
Due to out of control costs, our current economic crisis and the

advent of a new administration, the delayed and long overdue

debate on health care reform is once again moving to center

political stage. President Obama has placed health care reform

near the top of his agenda and has already signed SCHIP 

(State Children’s Health Insurance Program) into law.

There is state legislation introduced in Colorado (HB 09-1273) to

a create a comprehensive health care system. On the federal

level HR 676 by Michigan Congressman John Conyers would

provide Improved Medicare for All. The United States of America

is the only industrialized nation that has yet to adopt an inclusive,

comprehensive national health care system; after carefully

evaluating the multitude of differing solutions, within the last

twenty years both Taiwan and

Switzerland voted to institute

systems that reflected their needs.

The three goals of most reform

models should focus on the

following: 

1. That no one is left uncovered

by full insurance; 

2. That health care costs should

no longer be a catastrophe for

people or for employers;

3. That health care professionals, drug companies, hospitals,

insurance companies, and other components of the health

care industry be held collectively responsible for making care

better, safer, and less costly.  

Health insurance came about in

response to the rising costs of health

care in the early 1900s when

antibiotics and surgical techniques

were introduced. Most people could

not afford to pay for these costs out

of pocket and the idea of everyone

putting money into a pot so that

those who needed care could have

a way to pay for it began in the 1930s. In order to get the most

people contributing, insuring amongst employees of companies

began. Around the time of World War II when the government

limited pay raises to allow fair competition for limited employees,

health insurance benefits became a way to give an employee a

“raise” without increasing their hourly income rate. Over time this

worked well enough so that by 1980 almost 70% of people with

private health insurance received it through their employers. 

However, as advances in medicine continue, the costs of health

care continue to rise and employers struggle to afford this benefit.

In addition, medicine began to offer services to prevent illness and

treatments for illnesses once they were detected. This led to health

insurance becoming a type of “pre-payment” plan for health care.

Both these forces have led to dramatic increases in the costs of

insurance, such that in 2006 the average price for an employer

sponsored health insurance plan for a family was $10,000 a year. 

At the same time the average income was $52,000 a year. Because

of these costs the numbers of small businesses in Colorado that

offered health care benefits had fallen to only 41% in 2007. 

Health care in the United States was estimated to cost $2.4 

Trillion dollars in 2007, or 21% of our Gross Domestic Product.

Government spending on health care accounts for up to 66% 

of health care costs. This is because taxes pay for Medicare,

Medicaid, Veterans Administration, Indian Health, public hospitals

and clinics, and federal and government workers’ insurance plans.

In addition the government allows pre-tax payment for employer

sponsored insurance, decreasing the amount of money collected 

for taxes. 

As medicine continues to advance, costs continue to rise and the

ability of consumers to afford health care declines. The Kaiser

Foundation survey in October 2008 demonstrated that 36% of

American families postpone needed health care because they 

can’t afford it. In addition, 31% skip recommended treatment

because of costs. This leads to more people suffering from

complications of diseases which might have been preventable.

Once they have complications they may no longer be able to work

and then their personal costs, and society’s costs, are magnified.

—Irene is a parent member of the Colorado Developmental Disabilities Council 
and a primary care physician working on health care reform
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Twenty two thousand Americans die each

year as a direct result of not having health

care coverage: this unnecessary carnage

is a national tragedy and occurs in a

society that spends twice as much on

health care as any other nation on earth. 

As the Council and Colorado citizens

consider the national health care debate,

the use of a common language to promote

change is critical. To assist in this debate

we offer the following definitions:

1. Socialized Health Care—A system, like

England’s National Health Service, that is

publicly funded and the government

operates and employs the service providers

has been labeled a “socialized” system.

An American example of this would be our

publicly funded Veterans Affairs system

staffed by government employees. For

eligible members, a full array of health care

is provided, delivered, and paid for within

the same system. Whatever its reputation,

the VA system has low costs, one of the

best information-technology systems, and

in recent years exceeded private sector

measures on quality of care. The demonized

“socialized” label also could be used to

describe our public school systems, fire and

police departments, and mail systems that

are part of our common culture.  

2. Medicaid/Medicare Buy-In—The expansion

of existing programs by allowing new

participants to buy-in to the program.

Medicaid Buy-In for people with disabilities

currently exists in some states, allowing

people with disabilities the opportunity to

earn income without losing benefits. The

positive aspect of this approach

is that it makes use of an

existing system by expansion

rather than by developing an

entirely new model. The

concept of the “risk pool”—

sharing and spreading risk

(and cost) across a diverse

population of healthy and sick

people—is central to

understanding why insurance

companies “cherry pick” the healthiest by

excluding coverage to those at increased risk.

If the entire population enrolled in Medicare,

risk—and costs—would be minimized.

3. Health Savings Account—this solution has

individuals buying cheaper, high deductible

plans and contributing tax-free money into

health savings accounts that are then

used to purchase health care from any

provider. This is touted as a “market

driven” solution but, as with current private

health insurance, works best if the user is

healthy. There are no shared risk pools for

catastrophic illness, on-going health care,

or disability. This is an example of the

concept of “under-insurance” where people

may start out with a job and insurance but

end up bankrupt and on public assistance

programs when/if they develop illnesses

that cost them their jobs and/or more than

their insurance and health care savings

accounts can handle. These plans come

in many varieties, tend to be confusing,

and frequently are offered as part of a

package of benefits known as Flex or

Cafeteria plans.   

4. Universal Health Care/ Mandated Health

Care—This confusing and misleading

term is best exemplified by the plan

adopted in Massachusetts. This plan

mandates coverage for all citizens using

the current system of health care delivery

with preservation of current employer-

based insurance and payment coming

from the public sector for those persons

who are unemployed, don’t meet

insurance criteria or who are below certain

income criteria. Cost is limited

to 8% of income and there is no

guarantee of adequacy of

coverage. Criticisms of the

system are that many are still

underinsured for various

reasons; that most remain

underinsured with high

deductibles and upper limits

on coverage; that there is no

incentive to control utilization;
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and that the increased costs incurred by the

state end up flowing to insurance companies in

the form of profits as opposed to providing true

coverage. The first two years of the Massachusetts

system have resulted in increased numbers of

people with some form of coverage, no change

in rising health care costs and excess costs to

the state. This is an example of the concept of a

“market driven” solution, where by creating

incentives the market place is supposed to come

up with solutions that increase coverage and

control costs; unfortunately the last fifty years

have repeatedly demonstrated that “market

driven” solutions result in what markets do best:

provide profits to those who figure out how to

best manage the created incentives.

5. Single-Payer–—This is the system used by most

industrialized nations and is where a non-profit

single entity acts as the payer/fiscal intermediary

with private providers competing in the medical

marketplace. With public consent and tax revenues

a basic, comprehensive set of benefits is available

for all citizens. By consolidating and streamlining

the administrative functions of eligibility, covered

benefits, rates, payment processing and oversight

all other industrialized countries cover all their

citizens at half the cost of the American system.

Currently, the profit gained from cost shifting out

of private insurance to publicly funded programs,

by denying eligibility or pre-existing conditions,

and thus creating a healthy insured group and a

second group that have health costs is the basic

method of creating a profit margin. This practice

is not possible in a single payer system as all

are covered by one system.

Although America has long prided itself on its

ingenuity and dynamically creative capitalism, its

performance in the health care sector has been a

disaster financially as well as morally: What other

industry incurs twenty-two thousand deaths a year

as a price of doing its business as usual, costs twice

as much as the competition and ranks 37th in the

world in quality? As the health care debate rhetoric

heats up, it may be a literal matter of life and death

to understand what exactly is being discussed.   

The links below offer further reading:
Kaiser Family Foundation  http://www.kff.org/uninsured/reform.cfm
Commonwealth Foundationhttp://www.commonwealthfund.org/Topics.aspx
“Annals of Public Policy: Getting There From Here,” by Atul Gawande,
The New Yorker magazine, January 26, 2009, pp. 26-33
“Sick in the Head: Why America Won’t Get the Health-Care System it
Needs,” by Luke Mitchesll, Harper’s Magazine, February 2009, pp. 33-44.
Marcia Tewell is the Executive Director of the Colorado Developmental
Disabilities Council. Thomas W. Bost, MD lives in Denver, is the parent of
a child with disabilities and is on the Board of Health Care for All Colorado
www.healthcareforallcolorado.org

At the Cultural Competence and Responsiveness Conference I learned why

some compliments have always made me uncomfortable. When someone

says, “I don’t see color,” and he intends it as a compliment, I hear something

completely different. If you don’t see color, you don’t see me. Layer on top of

that a disability, and there is so much not to see, that I have become invisible.

If you don’t see my disability or my color, how can I be accepted if I can’t be

seen for who I am and what I may bring to the conversation? 

This summer I had the opportunity to attend the Democratic National Convention.

It was there I witnessed multiculturalism on a national scale. There was a

Black Caucus, a Hispanic Caucus, a Senior Caucus and Youth Caucus, a

Veterans Caucus and a Women’s Caucus, just to name a few. All these groups

and more were in the Disability Caucus.  We have unprecedented opportunities

when we get it right for people with disabilities to make life better for everyone

in the community. As one attendee said, “It’s about culture, not race.”

Our Cultural Competence and Responsiveness Conference offered a place to

examine our attitudes and a system to measure if we are providing services to

the most under-served portion of the disability population. When we get it right

for people with disabilities we are making great strides toward getting it right

for all people in Colorado, old and young, rural and urban, families and industry,

corporations and entrepreneurs, Colorado natives and recent transplants. 

Our strength is in our diversity, our wealth of experiences and ideas. When

people from different backgrounds come together to learn how to support

families and individuals with developmental disabilities, then we are making

strides toward our goals of promoting independence, productivity, integration,

and inclusion for individuals with developmental disabilities.   

Thank you to all the participants in

our Cultural Competence and

Responsiveness Conference who

came willing to examine and

expand cultural norms and to

meet new friends. Please

consider bringing a friend or

colleague to our next workshop

“Learning from Each Other—

Things We Share” “Aprendiendo

Uno del Otro: Cosas que

Compartimos,” April 18, 2009,

from 8:30 a.m. to 3:00 p.m. We

will come together to share ideas

and provide everyone with the

opportunity to learn how to use the

information from the October 2008

conference in the real world and in

our every day lives. The workshop is

open to all who are interested. The workshop is limited to eighty registrants.

FREE to attend! Families may be reimbursed for some travel and 

child care costs. Spanish language translation will be offered. For more

information you may call the Colorado Developmental Disabilities Council 

at 720-941-8490 or go to the Council’s website at www.coddc.org 

Darlene is a member of the Council’s Multicultural Committee, and lives in Englewood 
with her husband and their three children.

We Are All In This Together By Darlene Beals

 

 

 Invitation!
Saturday,  April 18, 2009              Sábado, 18 de Abril, 2009

¡Invitación!
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On Tuesday January 13th the

National Disability Rights

Network (NDRN) issued

School is Not Supposed to

Hurt, a disturbing national

report on seclusion and

restraint in U.S. schools.

According to the press

release: “The report shows

an unsettling use of seclusion

and restraint tactics, which

resulted in physical and

emotional injuries as well as

deaths, in schools affecting

students from grades K–12.”

At the news conference announcing the release of the report Curt

Decker, executive director of NDRN said: 

“This report documents dozens of seclusion and prone restraint cases

that have resulted in injuries and even death. We feel that these

numbers represent just the tip of the iceberg as there is no national

reporting structure or official tracking of such incidents.”

The report provides specific examples, state by state, of the improper

use of seclusion and restraint in schools as identified by investigations

conducted by the Protection and Advocacy systems within those

states. NDRN is a national network whose members are Protection

and Advocacy systems (P&A) and Client Assistance Programs (CAP)

within each state and territory.

The report calls on the incoming Obama administration and the 

111th Congress to act to ban the use of prone restraints. Additionally,

the report provides a specific list of recommendations for state

legislatures, boards of education, and local school districts. 

Included in those recommendations:

For the incoming Obama Administration:
Direct the Secretaries of Education and Health and Human Services 

to convene a national summit to devise plans to implement the bans

on prone restraint and to encourage the use of evidence based

positive behavioral supports and other best practices;

Request increased federal funding for P&A programs to investigate

allegations of abuse or neglect in schools.

For State Legislatures and Boards of Education:
Require teacher, school administrator, counselor, and para-professional

certification standards to require extensive education and training in the

use of positive behavioral supports, crisis reduction and management,

de-escalation techniques, and other best practices;

Require extensive training in the use of positive behavioral supports,

crisis reduction and management, de-escalation techniques, and other

best practices for other individuals, including School Resource Officers

with contact with children in a school setting.

For Local School Districts:
Require the use of evidence based positive behavioral supports and

other best practices;

Implement reporting of the use of restraint or seclusion to parent/

guardians, state boards of education, the local Protection & Advocacy

System, and the U.S. Department of Education;

Establish extensive training programs in the use of positive behavioral

supports, crisis reduction and management, de-escalation techniques,

and other best practices for all individuals, including School Resource

Officers, with contact with children in a school setting.

In recent years, The Legal Center for People with Disabilities and

Older People, as Colorado's Protection and Advocacy System, has

investigated numerous instances of the improper use of seclusion or

restraint in Colorado schools. Some of those investigations and our

findings are included in this report. For examples of The Legal Center’s

investigations please visit our website at www.thelegalcenter.org/news.

The Legal Center has seen first hand that this is a serious issue in our

schools. We applaud the efforts of NDRN and our fellow P&A’s to bring

attention to this issue and we endorse the recommendations in this

report. We urge you to take the time to read the full report which can

be found at on the NDRN website at www.napas.org. 

Randy Chapman is the Director of Legal Services at The Legal Center for People
with Disabilities and Older People

Sister Act Section
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Many disability civil rights laws are based

upon the beliefs that disability is a natural

part of the human experience, and that

citizens with disabilities should have the

same rights to being included and integrated

into society that everyone else does. While

society is becoming more supportive of the

right of people with disabilities to live, work,

play, and learn in the community, it is still

uncomfortable with supporting love,

intimacy, and the sexuality of all people.

Before the passage of civil rights laws

people with disabilities experienced a 

long history of separateness and lowered

expectations. They were “kept safe,” “taken

care of,” and “watched over.” This may 

have contributed to some of the common

myths and stereotypes about the sexuality

of people with disabilities: that they have 

no sexual feelings or needs; that people

with physical disabilities aren’t “capable” 

of having sex or becoming parents; that

people with intellectual disabilities either

remain innocent and childlike or are 

sexually deviant. 

These myths and stereotypes are not true, and

they have done a great disservice to people

with disabilities. Without encouragement and

support to explore and develop their full

potential as adults and as contributing

members of society, many youth reach

adolescence and adulthood without the

skills they need to keep themselves safe.

They may also lack the knowledge and

understanding of how to act and behave in

socially and culturally appropriate ways and

of how to avoid abusing and exploiting others.

Society is beginning to realize what adults with

disabilities know—that every person is born a

sexual being—having a disability doesn’t change

that. Children with and without disabilities

will enter puberty and begin their journey

through adolescence into adulthood. Young

people with disabilities expect their adolescent

and adult lives to be as integrated as their

K-12 educations were. They wish to have

the same friendships and relationships their

peers do and to have the right to make

relationship choices and to be included in

accessible and relevant sexuality education.

A meaningful sexuality education is one 

that addresses the holistic nature of

sexuality—what it means to be male or

female; thoughts, feelings, beliefs and

behaviors; and understanding how one’s

body works and how to take care of it.

Assisting a child to explore and define their

own sexuality and to grow into healthy

adulthood is one of the most difficult jobs

facing a parent—it can

seem overwhelming if

not impossible. Most

adults themselves

received little sexuality

training and lack role

models for themselves

and their children.

However, parents can

become the sexuality

educators their child

needs with preparation,

input from their youth,

and with the support of

adults with disabilities

and other professionals.

There are many reasons

for parents to assume

this role. Youth today

are subject to many unsafe and unrealistic

messages about sexuality from their peers

and from the media. Middle and high

schools generally provide sexuality

education, but it may not be presented 

in a way that is accessible to youth with

disabilities, or youth may not be included in

the classes. Those who hope that they are

protecting their child by telling them nothing

should consider how that young person will

be able to protect themselves without the

knowledge and skills necessary to keep

themselves safe. 

A foundation for healthy sexuality can be

laid early as parents provide knowledge and

skill development in a manner that meets

the information needs and processing styles

of their child. Topics to explore include

learning about relationships and acquiring

social skills; feeling ownership over one’s

body and having control over what happens

to it; good touch-bad touch and how to tell a

trusted adult if bad touch occurs; the correct

name for all body parts including genitalia;

and public and private behaviors and body

parts. As a child continues to learn and

grow, family and cultural expectations about

modesty and public and private behaviors

and body parts may need to be reinforced

and continually worked on, particularly for

youth who process information concretely. 

As a child approaches

puberty, he or she 

will need information

on changes to their

bodies including

menstruation, wet

dreams, erections, 

and masturbation.

They will need to

understand and

implement changes 

to their personal

hygiene routines. 

They may also 

require assistance 

with managing 

feelings of interest 

in and attraction to

others. Youth should

continue to receive guidance upon appropriate

touch and behaviors. To prevent abuse and

exploitation, youth who rely upon others for

assistance with self-care tasks should

continue to work towards

SEXUALITY AND DISABILITY: WHERE HAVE WE 
COME FROM—WHERE ARE WE GOING? By Sue Fager

It�is�also�crucial�for
each�family�to

explore�together�the
possibility�of�romantic
relationships�and�
to�understand�

a�son�or�daughter’s
expectations�for�their
own�relationships...
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accomplishing the tasks themselves or

become proficient in directing those who

provide it.  

As a youth continues to grow and 

mature he or she will need to increase

their understanding of abstinence,

preventing pregnancy and sexually

transmitted infections and staying safe

within relationships in a manner that is

meaningful to him or her. It is also crucial

for each family to explore together the

possibility of romantic relationships 

and to understand a son or daughter’s

expectations for their own relationships—

from having someone to do things 

with, to marriage and parenting and

everything in between. Youth with

intellectual disabilities and their parents

may need to explore his or her legal

ability to consent to participate in 

sexual relationships.

Supporting their child’s growth into

healthy adulthood can feel overwhelming.

Parents are encouraged to seek

assistance from the many professionals

and resources available. The American

Association of Sexuality Educators,

Counselors, and Therapists can assist

with locating a licensed sexuality

professional. Additional resources may

include Parent Training and Information

Centers, Centers for Independent 

Living, and Planned Parenthood. Helpful

print resources include; The Facts of
Life…and More: Sexuality and Intimacy
for People with Intellectual Disabilities;
Teaching Children with Down Syndrome
About Their Bodies, Boundaries and
Sexuality; and Enabling Romance: A
Guide to Love, Sex, and Relationships
for People with Disabilities. The age-

based sexuality series by Robie Harris

and Michael Emberley are helpful for 

all youth.

Sue Fager’s big brother has been teaching her about
self-advocacy and inclusion since they were small.
Their shared experiences form the base of the work
she does today as a trainer and advocate. Sue has
been working with the PACER Center, a Parent
Training and Information Center in MN for the past
eight years and is looking forward to continuing her
work in Colorado; she can be reached at
sfager@pacer.org. Sue is also a member of the
Council’s Multicultural Committee.

Eliminating the Presumed
Incompetence
Paradigm
By Kathie Snow

Gina was facing a dilemma. The school

physical therapist (PT), along with the

IEP team, decided Gina’s fifth-grade

daughter, Ellie, could no longer drive her

power wheelchair at school until she had

successfully “passed” the PT’s “mobility

training.” Ellie might run into a wall or a

person, they said, so she was “a danger to

herself and others.” They presumed Ellie was

incompetent to drive her power chair.

I told Gina that it was not uncommon for people who use wheelchairs to occasionally

clip a doorway or graze a wall (like my son does sometimes), just as people who

walk do the same things (like I do sometimes), and didn’t the PT know this? Gina

agreed with me, and added that she was hoping to find research that verified

this, to bolster her case that her daughter was not “a danger to herself or others.”

My reply was that Gina was allowing herself to be put in the position of defending

against an indefensible argument (no one had ever proven that Ellie was, in fact,

incompetent to drive her power chair safely), and while attempting to defend

Ellie’s competence, Gina would also be inadvertently perpetuating and reinforcing

the PRESUMED INCOMPETENT paradigm! 

Similar situations occur when parents are told their children cannot be in general

ed classrooms, go to college, get a job, and more. Adults with disabilities are told

they’re unemployable, can’t live in their own place, be responsible for themselves,

etc. In essence, children and adults with disabilities are put in the position of

having to prove they’re “not guilty” of being incompetent.

Instead of defending her daughter against unsubstantiated claims, Gina needed

to go back to the PT and the members of the IEP team and ask for the evidence
that Ellie is or could be a “danger to herself or others.” Similarly, other parents,

people with disabilities, and their allies who in comparable situations need to turn

the tables and require that others prove their positions. When we don’t—when

we, instead, defend ourselves against the PRESUMED INCOMPETENT paradigm—

we are, in essence, acknowledging that others’ arguments have merit, and we

inadvertently perpetuate this fraudulent, prejudicial, and discriminatory mentality!

If you haven’t been on the receiving end of the PRESUMED INCOMPETENT

mindset, it might be difficult to understand what it feels like—how it can make you

believe you’re incompetent, undermining a person’s or family’s self-confidence,

self-reliance, autonomy, and more. The ultimate irony (or perhaps it’s a cruel and

intended consequence) is that the “help” which is provided to people with disabilities

and/or their families can lead to learned helplessness and dependency.

Is any other group of people required to routinely

defend against false, inaccurate, or unsubstantiated

accusations? Even people charged in criminal or 

civil litigation are presumed innocent!

� � � � � � �



Those who provide services can do so in a way that

PRESUMES COMPETENCE: (1) to listen to and

respect the wishes of the person/family being

helped, even if those desires are in conflict

with the helper’s beliefs; (2) to provide

assistance in ways that lead to less

dependence and more autonomy (in

other words, make people need you

less); and (3) to replace professional

hubris with personal humility in the

recognition of the inherent expertise of

those they serve—individuals and families

who don’t “work in the field,” but who live
with disabilities 24/7. And, in the process, try

to imagine what it would feel like if, on a regular

basis, others intruded into your life, told you what was

best for you, put restrictions on what you could do, and wrote

“programs” for your life?

Unless and until those who provide services cease practicing

the PRESUMED INCOMPETENT mentality, people with

disabilities—along with their families and allies—must take the

lead. The first step is, of course, for people with disabilities and

family members to PRESUME COMPETENCE about

themselves—that’s the position we must operate from! 

Next, we must refuse to engage in any defense of the

PRESUMED INCOMPETENT mentality, and require others to

show evidence of their assumptions. In some situations,

parents actually have the law on their side. For example,

according to special ed law, students with disabilities are

expected to be enrolled in age-appropriate general ed

classrooms in their neighborhood schools, unless the child’s

IEP requires some other arrangement (http://idea.ed.gov,

Regulations 300.114 and 300.116). Also, the IEP team is to

write goals,  “...to enable the child to be involved in and make

progress in the general education curriculum...” and the school

is required to provide an explanation if the child will not be in

general ed classrooms (300.320). Thus, the burden of proof on

why a student should not be in general ed classrooms is on

the school, not the child’s parents!

Parents of preschoolers who have disabilities can presume

their young children are competent to attend ordinary 

childcare centers and/or stay home and learn with mom or

dad. (And we need to presume that we, as parents, and/or 

the childcare staff are competent!) Why would we want to

segregate young children with disabilities in special

classrooms? And why—oh, why—would we put a young 

child who, for example, is not talking in a class with others 

who are also not talking! Does that make any sense at all?

Parents of babies and toddlers can communicate to service

providers, therapists, and others that they (the parents) are

competent and, therefore, may not need or want all the early

intervention services that are offered. They may, instead,

choose to get help from experienced parents or other

resources in their communities—and retain their autonomy,

protect the sanctity of their home, and ensure their ability to

bond with their children without the interference of well-

intentioned services.

If a person is PRESUMED INCOMPETENT early

in life, that presumption will remain unless we
take actions to eliminate it. Think of Newton’s

First Law of Motion (paraphrasing): A

thing at rest will stay at rest, and a thing

in motion will stay in motion, until an

external force acts upon it.

Unfortunately, no such external force has

occurred in the lives of many adults with

developmental disabilities. Because they’ve

been treated as incompetent for so long—by

parents, educators, service providers, and

others—they may have great difficulty extricating

themselves from the PRESUMED INCOMPETENT position.

And their lives may be governed by SSI regulations, group

home rules, and other programs that often operate from the

PRESUMED INCOMPETENT mentality. Even so, they can and

should believe in their own competence, and assert their

desires to work in a real job, live in the place of their choice,

assume more responsibility, etc., with whatever supports and

accommodations are needed. Other adults don’t have to 

prove their competence before doing these things, so why

should a person with a disability need to do so?

The PRESUMED INCOMPETENT paradigm based on disability

has been with us since the beginning of time, and like other

antiquated practices, it’s time to give this one a proper burial

once and for all. Just as those accused of a crime are entitled

to the presumption of innocence, children and adults with

disabilities (who have committed no crime) are entitled to the

PRESUMPTION OF COMPETENCE.

Revolutionary Common Sense by Kathie Snow, www.disabilityisnatural.com

Copyright 2007–09, Kathie Snow, used with permission. Visit Kathie’s
www.disabilityisnatural.com website for other new ways of thinking.
Contact kathie@disabilityisnatural.com for reprint permission.
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Except for judges who preside over legal
competency proceedings, no one has the

right to presume another incompetent, place

restrictions on the person’s life, and steal

one’s hopes and dreams! People with

disabilities and their families can help

eliminate this practice by (1) presuming

competence in themselves or their children,

(2) refusing to defend against others’ false

assumptions and biased accusations, and (3)

requiring others to prove their positions.  
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Systems Change

In 2006, Americans spent $7,026 per person on health
care, more than any other nation. The US ranks far
below other nations in infant mortality, life expectancy,
and early detection of life-threatening illnesses.
(Harper’s Magazine, February 2009)

• Percentage of Americans who say they support universal

health care over the current system: 56

• Percentage who say they would support it if it limited their

choice of doctors: 28 (Kaiser Family Foundation, January 2007)

• Percentage change since 1999 in the number of Americans on

Medicaid: +34

• Portion of doctors in the US who say they limit or no longer

accept new Medicaid patients: One out of two
(U.S. census Bureau/Center for Studying Health System Change, Feburary 2008)

457,677: The number of all US war veterans who have been

denied Veterans Administration health care since 2003.
(US Department of Veterans Affairs, January 2009)

Year in which England passed the National Health Service Act:

1946 (www.britannica.com)

Year in which Canada passed the Canada Health Act: 1985
(http://laws.justice.gc.ca/en/C-6/)
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Criterion 
of the Least
Dangerous
Assumption
“When we cannot be
sure, because we have
too little information,
we should base our
efforts on assumptions
which, if wrong, will
have the least
dangerous effect
on outcomes.”

—Donnellan and Leary
Movement Differences and Diversity in
Autism/Mental Retardation, 1995


