next five years, Kansas should
downsize from three to two state mental retardation hospitals. The Subcommittee understands that consolidation
of state hospitals will not return dollar for dollar savings.

This decision, on its face, seems to indicate that the Subcommittee does not support the use of large
state-run institutions. This assumption is incorrect. The Subcommittee concludes that there is a significant and
beneficial role for state mental retardation hospitals and institutions. The Subcommittee envisions a strong
symbiotic relationship between community programs and hospitals in the state. With this recommendation, the
Subcommittee intends to strike a balance between parental/guardian rights, family rights, and client rights. It is
not the intention of this Subcommittee to recommend the abandonment of state hospitals. The Subcommittee
belicves, however, that consolidation of existing hospitals is an appropriate issue for legislative review.

As stated by the SRS Task Force in 1990, *all Kansans, including those with mental retardation and
other developmental disabilities, have the right and should have the opportunity to participate and be integrated
into the life of their community and to excrcise options to choose where and with whom they live, where to work,
to participate in preferred leisure activities, to be educated in schools of their choice in their neighborhoods . . .
The Subcommittee reaffirms this language and concludes that choice should also include an institutional option.
While the Subcommittee’s goal is to streamline or consolidate institutions, an institutional setting should always
be available for clients and their familics; and as a safety net for those individuals who attempt to utilize
community services but who are unable, for whatever reason, to live away from an institution. '

The Subcommittee recommends that a determination regarding which state mental retardation
hospital should be closed, or whether consolidation should be undertaken, be made by SRS. The Subcommittee
further recommends that the decision be based on objective criteria rather than political or subjective standards.
Any dedision shall take into consideration, but not be limited to, the following factors:

1 the best interest of each client, including medical, housing, transportation, rehabilitation, and
educational needs;

2. physical plant, e.g., how much renovation will be necessary in the next few years to upgrade
the fadlity;

i~29




Pro. No. 19

3. geographical considerations, e.g., the location of families of consumers, the physical location
of a hospital, the proximity of available alternative community services;

4. the per diem cost of each hospital;
5. the cconomic impact of closing a hospital on its host community; and

6. the availability of employment alternatives for bospital workers.

The Subcommittee recommends that SRS be given the authority to contract with consultants to assist it in
implementing the Subcommittee’s recommendation. The Subcommittee also recommends that, as a result of
implementation of the community services plan as articulated by the Subcommittee report, one statc mental
retardation hospital should be closed by FY 1995,

The Subcommittee further recommends that community programs give special consideration to
hiring those hospital workers who are displaced by hospital consolidation or staff reductions, provided the workers
are qualified for the particularly commuunity job.

2. Five-Year Plan

In conjunction with the recommendation to close and consolidate a state mental retardation facility,
the Subcommittee also adopts a five-year plan presented by MHRS (see Table I). According to the plan, the 1,400
clients currently on the waiting list for community services will receive full community service by 1995; the census
of the state mental retardation hospitals will be reduced by &3 clients a year, to 497 by 1997; all children with

the waiting list, should ensure adequate service for persons who have mental retardation or developmental
disabilities in Kansas by 1997. Table 2 and Table 3 provide additional information concerning clients served by
community services, community waiting lists, types of developmental disabilities, and the intelligence level of
persons served in community and hospital scttings,

Subcommittee does not intend, by this request, for SRS to write burdensome rules and regulations which inhibit
the ability of local MR/DD service providers to carry out their mission. The Subcommittee believes that it is
incumbent upon the state to form a cooperative partnership with community providers to fund these programs.

1 rename CMRCs Community Developmental Centers and establish a slate of services which
shall be available in each service area;

2 set minimum standards for knowledge and performance competence for paraprofessional
and professional personnel who serve persons in the developmental service system;

3. establish a statewide, state level presence in area SRS offices to validate the mechanisms
and monitor service provision, service quality, and service planning;

10
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4. establish quality enhancement processes and procedures which go beyond minimally
acceptable standards and which are led by consumers and parents;

5. establish a minimum wage or other salary enhancements for community provider staff; and

6. establish reimbursement levels that are tied to the level of individual need instead of funding
services based on labels and categories. For example, design model contracts which provide

funding for people, not programs.

The Subcommittee recommendations assume that funding will wrap around each individual rather
than each program serving the individual. To safeguard this concept, several conferees suggested that funding for
the mental retardation hospitals be combined with funding for community programs. Thus, when a client moves
from the institution into the community, a certain percentage of the funding could follow. (Not all of the funding
could follow because as each client leaves a hospital, the per diem costs of the hospital increase.) Combining the
funding of the hospitals and the community programs would enable SRS to make necessary adjustments as clients
were moved. Some concern, was voiced by community providers that if hospitals were threatened with
decertification, money would be pulled from the community budgets to correct the deficiency. This was resolved
with a suggestion that money could only flow one way — from the hospital into the community. This, however,
poses an additional dilemma. Currently, each hospital has a scparate budget, while community funding is part of
the SRS budget. If the budgets were combined and the money flowed onc way into the community, hospital
superintendents would not know what the actual budget was; financial management would be difficult. Also, if
a client nceded or wanted to use the "safety net” and return to the institution, it would not be possible to reverse
the funding flow. Although intrigued by the notion of combination funding for institutions and community
programs, the Subcommittee does not take a position on this issue. The Subcommittee, however, requests that
further studies be undertaken by SRS during the next legislative session.

3. The "Uniting Our Vision" Conference

On September 6 and 7, 1991, the Subcommittee participated in the “Uniting Our Vision Conference;
a Kansas Conference on People with Developmental Disabilities.” Conference sessions focused on early
intervention, supported employment, family support, financing, community living, and transition planning. At the
end of each session, conference participants were asked to complete a survey addressing recommendations for
possible legislative actions, state agency changes, and changes in the current service system. Survey recommenda-
tions were summarized by the Kansas Assodiation of Rehabilitation Facilities (KARF) and presented to MHRS.
A joint mecting was then held with KARF representatives, MHRS, parents, and other interested parties to discuss
the conference results. The outcome of this discussion, plus additional testimony from parents and providers, was
presented at the October 16,1991 Subcommittee meeting. The following Subcommittee recommendations evolved
from the "Uniting Our Vision" Conference:

A, Philosophy of Community Support Services

1 The Subcommittee recommends that a comprehensive array of support and direct services
should be developed in Kansas which provide the greatest possible degree of integrated
service options to mentally retarded or otherwise developmentally disabled people. This
array of services shall be enhanced in partnership with individuals served, their parents,
advocates, service providers, and federal, state, and local governments.

2. The system of services to Kansans with mental retardation and developmental disabilitics
must be flexible and based on individual needs. Services shall be offered at a time and
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place which does not segregate or stigmatize individuals, in a way which provides diverse
service options based on the following principles:

a. It is the responsibility of service providers to justify scparate, nongeneric, or
more restrictive services -- whether in special educatinn, living arrangements,
leisure opportunities, or work.

b.  All individuals have the right to due process.

¢.  All individuals and/or their guardians shall have opportunities to make
informed choices including, but not limited to, where to live, work, and play.
They shall select and keep possessions, be treated with respect and live in
surroundings that provide individuality and privacy.

d Al individuals shall be dealt with in an equitable manner.

c.  Eachindividual shall receive services tailored to address their unique personal
strengths and needs rather than based on the availability of services.

f.  Individuals shall have the opportunity to have a safe, clean, and healthy
environment.

g All services shall continually meet at least minimum quality standards.

h.  Services and the administration, management, and oversight of services shall
be provided in the most cost effective manner possible.

L All individuals and agendies shall advocate resources and services which are
in keeping with these principles. This advocacy shall be gnided by individuals
who are mentally retarded or otherwise developmentally disabled, their
families, friends, and guardians. Advocacy shall include service agencies,
county, state and federal agendies, elected officials, and the general public.

The Subcommittee further recommends that the following new ideas be embraced by the state and
community service providers: d

1 Decisions should be based on future planning for individuals rather than "slots” in the
system. Service coordinators should then be trained to implement such decisions.

2, Nuclear and surrogate families should be paid to provide a home for children as an
alternative to public and private institutions.

3. Money should be allocated in such a way that services are wrapped around the individual
based on a level of need; rather than funding facilities, programs, or services.

4, The system should consider people before disabilities, facilities, systems, or burcaucracies,

and should encourage the use of gemeric services rather than segregated, specialized
services.
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B. Professional Standards

The Subcommittee believes that there are a large number of very competent providers of
community services within the state; however, testimony indicates that there are no uniform
standards of care for service providers. The Subcommittee directs MHRS to establish
standards for Community Development Centers, core services, quality assurance, and quality
enhancement. In addition, MHRS should establish minimum knowledge and performance
competency levels for professional and paraprofessional personnel within the community.

C. Noninvasive Medical Procedures

The Subcommittee recommends passage of H.B. 2530, currently in the House Committee
on Public Health and Welfare, which would allow the delegation of noninvasive nursing
procedures in medical care facilities, adult care homes, or elsewhere to persons not licensed
to practice nursing if supervised by a registered nurse or a licensed practical nurse. The
Subcommittee believes that basic medical procedures, often performed at home by family
members, should be available in all community settings serving persons with developmental
disabilities.

D. Local Support

The Subcommittee reviewed information regarding the establishment of local support for
community mental retardation and developmental disability facilitics. The Subcommittee
learned that in 1969 the Legislature authorized counties to establish mill levies to fund
services to individuals who arc mentally retarded or otherwise developmentally disabled.

In 1974, the Legislature authorized state aid funding as a match for local funding cfforts.
In carly years, local funding exceeded state funding. In recent years, however, this has
changed. Testimony indicated that from 1988 to 1991, county contributions increased 17
percent while state contributions (including social service block grants) increased 76 percent.
Virtually all service expansion in community services in the last several years is a result of
increased state and federal funds.

There are 27 recognized community mental retardation centers in Kansas. All but one
CMRC provides services to individuals who are mentally retarded or otherwise develop-
mentally disabled. These CMRCs are local agendies directly receiving county mill funds
and state aid. The Subcommittec heard a proposal from MHRS which would establish a
partnership with counties to provide services to individuals which are not Medicaid funded.
When services are expanded to individuals which cannot be funded by Medicaid, the state

would provide 60 percent of the cost and the local counties would provide 40 percent.

The Subcommittee makes no recommendation on this proposal but directs the Department
of Mental Health and Retardation Services to work at establishing funding relationships with
county governments.

E. Service Coordination

Service coordination, frequently called targeted case management, provides MR/DD
individuals and their families with guidance, assistance, and advocacy in securing necessary
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services. Service coordinators guide people through the maze of federal, state, and provider
bureaucrades to obtain services specfically designed for their needs. The Subcommittee
learned that Kansas does not have a comprehensive service coordination system. CMRCs,
state hospitals, and private ICFs/MR all provide some coordination services. However,
services provided by these organizations are limited; not only by existing resources, but also
by the services each agency usually performs.

The Subcommittee recommends that recognized CMRCs provide all service coordination
for adults with MR/DD. Additionally, the Subcommittee adopts a funding proposal
presented by MHRS which utilizes a Medicaid matching process called "certified match.”
Using this approach, community agencies would provide service coordination to everyone
who requests it in their service area. The CMRC would bill SRS for the service and certify
that it has already received the state Medicaid match in the form of SRS grants awarded
to it within current appropriations. SRS would then pay only the federal matching portion
of the cost of services. The Subcommittee notes that this approach would require specially
trained SRS staff in regional areas to monitor the quality of services and case management
provided by the CMRCs, at an estimated cost of $500,000 to $1,500,000. The Subcommittee
believes, however, that this strategy is the most cost effective option available. Service
coordination is a critical starting point for a successful statewide community program.

F. Transportation

The Subcommittee learned, during the *Uniting Our Vision" conference, that families have
routinely complained of lack of transportation to and from available community services.
The Subcommittee notes that K.S.A. 75-032 et seq., refers to the Elderly and Handicapped
Public Transportation Assistance Act. The Act established the Elderly and Handicapped
Coordinated Public Transportation Assistance Fund and directs the Secretary of the Kansas
Department of Transportation (KDOT) to develop a plan to implement the Act. The Act
defines transportation as "the movement of individuals and meals in a four or more wheeled
motorized vehicle designed to carry passengers. Transportation does not include emergency
or school transportation.” The Subcommittee recommends that MHRS work with KDOT
to review its rules and regulations to determine whether current methodology for operating
costs is in keeping with the maximum cost of reimbursement allowances permitted by the
federal government. The Subcommittee also directs KDOT to ascertain whether Kansas’
transportation policy is in compliance with the federal Americans With Disability Act, and
to bring its conclusion to the attention of the House Appropriations and Senate Ways and
Means SRS subcommittees and the Transportation committees during the 1992 Session.

G. Family Subsidy Pilot Project

The Subcommittee notes with approval that the 1991 Legislature implemented a family
subsidy pilot project for respite care. In addition, MHRS has allowed more flexibility
through spedal purpose grants, the HCBS waiver for respite care, van lifts, and home
modifications. Testimony provided by MHRS indicates that the family subsidy program
should be in operation by December 1, 1991. The Subcommittee applauds efforts made by
MHRS to implement this program and recognizes that the program expands options and
alternatives for families and community Living.

14
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H. Vocational Rehabilitation

The Subcommittee heard testimony from community providers regarding the need to
strengthen the transitional vocational rehabilitation system. Testimony indicated that
traditionally, adults with developmental disabilities have received training for employment
through sheltered workshops. These workshops have served many purposes such as training
people for community employment, providing a paid work environment, providing an
environment where people with disabilities have the necessary support to enable them to
work, and providing an alternative means of funding community programs. Recent trends,
however, allow job placement directly into the competitive work environment or through the
supported employment model which provides supports for the individual at the work site.

The Subcommittee encourages the vocation rehabilitation system and the Department of
Education (through special cducation) to work together to strengthen vocational
rchabilitation programs. In particular, the Subcommittec recommends that a stable staff
of transition counselors be utilized to provide direction and assistance and to work actively
with families, students, education, and community providers for long-range transition

planning.

L Specal Education Programs

The Subcommittee expresses concern regarding the underfunding of Special Education
programs. Testimony indicated that some public schools were cutting services rather than
expenses. The Subcommittee recommends that special education funding be closely
monitored and returned to at least a 90 percent funding level. Currently, spedial education
is at a 73 percent funding level -

4. Aptism

In addition to the mental retardation and developmental disability concerns discussed above, the
Subcommittee also specifically focused on one particular developmental disability — autism. Autism is a developmental
disability which affects an individual’s communication skills, social perceptions, and learning rate. Itisa neurological
disorder of the brain, frequently accompanied by disruptive, self-injurious, or aggressive behavior, stereotypic body
movements, and a preoccupation with objects. There is no known cure. The 1987 Task Force Report on Autism
estimated that there were 3,654 autistic individuals in Kansas at that time.

The Subcommittee learned that services are often not available to persons with autism and that
individuals arc frequently placed in settings inappropriate to their needs. Because professionals are untrained or
unfamiliar with this disorder, parents and volunteers have shouldered the primary responsibility of providing
programming suggestions, information, referrals, and even training of caretakers and providers.

The Subcommittee recommends the establishment of the Kansas Resource Center on Autism to provide
a source for:

1. information on autism;

2. a central registry for autism for tracking purposes and statewide needs assessment;



Pro. No. 19

3. formation of spedific training agreements and consultations with agendies to train agency
staff to use the positive intervention strategy;

4. training, technical assistance, and consultation to teachers, advocates, and friends and family
members of people with autism;

5. collect, update, and present information on autism to various professionals, families,
community agendes, and the public;

6. provide parents and families with information and problem solving techniques;

7. provide accurate, timely information to state agendes and legislators, to facilitate
networking, and to advocate for best practices; and

8. increase public awareness through new videotaped productions and Literature.

The Resource Center would provide existing agencies and providers with the latest methods and practice in
addressing this disorder. Approximate cost of the resource center would be $135,400. Estimated expenditures
would include salaries and wages for three FTE (two professionals and one support person ($91,000)); rent
($6,000); travel ($19,200); communications ($4,700); staff training (36,200); program equipment ($3,000); and a
resource library ($4,100).

S. Uniting the Vision

In addition to the establishment of a Resource Center for Autism, the Subcommittee recommends
legislation enlarging the statutory description of mental retardation to include mental retardation and
developmental disabilities. As established by the “Uniting Our Vision® Conference, the Subcommittee believes
that people with developmental disabilities and their families have unique needs, which are often inadequately
addressed by community services. Services which should be available to all disabled individuals are often
selectively doled out to those who fit only within a narrow statutory definition. The theme of the conference was
unity, and it is the Subcommittee’s unanimous recommendation that all persons with developmental disabilities
be united through legislation which defines mental retardation and other developmental disabilities as follows:

Mental retardation means significantly sub-average intellectual functioning existing concurrently with
deficits in adaptive behavior. Other developmental disability means a condition such as autism, cerebral palsy,
cpilepsy, or other similar physical or mental impairment. In addition, mental retardation and otherwise
developmentally disabled, also, means a severe, chronic disability which:

1 is attributable to a mental or physical impairment or a combination of mental and physical
impairments, AND '

2, is manifest before the age of 22, AND
3. is likely to continue indefinitely, AND

4. . results in substantial limitations in any three or more of the following areas of life
functioning:

a. self-care,

16
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understanding and the use of language,
learning and adapting,
mobility,

self-direction in setting goals and undertaking activitics to accomplish
these goals,

living indcpendcx;dy, and

cconomic self-sufficiency, AND

reflects a need for a combination and sequence of special, interdisciplinary or generic care,
treatment or other services which are lifelong, or extended in duration and are individually
planned and coordinated, AND

does not include individuals who are solely severely emotionally disturbed or seriously and
persistently mentally ill or have disabilities solely as a result of infirmities of aging.

Rep. Gary Blumenthal, Subcommittee
Chairperson

Rep. Henry Helgerson, Subcommittee
Vice-Chairperson

Rep. Ann Cozine

Rep. Tim Shallenburger

Sen. Wint Winter, Jr.

Ms. Sandra McMullen
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SERVICE
1YPE

Service Coordinatlion

Suppor ted Employment/Supported
Living Services

* W Hatching Grants

* MRS Contlinuation Grants

* State General Funds

Hedical Services
* HCBSAHR Reciplents
* SGF Recipients

Day and Resfidential Habilitation

Services

* Existing SGF Services(incl,.SS 3478

* COLA for Existing Services
* Exlisting HCBSAR Reclpients
* Hew HCBSAR Reclpients

* Reduce Institutlons using HCB

State Institutions
Private Institutlons

Famity Support Services
* Famlly Subsidy

* Other Famlly Support Services 144

Agency Support Services

* SRS Fleld Staff

* Local Consumer Councils
* CRC Staff Training

* Bi-Annual Needs Assesment
* Rate Setting Study

Institutionat Services

* Three State Institutions
* Large Private ICFsAR

* Small Private ICFsAR

Total (Unduptlicated)
FY 92 SGF $82.85 sm Inflated

Additional State General Funds
NOTES:
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TABLE I

Estimated Costs of Providing Full Services for Persons
Who have Hental Retardatlon or Developmental Disabliitles
in Kansas by 1997
As recommended by the 1991 HI{BRS Legislative Subcommitiee

Persons SGF Cost FED Cost Persons SGF Cost FED Cost Persons SGF Cost FED Cost Persons SGF Cost FED Cost

Persons SGF Cost FED Cost

Served

75
375
1090

2470
5130

3478

786
T2

510
402

2000
119

497
200
346

10471

Revised 010392

(millions(mill lons

$1.50 $6.32
$0.40 $1.80
$5.84
$14.34
$3.56 $5.34
$5.13
$30.98
$6.82
19.86 $14.79
$8.93  $13.40
$10.90  $16.35
$5.73 18.59
$6.00
$2.16
$0.29 10.29
$0.47
$1.98
$0.29
$21.34  $29.48
$3.86 15.19
$10.02  $15.07
$150.41 $117.2)
$101.08 $8.08
$49.34 $109.15

Served (milllons(mitllons Served (millions(millions Served {(mitlions(millions Served (millions(millions
...................................................................................................................................... .
5044 $0.00 $3.04 6162 $0.50 $3.85 7118 10.75 $4.62 8010 $1.00 $5.45
15 $0.40 $1.80 75 $0.40 $1.80 15 $0.40 $1.80 15 $0.40 $1.80
15 $1.00 150 $2.07 225 $3.23 300 $4.48
218 $2.45 436 $5.09 654 $7.94 a7z  $11.00
1218 $1.75 $2.63 1615 $2.33 $3.49 1900 $2.74 $4.10 2168 $3.12 $4.68
3816 $3.82 4176 $4.18 4544 $4.54 4837 $4.84
$30.98 3418 $30.98 3478 $30.98 348 $)0.98
$1.24 $2.53 $3.87 15.271
186 $7.58  $11.37 186 $8.35 $12.52 186 $9.12  $13.48 786 19.48  $14.22
108 $1.04 $1.56 358 $3.80 $5.70 466 $5.41 $8.114 570 $6.88  $10.31
190 $3.46 $5.19 273 $5.17 $7.76 356 $7.02 $10.53 439 $9.00 $13.50
134 $1.63 $2.44 213 $2.69 $4.04 292 $3.84 $5.76 i $5.07 $7.60
400 $1.20 800 $2.40 1200 $3.60 1600 $4.80
$0.43 288 $0.86 432 $1.29 574 $1.73
$0.25 $0.25 10.26 $0.26 $0.27 10.27 $0.28 $0.28
$0. 41 $0.42 30.44 $0.46
$0.79 $1.15 $1.43 s
$0.22 $0.24 $0.26 $0.28
$0.20
829  $27.36 $41.04 T46 326.80 $40.20 663 326.16 $)9.24 5680 $25.41 $38.12
S16 $7.32 $10.98 437 $6.710  $10.04 358 $5.93 $8.89 279 $4.99 $7.48
346 $7.37  $11.05 346 $7.95  $11.93 346 $8.59 $12.89 346 §9.2r  $13.91
7155 $100.90 $91.36 8098 $114.87 $101.59 8899 $127.80 $109.87 9696 $140.44 $117.36
$86.16 $68.90 $89.61 $71.66 $93.21  174.53 196.93  $17.51%
$14.13  $22.46 $25.26 $29.93 $34.59  $35.%4 $45.51  $19.85

. This sheet estimates costs for a full service system for persons vho are developmentally disabled.

. This sheet does not reflect SRS appropriation requests due to Limited state resources.

. This sheet does not reflect SGF costs for service coordination because existing SGF will be used as certifled Hedicald match,.
. Host funds on this spread sheet, Including the $82.55mm approprlated for fy 92, were Inflated 4% per year,

. This sheet does not include any additional support from tocal countles,

. In FY 97 Kansas vitt consol idate from three state mental retardation hasplitals to tvo.
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Units of Service

Table 2

Persons Served by Community
Units of Service

in Kansas 1988-1992
6000 -

5000+

4000+

NN

3000+

2000+

NN

1000+

0-
1988 1989 1890 1891 1992
Years

Y State Aid il SSBG N SPG =R Waiver

People Waiting for Service

at CMRCs

in Kansas 1988-1992

12004

10004

800

600+

400

Number of Persons

200+

0O

Prepared by Mental Health-and Retardation Services.
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There has been a real
increase in the number
of persons served, as
the mix of funding
changed (State Aid,

Title XX Social Service
Block Grant, Special
Purpose Grants, and
Home & Community Based
Services Waiver), and

as community services
capacity building became

a priority

Over 1,100 persons (children &
adutts) are waiting for
community based services
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Table 3

Types of Developmental Disability

Autism (1.8%)

Epilepsy (6.3%) ' " Although mental retardation

~ IS most prevalent, other
) ' developmental disabilities (cerebral
Other(Head inj) (20.9%) 2 palsy, autism, epilepsy, and head
N injuries) are included

Cereb.Palsy (5.1%) Retardation (55.9%)

Intelligence Level
Persons in Kansas MR/DD Services

Number of Persons

7.49%
\\\\\ .?: ". »
> i 3 N
.t F 3N
- N : N N AN
y %\ p— 2\ 4\; NN N4 f
No M

Range of MR
Prepared by Mental Health and Retardation Services.

There are more persons with severe or profound mental retardation in the
commun ity than there are in state institutions
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SUPPORTING KANSANS
WITH
DEVELOPMENTAL DISABILITIES

STATE OF KANSAS
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
DONNA WHITEMAN, SECRETARY

5

MENTAL HEALTH & RETARDATION SERVICES COMMISSION
GEORGE D. VEGA, COMMISSIONER

Original
October, 1991

Update
February, 1994

SRS Mission Statement
"The Kansas Department of Social and Rehabilitation Services empowers individuals and families to
achieve and sustain independence and to participate in the rights. responsibilities and ber.efits of full
citizenship by creating conditions and opportunities for change, by advocating for human dignity and
worth. and by providing care, safety and support in collaboration with others."
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As William Allen White wrote in The Nation (Aprii 18. 1922), Kansans are:

'a people neighbor minded in the Golden Rule. a people neighbor bound by
ties of duty, by a sense of obligation. by a belief in the social compact....."

These values placed Kansas at the forefront of social progress. | believe the
.deas presented here are very much in keeping with this tradition.

This report is about people who need society's help. some temporarily, and
some for a lifetime... People who are and want to be our neighbors.

My vision for Kansas is to have a system of services that, once again, ranks
among the leaders of our nation. The key ideas presented in this report would
make a difference for all Kansans with developmental disabilities. | hope you
will give them your thoughtful consideration and support.

Sincerely,

George D. Vega
Commissioner
Mental Health & Retardation Services
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PRErFACE

‘Aental Heaith and Retaraation Services :MH&RS) Division of MR/DD Services originally
sroauced Supporting Kansans with Deveiopmental Disabilities in Octoper. 1891, It
was updated in January. 1992 and endorsed by the Legisiative Task Force on SRS as
oroposed by the Subcommittee on Mental Heaith and Retardation Services.” The mission
and principles of service provision were approved and ideas such as person centered
planning, supporting children in families. reallocation of resources. and a people first value
system were formally recommended to the Legislature by the Task Force. The funding
nian on page 11 was expanded. at the recommendation of the Task Force. from an origi-
nal three year plan to a five year plan and inciuded the closure of one state mental retarda-

tion hospital by FY 1997,

The September. 1993 revision of the strategic plan was updated to include a revised fund-
ing pian to reflect the current status of MR/DD services funding, but it was not changed
supstantiaily from the original publication. This most recent revision inciudes corrections

on pages 8 and 11 to reflect FY 1897 projections.

Task Force on Social and Renabilitation Services. (January, 1992). Report on Kansas
Legislative interim Studies to the 1992 Legislature. Filed with the Legislative
Coordinating Council. Pp. 3-20
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WHAT IS OCCURRING N MR/DD SEXVICES

KEY INFLUENCES

Resources

it Is a continual struggie. particulariy in difficuit economic imes. 10 agequately fund social
service programs. This struggie is currently being waged simultaneously with moving from
a program model of service to a model of support. Relationships in the system of services
for peopie with deveiopmental disabilities are driven ecocnomicaily: money spent on
services creates local jobs. has economic impact on communities, and creates pressures
on legislators and policy makers to preserve formalized structures.

Direct care workers have historically been low paid and lacked adequate training. These
problems have often resulted in high turnover rates which created inconsistency in service
delivery. The implementation of tiered rates for the home and community based waiver
(HCBS/MR) services. which included salaries comparable to state institution beginning
staff salaries, and the inclusion of money in HCBS/MR rates and grants to provider
agencies for staff training coordinators have begun to address these issues reiated to
turnover.

There are shortages of many licensed professionals in heaith care and other services,
especially in rural areas. Access to medical and therapeutic services has been limited by
state medicaid coverage limitations and the lack of availability of medical professionals
with knowledge concerning developmental disabilities.

‘With the national trend of extending eligibility for services beyond persons with mental
retardation to those with other developmental disabilities. more peopie are competing for
scarce funding resources. Policy makers must develop creative mechanisms to use
existing funds more efficiently, or develop eligibility criteria which prioritize who will have
access to available dollars.

Advocacy
Advocacy by consumers, families. and providers of service is the linchpin of a responsive.

adequately funded system of services which asks "What do you want and need?" - a
system which supports persons rather than programs. In reality, advocacy for individual
services may bring key actors into conflict (e.g., when one family is adamant their child
receive institutionai services while others advocate for more community services) at the
expense of improving the overall system of services. When there is cooperation, however.
the advocacy of consumers. famiiies. and providers can result in movement toward
common goals.
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Expansicn

Community services for peopie with developmental disabiiities nave expanded steadily in
<ansas since FY 1982. and very rapidly since FY 1891 witn the approval cf the home ana
community based services (HCBS) waiver. Additionaily. schooi age children and their
‘amilies are now being served by agencies which traditionaily served only adults. Overail.
axpenditures for community services have increased by 388% since FY 1982. from
$23.149.808 to $89.915.651. Forty percent more peopie were served in the community in
FY 1993 than in FY 1988. This rapid expansion has taxed the system and the people
working in it. even though many people are still waiting to receive services.

Trends

Nationally. services for people with developmental disabilities have shifted from a
congregate model! - largely institutional - to integrated small community settings. More
recently. there has been a move away from the system of speciaily built facilities and
programs to individualized services and supports which maximize the use of existing
housing stock and available jobs in the community. While Kansas has closed one state
institution (Norton State Hospital), nationally, institutional census reduction has outpaced
us.

POPULATION PERCENTAGE OF
MR INSTITUTIONS IN KANSAS VS THE U.S.
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Zoncurrent with the cnange in now Services are ceing aelivereq, Zuallty of service issues
are drawing more attenuon. partcularly now services aadress inaividual needs and
oreferences. Consumer CONMrol and exercising the opporunity I Make real choices nave
Jecome increasingly important as providers of service undersiana that inciusion /n the
community wiil resuit in acceptance by the community. negating 1ne needa for speciaiized.
segregated services.
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WHAT PEOPLE WANT
CHOICE in daily decisions about job. friends. recreation. and residence.
CITIZENSHIP as a part of the community. Having interdependence and part-

nership. Exercising decisions affecting oneseif.

ECONOMIC to work. to contribute, to have options for success.

OPPORTUNITY

FREEDOM of movement. Freedom from stigma.

INDIVIDUALITY by having a name and a personal history in the community and
the opportunity to choose with whom to live with dignity and
status.

A VOICE money, transportation. services. medications. and resources.

REGARDING

PERMANENCY of a stable life in the community without fear of return to an

institution. To be with family and frienas.
PRIVACY of records, files. and histories.
RECOGNITION of abilities. capacities, and gifts.

RELATIONSHIPS with family, friends. and partners.

SECURITY and protection from harm in environments where risk is con-
trolled. To have safety and to receive competent services.
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WHAT TO DO

There is. of course. a iarge gap oetween the vision of wnat persons with MR/DD want and
neea and the current type ana agequacy of services avaiiable in Kansas. Over the past
swo decades the Kansas Depantment of Social and Rehabilitation Services (SRS)
Commission of Mental Heaith and Retardation Services (MH&RS) has produced several
planning documents. These inciude five year plans (1886 - 1891). annual budgets. as well
as action documents: Home and Community Based Services (HCBS) Waiver. etc., which
have established goals, objectives, and outcomes. The most recent document resulting
from the agency's planning effort is the 1990 service plan outline developed by the MR/DD
Advisory Council covering the 1891-1995 period. Common threads among these
documents include values and mission statements, and principles of service provision.

VALUES

Kansans with mental retardation or developmental disabilities should have the opportunity
to be included and integrated in the life of their community. They should be able to
exercise options to choose where and with whom they live, where to work, to participate in
preferred leisure activities, to be educated in schools in their neighborhoods and to build
and maintain relationships with family and friends.

MISSION

A comprehensive array of support and direct services shouid be deveioped in Kansas
which provides the greatest degree of integrated service options to the person who is
mentally retarded or otherwise developmentally disabled. This array of services shouid be
enhanced in partnership with individuals served. their parents. advocates. providers of
service, federal, state and local governments. ‘

PRINCIPLES OF SERVICE PROVISION

The system of services to Kansans with mental retardation and developmental disabilities
must be flexible and based on individual needs. Services should be offered at a time and
place which does not segregate or stigmatize individuals. in a way which provides diverse
service options based on the following minimum principles:

1. It is the responsibility of service providers to justify separate. nongeneric or
more restrictive services - whether in special education. living arrangements,
leisure opportunities or work.

2. All individuals have the right to due process.

Page 6
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All individuals ana/or thelr guaraians snoulc nave cpporuniies 10 make
cnoices incluaing, out not iimited 10. wnere i< live. work ana play. They
snould select anad keer possessions. ce rszateg with respect 2na live in
surrounaings that provide individuaiity ana zrivacy.

All individuals shouid be dealt with in an egcuitable manner.

Each individual should receive services taiicred to address their unique
personai strengths and needs rather than based on the availabiiity of
services.

Individuals should have the opportunity to have a safe, clean and heaithy
environment.

All services should continuaily meet at least minimum quality standards.

Services and the administration, management and oversight of services
should be provided in the most cost effective manner possible.

All individuals and agencies should advocate for resources and services
which are in keeping with these principles. This advocacy effort should be
guided by individuals who are mentally retarded or otherwise
developmentally disabled. their family, friends and guardians and include
service agencies. county, state and federal agencies, elected officials and
the general public.

WHAT IS NEEDED

“mprace new ideas

4V]

Base decisions on futures planning for individuals rather than slots in the
system. Then. train service coordinators to implement such strategies.

Pay nuclear and surrogate families to make a home for children as an
alternative to public and private institutions.

Rework the way money is allocated by providing funds to suppert individuais
based on level of need. rather than funding facilities. programs. =r services.
Embrace a people first value system which considers people before
disabilities, facilities. systems, or bureaucracies. and which enccurages use
of generic services rather than segregatea specialized services.
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eccnnigure sgrvices Tl agulls anc cniidren C refiect tnelr vaiues

=or cniidren. Z3vei0oD natural SUCCCRS &nC Tamily SUppens

For adults. rzinforce the preference for ingividual supporis ratner than raciity
based services (e.g.. home/apanment or supported living ratner than
segregarea group NOME: SUPpPOoriec employment rather inan orograms basea
on the "readiness’' model)

Build no more group homes

Look to other uses for segregated work activity and day activity centers

Establish service capacity to provide full community integrated services

Eliminate the community waiting list by 1987

Reduce state MR hospital census to 497 by 1897

Serve all children including the 183 currently in state MR hospitals by 1997
Eliminate all large ICFs/MR by the year 2000 by reducing their census by 78
persons per year

Develop a service coordination mechanism independent of service provision
to serve 9.000 persons by 1997

Develop a solid. high quality service infrastructure

()}

Rename CMRCs to Community Developmental Centers and establish a full
service mandate to be available in each service area

Establish a list of core services which must be available in each service area
Set minimaily acceptable standards for knowledge and performance
competencies of paraprofessional and professional personnei who serve
persons in the cevelopmental service system

Establish a state-wide. state levei presence in area SRS offices to validate
the mechanisms and monitor service provision. service quality. and service
planning

Establish quality enhancement processes and procedures which go beyond
minimally acceptable standards and which are led by consumers and parents
Establish a minimum wage for community provider staff

Establish reimpursement leveis that are tied to the level of incividual need
rather than funding services based on labels and categories  r example.
design mode! contracts which provide funding for people. not programs

Page ¥
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WHAT DO WE NEZD FRCM OUR COMMUNITY AGENCIES?

Zommitment 1o

SUPPOIUNC ndivicuals ratner man taciites
developing. coorainating ana croviding family suppcerts for calidren ana adults
bringing ail persons pack home from cublic and crivate insttutions

quality ennancement

e training through inclusionary rather than medical or educational modeis

f) tolerance for vacancies in and conversion of existing facilities

a) leadership and participation in cooperative service development and
implementation

h) focus on increased financial support at the local level

b serve all types of persons with developmental disabilities (e.g.. cerebral paisy.
autism, etc.) and all age groups
WHAT DO WE NEED FROM OUR STATE AGENCIES?

Support for

a) local planning and coordination

b) self advocacy

c) monitoring and validating local efforts rather than directing and sanctioning

d) provider staff training

e) raising wages of staff in community programs

f) merging legislative appropriations for institutional and community services

g) flexibility and accountability in the use of funds

WHAT DO WE NEED FROM THE LEGISLATURE?

Fiscal and Policy Resources

a) Establish a minimum iocal funding base

b) Authorize MH&RS to establish standards for Community Development
Centers. core services. quality assurance. and quality enhancement

) Establish an appropriations process that merges state hospital and community
provider funding

d) Modify current law governing CMRCs and MH&RS to broaden the mission to
cover persons with developmental disabilities.

e) Authorize MH&RS to establish minimum knowledge and performance
competencies for professional and paraprofesionai personnel in community
developmental services and fund a mechanism to achieve these

) Modify current statutes to reflect a mission which inciudes cersons with
developmental disabilities

a) Pass legisiation which mandates develooment of training and delegation of

non-invasive meaical procedures to be available in ail community settings
serving persons with developmental disabiiities

Page v j -5



WHAT WILL T COST7?

The gevelopment of a full service system resocnsive 10 ine neeas of ail persons with
~ental retardation ana other developmentai disabiiities ana their famnies cannot be
accecmplished merely by reconfiguring or refinancing the current service system. Today
there is a critical shortage of two vital components of a responsive system: service
coordination and quality assurance and enhancement. Only the infusion of new fiscal

resources will add these in full measure to the system.

The estimated cost and interaction of fiscal resources has been projected through 1997.
At that time, the system couid be at full service. Then, as recommended by the Legisiative
Subcommittee on MH&RS/MRDD. service reconfiguration (including the closure of one
state hospital with concurrent redirection of funds to community services) and refinancing
of services within the system could be the mechanisms to meet the new technologies as
they fully evolve. The ongoing costs would increase by cost of living and by graduates

from special education programs.

~here is a waiting list for services. Only the infusion of new fiscal resources will eliminate

this list. This pian will totaily eliminate the waiting list for community services. It will

aiso establish a comprehensive service coordination mechanism which will provide greater
system efficiency and effectiveness on behaif of persons who are mentally retarded or

seveiopmentally disabled and their famiiies.

- Please note that the costs illustrated are estimated and approximate. denoting the
resources needed for a full service system for persons who are developmentaily
disabled. They do not represent SRS/MH&RS budget requests.
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MENTAL HEALTH &

KANSAS DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES

‘ SRS Mission Statement

"The Kansas Department of Social and Rehabilitation Services empowers individuals anc fz™'2s 10 acnieve

ana sustain Independence and to paricipate in the rights, responsibilities and benefits o1 fuli c.lizensmip 2y .
lcreating conditions and opportunities for change, by advocating for human dignity and worth. and by providing |
care. satety and support in collaboration with others.”

July 1. 1994
/~53




For Copies of this Report write or contact:

Mental Health & Retardation Services
915 SW Harrison - 5th Floor
Topeka, KS 66612
(913) 296-3476
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DISTRIBUTION OF
MR/DD SERVICE BUDGET

HCBS (22.47%)

-~ State MR Facilities (39.87%)

Medium/Small ICF/MR (8.18%) -

Large ICF /MR (11.78%)

This graph replaces the one on page 7.
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MENTAL HEALTH & RETARDATION SERVICES

MENTAL RETARDATION AND
DEVELOPMENTAL DISABILITIES

VALUES

Kansans with mental retardation or developmental disabilities should have
the opportunity to be included and integrated in the life of their community.
They should be able to exercise options to choose where and with whom
they live, where to work, to participate in preferred leisure activities, to be
educated in schools in their neighborhoods and to build and maintain rela-

tionships with family and friends.

MISSION

A comprehensive array of support and direct services should be developed
in Kansas which provides the greatest degree of integrated service options
to the person who is mentally retarded or otherwise developmentally dis-
abled. This array of services should be enhanced in partnership with indi-
viduals served, their parents, advocates, providers of service, federal, state

and local governments.




SOCIAL AND REHABILITATION SERVICES
MENTAL HEALTH AND RETARDATION SERVICES

MENTAL RETARDATION/

DEVELOPMENTAL DISABILITIES SERVICES
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SERVICE DESCRIPTIONS

Mental Retardation/Developmental Disabilities (MR/DD) Services within the Mental Health and

Retardation Services Commission administers funds for, or licenses, the following services:

Residential Services

Day Training

These are a range of services designed to
provide assistance, support, or training to
persons in group homes or apariments. The
majority of such settings are owned or leased
by community mental retardation centers
(CMRCs) or their affiliates, but some are
owned or leased by consumers themselves,

Supported Employment

This is competitive work in an integrated
setting with ongoing support in a site where
the majority of co-workers are not disabled, or
in small work groups which have regular
contact with individuals who are not disabled.

Case Management

This provides support to eligible persons by
developing, linking, coordinating and monitor-
ing services, supports and resources.

ICF/MR

Intermediate care facilities for persons with
mental retardation or related conditions must
serve at least four people per facility, and
provide continuous active treatment in resi-
dential and day programs in compliance with
federal regulations.

Adult life skills, work activity, and work adjust-
ment are all designed to assist individuals to
acquire skills in valued activities, including
work, while providing meaningful activity
during the day.

Support Services

These include respite care, supportive home
care or personal assistance, home modifica-
tions and family subsidy. All of these services
are designed to assist persons with develop-
mental disabilities to remain in their own, or
their family's, home. |

Supported Family Living

This is a surrogate family service provided to
children through age 22 to avoid placement in
a non-family congregate setting such as an
institution when they cannot, for whatever
reason, remain with their natural families.

State Institutions

Kansas operates three ICFs/MR: Kansas
Neurological Institute, Parsons State Hospital
and Training Center, and Winfield State
Hospital and Training Center.

Page 4
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FUNDING SOURCES

Community services for persons with developmental disabilities can be paid for in a variety of
ways. Funding administered by DD Services is federal and state money. Community mental
retardation centers (CMRCs) also receive county mill levy money and donations as well as
funds from other commissions of SRS, state departments, and school districts.

Medicaid State Aid
In Kansas, medicaid funds ICF/MR, home and This funding source is state funds authorized
community-based services (HCBS), and by statute, and allocated to CMRCs on a
~ targeted case management. This 60-40 population formula basis. It is not tied to
federal-state combination is a categorical, specific consumers, however, it is used in
means-tested funding source. Individuals combination with other money to serve ap-
must fit into specific categories (e.g., aged, proximately 2,300 peopie.

disabled) and must have income and re-
sources below specified thresholds.

Special Purpose Grants

Social Service Block Grant

These grants are state funds awarded to
SSBG is money provided to states by the CMRCs and their affiliates to provide specific
federal govemment, on a formula basis, and units of service to persons with developmen-
combined with state dollars to fund a variety  tal disabilities.
of social services. CMRCs receive SSBG
money as a part of their consolidated grants
to fund services for a specific number of
people.

Family Subsidy

County Mill Levy

Funds for a cash subsidy are to help ease the
burden of raising children with developmental

Counties collect a mill levy which CMRCs use disabilities. This money is not designated for
as discretionary money to provide services to @ Specific purpose, but is directed to families

individuals, pay for operating expenses, or for assistance with extraordinary financial
staff salaries. expenses incurred in caring for a child with

developmental disabilities.
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FISCAL EFFORT

Kansas ranks 29th in spending for community developmental disabilities services as a per-
centage of personal income.’ In 1977 the state ranked fifth among all states in the fiscal effort
for community services, but dropped to 38th in 1988.2 Approval of a separate home and
community-based services (HCBS) waiver for people with developmental disabilities, a new
family subsidy program, and Vocational Rehabilitation/Mental Health and Retardation Ser-
vices supported living/employment grants have all contributed to the state's upward move-
ment. The graph below compares Kansas's fiscal effort for community services with that for
congregate (facilities with 16 or more beds) services since 1977.

5th

Kansas' Rank Among States

The graphs on the following page provide a breakdown of FY 1994 developmental disabilities
expenditures by category, and clearly demonstrate substantial increases in HCBS funding
since FY 1991.

TRSHtute on Lisabiity and Human Development (UAP), University ot llinocis at Chicago, 1994.

2 8raddock. D. Hemp, R., Fujiura. G., Bachelder, L., and Mitchelt, D. (1980). The State of the States in Developmentai Disagilities.
Baltimore: Paul H. Brookes.
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KANSAS DD EXPENDITURES
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WHO IS ELIGIBLE?

In order to assure that limited resources are used as efficiently as possible MR/DD Services
has developed specific eligibility criteria. These criteria are not intended to define mental
retardation or other developmental disabilities, but to define the group of persons with MR/DD
who can be served with funds we administer.

To be eligible for services funded by MH&RS persons must meet the following criteria:

Mental retardation means significantly sub-average intellectual functioning as evi-
denced by an{Q score of 70 or below on a ‘standardized measure of intelligence. Other
developmental disability means a condition such as autism, cerebral palsy, epilepsy, or
other similar physical or mental lmpaxrment In addmon mental retardation and oth-
erwise developmentally dxsabled is eVIdenced by a severe, chronic disability which:

1. is attributable to a mental or physmal lmpalrment or a combination of mental and
physxcal xmpairments AND , : :

2. is manlfeet. befpre,the age of 22 V

b. understandmg and the use of language

c. leaming and adapting,

d. mob‘hty

e. self-dlrecnon in setting goals and undertaklng activities to accompllsh those
goals,

f. living independently,

g. economic self-sufficiency, AND

5. reflects a need for a combination and sequence of special, interdisciplinary or
genenc care treatment or other services which are lifelong, or extended in dura-
tion and are mdlvxduaily planned and coordmated AND

6. does not include individuals who are solely severely emotionally disturbed or
seriously and persistently mentally ill or have disabilities solely as a result of
infirmities of aging.

When an assessment of "substantial functional limitations" is needed the Eligibilit" Determi-
nation Instrument is available from MR/DD Services.
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FY 1994
ACCOMPLISHMENTS

* 340 persons are being provided supported
employment and 178 are being provided
supported hvrng through consolldated

- grants. : ,

* Overall census at the three state mental

: retardatlon nstxtutrons has been reduced

" by 70, and 61 people have been placed
into the community since July, 1993 usrng

: HCBS/MR funds

* Three addmonal Regional Mental

were unserved in the communrty

“ An additional staff person was hired to
s assrst case managers

"~ The flrst annual "Kansas Conference on
Developmental Dlsabrlltles was attended
by 416 people '

* The number of Kansas counties unserved

" was reduced by two.

Retardatron Coordmators have been hlred

: 541 famllres wﬂ[ berecervmg $200 per T
3 workshops to:supported hvnng and

" and services for 235 additional people who

by community mental retardatlon centers N

FY 1995
CHALLENGES

* Place 63 additional people from state
mental retardation institutions to meet
census. reduction goals.

| * Increase the number of community mental

retardation agencies willing to serve
persons with severe and multiple
disabilities.

1|+ increase services to children with

deveiopmental disabilities and their
families., ’

Cormnue efforts to: convert congregate
residential settrngs and sheltered

families about thetr nghts guardranshrp,
benefits, and services/supports so they
can make-informed, responsible choices.

* Begin work to develop a unified statewide

waiting list for all developmental
disabilities serviCes :

1l* Determine whether sufficient medlcal

dental, and therapeutlc services are
available statewrde across all service
settings.

* Help change the bias toward
institutionalizing Kansans in need.
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WHERE ARE SERVICES RECEIVED?

Community Mental Retardation Centers (CMRCs)
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There are 28 recognized non-profit CMRCs which receive county mill levy money in addition

to other local, state, and federal funds. These agencies serve persons in designated geo-
_graphic areas. Some CMRCs also work with affiliate agencies to ensure a comprehensive

array of services is available. Currently, these agencies serve approximately 5,600 people in

a variety of residential, day, or support services.

Small ICFs/MR

Approximately 300 people are served in 34 small ICFs/MR (16 beds or less). Many of these
facilities are operated by CMRCs.
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Large ICFs/MR

Ten large ICFs/MR (greater than 16 beds) serve roughly 650 peopie. These facilities are
operated by for profit providers. several of which also operate nursing facilities. It is the intent
of MR/DD Services to close all these facilities by the year 2000.
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Kansas operates three MR facilities, whose FY 1994 year end censuses were:

Kansas Neurological Institute 285

Parsons State Hospital & Training Center 225

Winfield State Hospital & Training Center 296
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DEVELOPMENTAL DISABILITIES PROFILE (DDP)
AND
TIERED REIMBURSEMENT RATES

The DDP is a four-page instrument designed to record salient characteristics of individuals
with developmental disabilities. It was developed by New York's Office of Mental Retardation
and Developmental Disabilities (OMRDD) over a two year period.> The information collected
via the DDP includes a broad range of adaptive functioning skills as well as behavioral chal-
lenges and health factors. The instrument yields a score on each of three indexes: adaptive
functioning, maladaptive behavior, and health needs. The higher the score, the greater (more
severe) the need.

Because the indexes are not equivalent numerically, Kansas computes a converted score by
dividing each index score by the highest score obtained in Kansas in the first year of use for
the corresponding index. The three resulting figures are added together and the sum is multi-
plied by 100. '

The DDP has been used as an eligibility instrument for ICF/MR and HCBS since July 1, 1990.
To be eligible for these services, an individual must have a converted score of 50 or above.
The DDP converted score is the foundation of the ICF/MR reimbursement system. Facilities
are grouped according to their facility converted scores. These scores are obtained by taking
the average score of all the residents in the facility for each index and performing the compu-
tations above. Certain HCBS reimbursement rates are also tied to tiers which relate to ranges
of DDP index scores so providers are reimbursed at rates corresponding to the relative sever-
ity of disability.

Tiered HCBS rates are not intended to provide exactly the amount of funding needed for each
and every person served. Instead, it is believed that the funds provided through tiered rates
will, on the average, provide an amount sufficient to appropriately serve everyone no matter
how severely disabled. As this becomes reality, HCBS funded services will indeed be able to
meet the needs of everyone in community integrated services. It is important to realize aver-
age reimbursement does not mean individuals must be served in group settings. It is still
possible to provide individualized community based services using tiered rates.

At the present time, there is no reliable, valid instrument which can predict the cost of services
for an individual. What few studies have been performed on this subject indicate what is most
likely to determine the cost of services is the provider of those services.

TFor & diSCUSSIOn of that development. see 1 he Developmental Disabilities Protile Final Report: | he Design, Uevelopment & Hesting
of the Core Instrument (OMRDD, 1390).
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Distribution of DDP Tiers by Service

As of December, 1993

CIP Placements

Tier § (12.08%),

2~ Tier 1 (38.26%

Tier 4 (14.77%)

Tier 3 (18.12%)

[CFs/MR State MR Facilities

Tier 5 (16.45%) Tier 1 (17.20%) Tier 5 (7.81%)
Tier 4 (14.32%)

Tier 1(31.12%)

Tier 4 (21.83%)
Tier 3 (22.49%)-x

“Tier 3 (24.86%)

HCBS

Tier § (21.25%) Tier 1 (20.42%)

Tier 2 (17.49%)
Tier 4 (22.22%)

Tier 3 (18.62%)
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hOME AND COMMUNITY-BASED SERVICES
(HCBS) WAIVER

The HCBS waiver is a Medicaid program which funds services and supports for people with
developmental disabilities in their communities as an alternative to institutional care. Kansas
received approval from the federal government to operate such a waiver specifically for
people with developmental disabilities in 1991. Since that time the number of people served
by the waiver has grown from 416 to over 1500. The HCBS waiver has been instrumental in
providing services to children with disabilities and their families, as well as in supporting
people who move from state mental retardation institutions to their home communities.

In August, 1993 the Health Care Financing Administration (HCFA) of the U.S. Department of
Health and Human Services reviewed the HCBS waiver. The overall review was very positive,
but two findings were identified
related to overdue re-evaluations
and case management services
provided by agencies which also
provide other waiver services.

Ko
An independent assessment of %
the HCBS waiver was completed @
by Rucker, Powell, and Associ- 3
ates, Ltd. in May, 1994. Such an §

assessment is a prerequisite for
renewal of the waiver which was
approved initially for three years. 0 ‘ ‘ ‘
The assessment concluded 1991 1992 1993 1994
"(t}he Kansas HCBS Waiver FISCAL YEAR
Program has, overall, been a
liberating and exciting success.
...There is general consensus that services are meeting individual needs and the individual's
hfe, today, is clearly better than three years ago. ...The goal of ‘ordinary life' is beginning to
be realized for more and more Kansans with all levels of disabilities.™

A request to renew the waiver for five years was recently submitted to HCFA. If approved, and
sufficient funding is made available by the Kansas Legislature, a potential of 6,495 people
could be supported by FY 1999.

“TliCKeT PoWe & ASSoGiates, Lid. (1094). ABout Like Anyone: Heview of the Home and Communif, 53sed Servic:. /DD waiver.
Herington. KS: Author.
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INTERMEDIATE CARE FACILITIES FOR
PEOPLE WITH MENTAL RETARDATION
(ICFs/MR)

As Kansas joins other states in reducing the population in its public ICFs/MR (Kansas Neuro-
logical Institute, Parsons State Hospital & Training Center, and Winfield State Hospital &
Training Center), a concerted effort is also being made to eliminate large (16+ beds) privately
operated ICFs/MR in order to provide Kansans with developmental disabilities opportunities to
live and work in their home communities. The map on page 11 of this report illustrates where
these facilities are located.

The graph below shows the increase in per diem rates for these ten facilities since Fiscal Year
1991.

AVERAGE % PER DIEM INCREASE
SINCE 7/1/89 ©

30 £ 100 -

Average Approved Per Die

0
0. 1890 1991 1982 1993 1994
Lg.ICFsMR State MR Institutions FISCAL YEAR

Preliminary discussions have been held regarding closure arrangements with four facilities.
The 1993 Legislature appropriated funds to enable Developmental Disabilities Services to
assist providers to close their facilities.

Since January, 1993, three small ICFs/MR totalling 27 beds have closed. Their former resi-

dents are served with HCBS/MR funds. Since the initiation of the HCBS/MR waiver July 1,
1991, 39 small ICFs/MR beds have closed.
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COMMUNITY INTEGRATION PROJECT

Since February, 1991 the census at our three state mental retardation institutions has been
reduced by 154 persons. This reduction has been accomplished by:

1. Preventing admissions to state institutions. Only 5 persons have been admitted since
July 1, 1992.
2. Moving persons into their home communities via a person centered planning process

which allows supports and services to be developed specific to each person. Commu-
nity agencies may negotiate individual reimbursement rates for persons moving into
inclusionary settings. Services for persons moving into congregate settings are reim-
bursed at the established tiered rates.

Though the person-centered planning process is time consuming, the positive aspects of the
process are worth the time

investment. Retums to state

institutions have been minimal, 400 MR Hospital Census

and empowering persons to
make decisions about their :
own lives has enabled smooth 300 + g -
transitions into community d 0 B
settings.

Population
N
(o]
O

Winfield

The major problem the Com-
munity Integration Project has 100 + ; -
experienced has been the

speed at which placements S
have been made. Goals were 1891 1992 1993
developed for each year and Fiscal Year End

1994

will be approximately sixty (60)
placements behind schedule. \

The goal for FY 95 is to “catch up” with the census goals and to place an additional thirty
children. Though all stakeholders would like to increase the pace, all seem unwilling to sacri-
fice the quality of the placements to increase the speed.®

The institution census goal for June 30, 1994 is 743. Reaching this number has now been
adopted as the goal for June 30, 1995. If we are successful in achieving the census goal and
placing 30 children the institution census will be 713 on June 30, 1995. The census goal for
FY 1996 has been set at 650.

Tegislative Division of Post Audit (April, 1939). Heviewing the Transier of Mentally Hetarded Patients from State [nstite Sns10
Community Living Facilities. Topeka. KS: Author.
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CHILDREN IN INSTITUTIONS

In the five year plan Supporting Kansans with Deveiopmental Disabilities, the Division of
Mental Retardation Services set a goal of serving all institutionalized children in the commu-
nity by 1995. As of December 1, 1993, 138 children under age 21 resided in the three state
mental retardation institutions. Fourteen percent of those children are currently in the custody
of SRS.

' CHILDREN IN SRS CUSTODY IN STATE MENTAL RETARDATION
HOSPITALS BY AREA OFFICE* |
APRIL 14, 1994 N
AREA OFFICE INSTITUTIONS TOTALBY |
KNI PSH } WSH A.O. ,
CHANUTE i 1 1 |
EMPORIA | 0 3
GARDEN CITY | 0
|HAYS 1 1
|HUTCHINSON _ 1 1
, KANSAS CITY 2 ' 1 3
|LAWRENCE 2 1 3
|MANHATTAN 0
ilOLATHE 1 1
llsaLmva 0
|TOPEKA 3 4 1 8
'WICHITA 1 1
‘TOTAL BY 5 11 3 19
INSTITUTION :
|Tnformation reporied by the hospitals o

In spite of the success of the Community Integration Project, returning children from institu-
tions to their families or surrogate families has not occurred with any great frequency. The
superintendents of the three institutions have, however, successfully prevented admissions of
children to their facilities, and many of the children who currently reside there will be eligible
for adult services in the next two years.

In addition to children in public institutions, as of January, 1994, 34 children in the custody of

SRS were residing at Lakemary Center, a private institution. The map on the next page shows
the areas from which these children, and those in custody living in public institutions came.
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Children in Lokemary Center.

Children in Stote MR Institutions

Kansas continues to lag behind most states in moving toward a goal of serving no children in
institutions. Information from the Center on Residential Services and Community Living®
indicates that nationally, as of June 30, 1991, children accounted for 8.7% of all state institu-
tion residents. At that time, Kansas was one of eight states where children made up more
than 15% of the developmental disabilities institutional population. Nine states' institutional
populations included less than 3% children. The tables below indicate the states with high,
and low, incidences of institutionalizing children.

STATES WHERE CHILDREN EXCEED STATES WHERE CHILDREN ACCOUNT
15% OF INSTITUTIONAL POPULATION FOR LESS THAN 3% OF INSTITUTIONAL
POPULATION
Arkansas Nevada
: Alaska Minnesota Rhode island”

Kansas New Mexico Arizona New Hampshire* | Vermont™
Louisiana Oklahoma Massachusetts | Pennsylvania | West Virginia
Mississippi South Carolina *since closed all state DD institutions

Although these figures are based on 1991 data, the total percentage of children with develop-
mental disabilities in Kansas state mental retardation institutions remains essentially the
same. The percentage will begin decreasing, however, since no children have been admitted
in the past year. In addition, the Division of MR/DD Services plans to return 20-30 children to
their families, or to surrogate families in the next year. An agreement with SRS Youth and
Adult Services will result in the children in SRS custody finding homes in the commur.ty.

Takin. K.C.. BIake, E.M.. Prouly, R.W., Mangan, 1. & Bruininks, R.H. (1993). Residential Services for Fersons with Deve.comental
Disabilities: Status and Trends Through 1991. Minneapoiis: University of Minnesota Centeron Resicenna: S.m 7c .72 ommunity
Living, Institute on Community integration/UAP.
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- GROUP HOMES -

Since 1991, with the implementation of the HCBS/MR waiver, community mental retardation
agencies have been downsizing and closing group homes and increasing thier efforts in the
provision of supported living services. Waiver funding and grants combining Vocational
Rehabilitation and MH&RS funds have helped to expedite this movement.

~ The table below lists agencies which have downsized or closed homes, along with the number

- of beds eliminated.

i REDUCTION IN CONGREGATE HOMES™
 AGENCY DOWNSIZED | CLOSED | ELIMINATED |
: %Arrowhead West 3 24
EBrown County Dev. Ctr. 1 2 : :
|coF 6 0 |
: !Cottonwood 5 12 bl'
iFmﬂ1vmage 1 2 :E
ﬂHELPJnQ 1 3 {h
HKETCH 1 1 15 E!
fLmemaw 1 1 |
H | —

1Northview 1 5

| Residential Alternatives 5 1 11 lé
{Starkey 1 1 ‘
|sTEPS | 5 12
Tri-Ko 1 4
|Tri-valley > > |
: WDDS 3 20 i f
TOTALS B | 30 e |
;tlf_ﬂ;egti cumulative datasince 1991. -

In addition to the closures and reductions listed above, the following agencies assisted
people, displaced by the closure of twelve group homes (72 total beds) in Butler, Greenwood,
and Elk counties, in locating alternative arrangements: CLASS, Cowliey County Developmen-
tal Services, Doniphan County Workshop, Flint Hills Services, and New Beginnings Enter-
prises. With these 72 beds, in all, 206 group home beds and 21 group homes have been
eliminated in Kansas since 1991.

Page 19
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SERVICE PLAN PROGRESS

Supporting Kansans with Developmental Disabilities presented a five year pian which would eliminate the

waiting list, close one state MR facility, and provide case management to chiidren as well as aduits. FY 1993
was the first year of this five year period. The columns below compare the pian with actual expenditures for FY
1994.

Actual Expenditures Original Full Year Estimates
FY 1994 FY 1994
Type of Service # Served | SGF ~ All Funds | # Served E SGF All Funds

SERVICE COORDINATION 2700 | 000 . 177 6162 . 0.50 3.85
SUPPORTED EMPLOYMENT/LIVING |

VR Matching Funds 75 i 0.40 ‘ 1.80 75 0.40 1.80

MH&RS Continuation 175 202 | 202 150 2.07 2.07

State General Funds 0 0.00 | 0.00 436 5.09 5.09
THERAPEUTIC CONSULTATION(1) 0 0.00 0.00 5791 6.51 10.00
DAY & RESIDENTIAL SERVICES

Grants & Local Funds(2) 3198 | 1683 = 2582 3478 21.99 30.98

Grant COLAs 0.00 0.00 2.53 2.53

1993 Base HCBS/MR 786 6.38 15.62 786 8.35 20.87

New HCBS/MR from the community 618 5.02 12.29 358 3.80 9.50

HCBS/MR from the State Institutions 14.80 2.98 7.29 273 5.17 12.93
FAMILY SUPPORT SERVICES

Family Subsidy 416 1.00 1.00 800 2.40 240

Family Support(3) 617 1.48 1.48 288 0.86 0.86
'AGENCY SUPPORT SERVICES {

SRS Field Staff 0.16 0.31 0.26 052

Consumer Councils 0.00 0.00 0.42 0.42

CMRC Staff Training 0.00 0.00 1.15 1.15

Bi-annual assessment 0 0 0.24 0.24

Rate Study 0 0 0.00 0.00

Institutional Placement Start-Up 0.32 0.32 0 0 ‘
INSTITUTIONAL SERVICES |

State Institutions 806 27.81 71.80 746 26.80 67.00

Private Institutions 961 | 1459 3574 783 | 14.65 36.62

| | |

TOTAL 7800 78.99 | 177.26 8173 | 103.19 208.83

1 Increases in Grants and HCBS/MR rates provide for the cost of these services. A separate cost aliocaiion is no
longer needed.

5 The number served on this line include those whose services are funded with discretionary funds such as mill levy
and state aid.

3. The numbers of persons served is an estimate and not based on direct counts of persons served.
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STATE OF KANSAS

‘COMMITTEE ASSIGNMENTS

CHAIRMAN OF THE DEMOCRATIC CAUCUS

224 W. JEFFERSON MEMBER: EDUCATION
PITTSBURG. KANSAS 66762 PEL%SSZﬁK/EEE(;%Z?ERA;‘?N
AUDI
(316) 231-1669 TOPEKA NCSL TASK FORCE ON
DEVELOPMENTAL DISABILITIES

ED McKECHNIE

REPRESENTATIVE. THIRD DISTRICT

HOUSE OF
REPRESENTATIVES

Comments to the Select Committee on Developmental Disabilities
Rep. Ed McKechnie
Jan. 18, 1995

Thank you Chairperson Pottoroff and members of the committee,

Want to give a very brief overview on my observations of the
Developmental Disability programs in New Hampshire. There is no perfect
comparison state to Kansas because of population, tax base, service
history and executive and legislative commitment.

New Hampshire did close a hospital and that is what much of the
conversation in Kansas has surrounded the past few years so from that
perspective it was helpful.

Just a couple of key points -

The goal in New Hampshire was not to close a hospital, at least initially it
wasn’t. The goal was to provide quality services to citizens with
disabilities in the least restrictive environment. The overall process took
almost 15 years to complete and it wasn’t until about two-thirds of the
way through the process that closure became a discussion point. By that
time it became clear the hospital just simply wasn’t going to be needed
any longer.

The path for the least restrictive environment was complete agreement by
leadership staff in the state MH&DD bureaucracy to provide the best care
available. This was carried out from the Governor all the way down
through the hospital administrator and staff.

This wholeness, the New Hampshire staff now believes in looking back at
the process, was the key to the success. Similarly, the lack of that

MNoase SC - Deu'e,/',:/-’wea?a‘if
LisabiliTies- [-/9-95
A77chment 2 2-]
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wholeness could be the key to our failure in Kansas to provide least
restrictive services.

In New Hampshire there is no local money - no property taxes, no
fundraising.

After the movement of patients out of the hospital was underway, there
was then an organized and methodical plan to relocate state employees.
Over the 15 year process only 75 were terminated without similar
employment in the community.

Services are provided through area agencies and vendors. Vendors work on
year-long contracts to ensure stability.

Differences in physical size of state, distances between communities, no
ICFMR’s, population
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NEW HAMPSHIRE

A group of eight Kansans visited New Hampshire recently to examine firsthand how that
state provides community services to individuals who are mentally retarded or otherwise
developmentally disabled. The group from Kansas included four legislators, Senators
Morris, Petty and Brady and Representative McKechnie; one consumer, Kathy Lobb; one
parent who also works at a state mental retardation hospital, Sara Moberg, and an execu-
tive director of a community mental retardation center in Kansas, Dan Kline. They were
accompanied by two staff from Mental Health and Retardation Services.

New Hampshire was selected to visit because it has many things in common with Kansas
and because its community services for individuals with mental retardation or other devel-
opmental disabilities were purported to be further advanced than Kansas's. In New Hamp-
shire. nearly all individuals who are MR/DD are served in community integrated settings
through local not-for-profit Area Agencies similar to Kansas's community mental retardation
centers. These services were developed as a resuit of a 1979 lawsuit which, when settled
in 1983, required New Hampshire to reduce the size of its state mental retardation hospital.
The clear and outstanding success of community services ultimately resulted in the com-
plete closure of the state hospital. According to state officials this was accomplished in
concert with the state's long tradition of fiscal conservatism and populist government.

On November 15th the Kansas group met with the staff from Area Agency VI serving south
central New Hampshire in Nashua and Merrimack. The Area Agency staff explained how
they determine whether individuals are eligible for services based on a statutory definition
of MR/DD similar to that used by Mental Health and Retardation Services in Kansas. After
being determined eligible most individuals are provided community services consistent
with person centered plans which emphasize family support. natural support and commu-
nity integration. The Area Agency may provide the services directly or it may contract out
with vendors who are similar in some respects to affiliates in Kansas. Area ~gency Vi

provides no services, except service coordination. but instead vendorizes all direct ser-
]

vices. / .
Mg 20 TS
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The Kansas group was told New Hampshire does have a waiting ist for services. Individu-
als are served from the waiting list based on their relative need for immediate services not
on a first come. first serve basis. The Area Agency noted these decisions are relatively
easy to make and the system works very well.

The Area Agency also expiained how placements were made from Laconia State Hospital
one person at a time based on individual person centered plans. Placements from Laconia
started in 1983 and the facility was closed in 1991. New Hampshire has no other state
mental retardation hospital for individuals who are MR/DD.

Also on the 15th, the Kansas group met with Don Shumway, Commissioner and Rich
Crocker, MR/DD Director from the New Hampshire Division of Mental Health and Develop-
mental Services. . Crocker explained that New Hampshire strongly emphasizes values
based training for all participants in MR/DD services. This training was credited with the
success of placing individuals out of state mental retardation hospitals and preventing
Area Agencies from placing individuals from the community into the hospitals. Closure of
the hospital was described as the logical conclusion of this training effort.

Shumway stressed the need to access as much medicaid funding as possible in order to
achieve the values based goals Crocker described. New Hampshire funds approximately
90% of all of its commun~ - ‘DD services with medicaid funds. He emphasized the
progress in New Hampsn .d not have been accomplished with state funds alone.
Much of what New Hampshire is doing with medicaid is similar to Kansas's project to ex-
pand use of the Home and Community Based Services waiver for individuals who are MR/

DD.

On November 16th the Kansas group met with staff from Manadnock Developmental Ser-
vices. the Area Agency which services southwestern New Hampshire. The Area Agency
axplained the responsibilities of a Personal Agent. A Personal Agent is a service coordi-
nator who works only on behalf of the individual with MR/DD to achieve self determination
and quality of life. A Personal Agent takes his/her direction from the individual being
served and not their employer or service provider. They make supports available for the
individual to address their needs, wants and desires without consideration to what services
are available. The Area Agency stressed they have been able to accomplish implementing
this approach, for the most part, more cheaply than other more traditional approaches.
However, the group was told this should never be the driving force behind such decisions.

The general consensus of the Kansas group appeared to be that Kansas has many of the
same positive characteristics New Hampshire has in its MR/DD service system. ~ne of the
clear messages of the visit was that Kansas is heading in the correct direction and must
remain on course in order to continue improving the lives of people with MR/DD. Kansas
needs to focus on, and emphasize, valuing people with disabilities as neighbors ~~d
friends. The tough decisions and how to make them will follow logically from *h.s :ommit-
ment.



SPECIAL COMMITTEE ON WAYS & MEANS

During the 1995 interim the Kansas Legislature appointed
a Special Committee on Ways and Means to review the
status of the state's MR/DD services. The Committee was
chaired by Representative Rochelle Chronister, chairman
of the House Appropriations Committee. and included
influential legisiators from the Senate Committee on Ways
and Means and the House Appropriations Committee.
The Committee met three times during the interim, and
heard input from service agencies, advocacy organiza-
tions, and MR/DD Services in an effort to determine the
need for mental retardation reform.

The final two day meeting of the Committee took place on November 21 and 22 resuilting in
the following deliberations and actions.

The Committee discussed the advisability of using old HB 2523 as the basis for placing
mental retardation reform in statute and decided against that course of action at this time.

The Committee voted to request a Governor's Task Force be established by Governor-
elect Graves to report to the 1996 legislature on the following:

* A review of where Kansas is and where it came from in MR/DD Services

A quick review of what is happening elsewhere although it appears the Committee
feels Kansas is doing what other leading states are doing

Recommendations on the following key policy issues

*x

- Consumer directed services - Role of the Kansas Planning Council on

- The role of CMRCs particularly: gover- Developmental Disabilities
nance, their apparent monopoly on ser- - Role of Vocational Rehabilitation and use
vice dollars, the refusal of some to adopt of 110 funds
"zero reject policy”, the waiting lists for - How to eliminate large for profit ICFs/MR
community services, and the history of - How to assure continuous oversight of
CMRCs and possibility for establishing community services through the quality
competition through services independent assurance process
of the CMRC - MR/DD Reform Legislation

- Family support services - Recommending a process to be estab-

- Parent Assistance Network statewide lished to determine which hospital(s)

- Transition from Special Education should be closed (not name the hospital).

- Part H and Part B funds and how can they An example given was the Closure Com-
best be administered mission established at the federal level to

- Establishing and arbitration or ombudsman nominate which military bases should be
process to mediate disputes between closed.

providers and SRS on individual rates
The Committee recommended the Task Force consist primarily of consumers and services
agencies. Secretary Whiteman indicated MR/DD Services would provide the staffing and

Page 3
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support for the Task Force. The Committee aiso will recommend no legisiators serve on
the task force. Pursuing a model similar to the Mental Health Reform Task Force was
discussed, but concerns were raised about the number of providers and provider represen-
tatives initially involved in that group.

Among other areas of discussion, the conclusion appeared to be Kansas will continue to
downsize mental retardation state hospitals and in the next three or four years closing of
one or more may become inevitable. The Legislature's goal will be to try to deal with the
economic effect on employees and the community(s).

MR/DD Services looks forward to working with all the stake-holders should Governor-elect
Graves implement the recommendations of the Special Committee on Ways and Means.
Kansas has made exceptional progress over the past few years with the support of con-
sumers, parents, community agencies and the Legislature. Continued collaboration can
only increase the benefit to Kansas citizens with mental retardation and other developmen-
tal disabilities.

o —

— ee—.

e T ~. L - L ———
- AN / \‘.\ - - N — ~

. .
/ N e [/ \.\/

(V4 S

CONTEST WINNER

\_ Tonia Kiister, who lives in Chanute and is provided services by <

// Tri-Valley Developmental Services, Inc., submitted the winning
artwork for the 1995 Kansas Conference on Developmental ..~

‘ Disabilities. We received seventeen entries. Ms. Kiister's

. picture was chosen as best representing the theme of the

‘. conference, Crossing the Bridge: Natural Supports for Com-

\ munity Inclusion. Her picture will be used on all conference
" literature, and recently adorned the call for presentations we
sent out. N

> The 1995 conference will be held June 7-9, 1995, at the.
Wichita Marriott. Watch for more information. Ms._
Kiister will attend the conference with a companion,
all expenses paid, as her prize for submitting the winning
artwork. All other entries will also be displayed at the .-
conference. ’

TN N N
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Please address your comments and questions about this

newsletter to:
: Becky Ross, Administrator

Research & Training

SRS/MH&RS
915 SW Harrison - 5th Floor
Topeka, KS 66612
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Kim Buser, Caroie Buser, Athalen McNay, Kim Haynes, Tony
Bogardus, and Barry Harris of Goodwiil Industries for being
the first group in Sedgwick County to adopt the new licensing

]\ process. They were very enthusiastic and positive with the end
o result being a lot of good information that will assist the agency
in developing future supports and services.

Randy Bottorff, Wichita SRS Office, for all his assistance in transferring the DDP re-
evaluation process over to the agencies in Sedgwick County.

The following agencies and individuals for assisting in developing alternative homes for
people residing at Friendship Manor in Medicine Lodge, which recently closed:

Karen Larson - Arrowhead West, Medicine Lodge, Lori Pendergast - Arrowhead
West, Don Pendergast - Arrowhead West, Case Managers - Arrowhead West, Michaei
Van Hook - Friendship Manor, John Van Hook - Friendship Manor, Staff Members -
Friendship Manor, Anne Jackson - Parkview Learning Center, Gary Ingenthron -
KDHE, Julie Lemons, Salina SRS, HELP, Inc. - Leavenworth, WDDS - Kansas City,
STEPS - Wichita, Starkey, Inc. - Wichita, Arrowhead West - All locations, CLASS, Inc.
- Columbus, OCCK - Salina, KETCH - Wichita, Northview - Newton, TECH -
Hutchinson, SDSI - Garden City, CLO - Lawrence, Sunflower - Great Bend, MCDS -
McPherson, New Horizons - Valley Center, Big Lakes - Manhattan, Friendship Manor -
Haven

45 persons were moved in a total of 28 days. (Next month's Dispatch will carry a full
report of the closure of Friendship Manor at Medicine Lodge.)

Numerous persons served by the following agencies and their family members for partici-
pating in a new consumer Licensing Review Assessment:

Brown County Developmental Services, H.E.L.P. Inc., Residential Alternatives, Com-
munity Living Opportunities (Lawrence), Doniphan County Sheitered Workshop, and
Twin Valley Developmental Services.

This assessment involves persons served by the agency and their family members review-
ing the agency's success in meeting basic licensing requirements, and giving input to the
agency regarding their observations.

Developmental Services of NW Kansas, Inc. for closing a six-bed home in Atwood in
response to consumer requests for individualized supported living.
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RESOURCES

Making Contact: A strat-
egy to Train Heaith Care
Professionais to Com-
municate with Adults
with Mental Retardation is
a video/instructional manual avaiiable in a
medical/nursing program version and a
dental program version. It is designed to
assist health care workers to interact with
adults who are mentally retarded, and
addresses issues of delivering health care
instructions and eliciting information. To
order either, or both, versions ($79 each)
call Suncoast Media, Inc. at 1-800-899-
1008.

HAVE YOU HEARD?

Acquire the art of detach-
ment, the virtue of method,
and the quality of thorough-
ness, but above all the grace
of humility.

Sir William Osler

Never underestimate the power of simple

courtesy. Your courtesy may not be re-

turned or remembered, but discourtesy will.
Princess Jackson Smith

Our deeds determine us, as much as we
determine our deeds.
George Eliot

CALENDAR

Essential Lifestyle
\  Planning with
Michael Smull,
Wichita. January

18-20, 1995.
Contact:

Tanya Dorf, KARF
(913) 235-5103
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The following training is presented via a
contract with Mainstream, inc. More de-
tailed information will be available nearer
the dates of the workshops. Please do not
call Mainstream to register until 6 weeks
prior to the training. For more information,
contact:

Mainstream, Inc.

P.O. Box 47054

Topeka, KS 66647
(913) 266-6422.

DDP/ELIGIBILITY TRAININGS

Maximum attendance is 30 persons each
training.

Tuesday, April 11, 1995
Instructor: Pat Daugherty
Location: KETCH, Wichita, Kansas

AN INTRODUCTION TO DEVELOP-
MENTAL DISABILITIES:
TRAINING THE TRAINERS

Maximum attendance is 30 people.

Two trainers per agency will be accepted
until January 27, 1995. Additional agency
employees can be called in after January 2,
1995, based on availability.

Instructor: Jim Rast, Vroon Enterprises
Location: Harvey Hotel, Wichita, Kansas

Dates: _

Tuesday & Wednesday, February 7 & 8,
1995

Tuesday & Wednesday, Feb. 21 & 22,
1995

Tuesday & Wednesday, March 7 & 8, 1995
Tuesday & Wednesday, March 28 & 29,
1995

Tuesday & Wednesday, April 17 & 12,
1995

Individuals are responsible for £-n~ing their
agency copy of the manuzls. F~ st
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manuals, it is the responsibiiity of the
agency to purchase replacements from
KUAP.

SYSTEMS CHANGE WORKSHOPS

Maximum attendance is 50 persons per
workshop.

Friday, January 20, 1995 at the Holiday Inn
- Lenexa. Instructor: Tina Campanella,
Accreditation Council on Service for People
with Developmental Disabilities. Topic:
Quality enhancement in services to people
with developmental disabilities.

Wednesday, March 15, 1995 at the Holiday
Inn - Wichita Airport. Instructor: John
O'Brien, Responsive System Associates.
Topic: Social support for people with devel-
opmental disabilities.

Friday, ilay 5, 1995 in Topeka, Kansas.
Instructor: Michael Callahan, Marc Gold &
Associates. Topic: Supported employment.

PERSON CENTERED PLANNING
WORKSHOPS

Maximum attendance is 50 persons per
workshop.

Friday, February 10, 1995 at the Ramada
Hotel & Suites in Overland Park, Kansas.
Instructor: Michael Smull, University of
Maryland at Baltimore.

Thursday, March 16, 1995 at the Holiday
Inn - Wichita Airport. Instructor: John
O'Brien, Responsive System Associates.

Third Workshop - To Be Announced.

Let Your Rights Come Alive in 'S5, To-
peka, January 28, 1995.
Contact: Families Together, Inc.
501 Jackson, Suite 400
Topeka, KS 66603
1-800-264-6343 (parents only)
(913) 233-4777 V/TDD
(913) 233-4787 FAX
National Conference on Aging and Dis-
abilities, Minot, North Dakota, June 22-24,
1995.
Contact: Dr. Demetrios Vassiliou
Minot State University, Box 131
500 University Avenue West
Minot, ND 58707

NOTICE |
| !
EPermission is granted to reprint or ‘
reproduce articles from the Develop-
bental Disabilities Dispatch provided {
the Dispatch is credited as the source|
and a copy of the publication in which|
the reprint appears is sent to: !
| Becky Ross
Administrator of Research and
Training
SRS/MH&RS
915 SW Harrison, 5th Floor N
Topeka, KS 66612.

!

If the article is one we have re-
printed from another source,
please contact the original I

source for permission to use }"ﬂ
the article. '

/

This information was published by:

SRS/Mental Health & Retardation Services
915 SW Harrison - 5th Floor

Topeka, KS 66612

TDD#: (913) 296-3471
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ATTENTION ATTENTION ATTENTION

{1 If vou have items to include in the CALEN-

{ DAR. KUDOS, or HAVE YOU HEARD?
sections of the DEVELOPMENTAL DIS-

| ABILITIES DISPATCH. please submit them
to Becky Ross by the 15th of the month to be
included in the following month's edition.

THANK YOU THANK YOU THANK YOU

1l1this section to:

— — — — — — — — — —— ——— e g e ey

| If you would like to be piaced on the mail-
ling list for this newsletter, fill out and return

l Rita Hodges
MH&RS
915 SW Harrison - 5th Floor
Topeka, KS 66612

Address

MENTAL HEALTH & RETARDATION SVCS
MR/DD SERVICES DIVISION

915 SW HARRISON - 5TH FLOOR

TOPEKA KS 66612
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