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Executive	Summary	
	
The	California	Department	of	Developmental	Services	(DDS)	is	responsible	for	providing	
services	and	supports	for	over	540,000	individuals	with	intellectual	and	developmental	
disabilities	(IDD).	The	program,	established	by	the	state	in	1977,	delivers	services	through	
a	network	of	regional	centers	(RCs).			
	
To	meet	the	needs	of	individuals	with	IDD,	the	RCs	are	responsible	for	conducting	
assessments,	using	the	Client	Development	Evaluation	Report	(CDER),	and	for	planning	
and	allocating	services	and	supports,	using	the	Individual	Program	Plan	(IPP).		The	goal	is	
to	provide	services	and	supports	to	meet	the	needs	and	choices	for	each	person	with	IDD,	
regardless	of	age	or	degree	of	disability	and	at	each	stage	of	life	in	order	to	support	
independence	and	integration	into	the	community.		The	CDER	and	the	IPP	are	key	to	
ensuring	equity	and	appropriate	services	and	supports	to	clients.	
	
This	policy	brief	examines:		
	

1. The	CDER	assessment	instrument	and	IPP	planning	guide,	their	frequency	of	use,	
and	whether	the	CDER	needs	to	be	updated	and	replaced;	

	
2. Inequities	in	the	distribution	of	services	and	supports	and	the	complex	factors	

related	to	inequities;	and		
	

3. Recommended	changes	in	the	CDER	instrument	and	use	of	the	IPP	and	other	
policies	and	practices	to	reduce	inequities	in	service	allocation,	utilization,	and	
expenditures.		
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Key	Findings:	
			

• DDS	requires	RCs	to	use	a	comprehensive,	standardized	assessment	instrument	
called	the	CDER	that	identifies	needs	for	services	and	supports	and	an	IPP	for	
planning	and	allocating	services.			

	
• The	CDER	instrument	should	be	updated	on	a	regular	basis,	rather	than	entirely	

replaced.		In	addition,	despite	the	legal	requirements,	the	RCs	may	not	be	
completing	the	CDER	assessments	every	three	years	and	when	major	changes	occur.		
Therefore,	a	current	CDER	may	not	be	available	to	be	used	in	tandem	with	the	IPP	to	
identify	needs	and	to	plan	for	equitable	and	appropriate	services	and	supports.	

	
• DDS	reports	and	previous	research	studies	show	long-standing	inequities	in	the	

amount	of	service	allocation,	utilization,	and	expenditures	for	non-white	racial	and	
ethnic	groups.		Because	DDS	does	not	consider	needs	in	its	reports,	the	actual	
inequities	in	access	to	services	and	expenditures	may	be	even	greater	than	what	is	
publicly	reported.		Many	policies	and	practices	are	potentially	related	to	the	
reported	inequities	that	should	be	identified	and	addressed.				
	

• DDS	is	not	reporting	CDER	data	on	client	needs,	is	not	using	CDER	data	to	measure	
individual	outcomes	and	progress	over	time,	is	not	using	CDER	data	on	needs	to	
study	inequities.	and	is	not	using	CDER	data	to	address	inequities	in	allocations,	
utilization,	and	expenditures.			

	
Recommendations:	
	

• The	current	CDER	assessment	instrument	evaluates	an	individual’s	needs,	is	
comprehensive,	standardized	and	computerized,	but	it	needs	to	be	updated	
periodically,	rather	than	replaced.		CDERs	assessments	should	be	completed	at	least	
every	3	years,	or	when	individual	needs	change,	and	used	in	tandem	with	the	IPP	for	
planning	and	allocation	of	services	and	supports.		DDS	guidance	and	oversight	are	
needed	to	ensure	the	CDER	assessment	instrument	and	the	planning	guide	are	used	
as	expected	to	allocate	services	and	supports	and	to	measure	individual	outcomes	
and	progress	over	time.		

	
• DDS	should	publicly	report	summary	CDER	data	on	individual	needs,	analyze	

individual	needs	for	services	and	supports,	use	need	data	in	state	resource	
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allocations	to	RCs,	and	use	need	data	for	planning	and	resource	development	
purposes.					

	
• DDS	should	conduct	studies	of	factors	that	contribute	to	inequities	in	allocations,	

utilization,	and	expenditures	and	make	efforts	to	improve	equity.	These	efforts	
could	include	providing	RC	budgets	and	resources	based	on	client	needs,	detailed	
allocation	guidelines,	additional	education	and	training;	and	oversight	of	RC	
decision-making	processes,	practices,	and	resource	use.		

	
Introduction	
	
California	was	a	national	leader	among	states	in	establishing	a	comprehensive	program	of	
services	for	people	with	intellectual	and	developmental	disabilities	(IDD)	in	1977	under	
the	Lanterman	Developmental	Disabilities	Services	Act.1	The	Act	gives	people	with	
developmental	disabilities	the	right	to	services	and	supports	they	need	to	be	independent	
and	integrated	into	the	community.		The	program	goal	was	to	provide	services	and	
supports	to	meet	the	needs	and	choices	of	each	person	with	IDD,	regardless	of	age	or	
degree	of	disability,	and	at	each	stage	of	life,	and	to	support	their	independence	and	
integration	into	the	community.	
	
In	order	to	carry	out	the	DD	program,	a	fundamental	component	is	conducting	a	
comprehensive	assessment	of	individual	characteristics,	skills	and	needs	for	services	and	
supports	using	the	Client	Development	Evaluation	Report	(CDER).		Using	the	CDER	
assessment	information,	the	RCs	are	expected	to	develop	Individual	Program	Plans	(IPPs)	
to	allocate	and	deliver	services	and	supports	to	meet	individual	needs,	goals,	and	choices.		
	
This	policy	brief	specifically	reviews	the	following	questions:		
	

1. What	assessment	instrument	and	planning	guides	are	currently	used?		
2. How	frequently	are	the	assessment	instrument	and	planning	guide	used?		
3. Does	the	assessment	instrument	need	to	be	updated	or	replaced?		
4. Are	there	inequities	in	the	distribution	of	DDS	services	and	supports?		
5. What	factors	are	related	to	inequities	in	services	and	supports?	and		
6. What	recommended	policy	changes	would	be	useful	to	improve	equity	in	service	

allocation,	utilization,	and	expenditures?		
	
Current	Assessment	Instruments	and	Planning	Guide	
	
DDS	currently	has	two	assessment	instruments	and	a	planning	guide.		
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1. The	Client	Development	Evaluation	Report	(CDER)	for	each	individual	over	age	3	

who	has	active	status	in	the	DDS	system	to	document	characteristics,	skills,	and	
needs	for	services	and	supports.2			The	CDER	is	used	as	the	basis	for	making	
decisions	about	the	allocation	of	services	and	supports,	living	arrangements,	
program	goals	and	outcomes,	and	prevention	strategies.		
	
Importantly,	the	CDER	is	expected	to	measure	progress	in	individual	outcomes,	
including	changes	in	the	amount	of	supervision	required,	appropriate	living	
arrangements,	productivity	in	vocational	and	work	training	programs,	and	the	
ability	to	have	inclusive	education	and	work	experiences.		
	
The	CDER,	designed	and	used	since	1979,	is	standardized,	computerized,	and	
retained	by	DDS.		It	was	field	tested	in	1976	and	1977,	has	been	found	to	be	reliable	
and	valid,	and	has	been	revised	periodically	(in	2003,	2008,	2011,	2014,	and	2015).2			
The	CDER	serves	the	basis	for	the	individual	program	plan	(IPP).		CDER	data	are	
collected	by	the	regional	centers	(RCs),	or	by	the	developmental	centers	(DCs)	in	
cases	of	persons	residing	in	DCs.	2.							

	
2. Prior	to	age	three,	an	Early	Start	Report	is	used	because	it	is	more	appropriate	for	

infants	and	toddlers	than	the	instrument	used	for	those	over	age	3.3	
	

3. The	Individual	Program	Plan	(IPP)	is	a	written	document,	completely	revised	in	
2025	with	a	common	template,	that	RCs	use	for	planning	and	service	allocation	for	
individuals	with	IDD.	The	IPP	is	required	to	be	person-centered,	by	considering	each	
individual’s	living	situation,	service	needs,	supports,	goals,	desired	outcomes,	and	
future	plans.	The	IPP	includes	a	list	of	services	and	supports	agreed	upon	by	the	
individual	or	the	individual’s	representative	and	the	RC	planning	team	to	help	the	
individual	reach	desired	goals.	IPP	meetings	may	happen	as	often	as	an	individual’s	
needs	or	goals	change.	Each	individual	has	a	service	coordinator	to	monitor	the	IPP	
regularly	and	can	call	together	the	planning	team	at	any	time	to	address	changing	
needs	and	goals	and	to	update	the	IPP.4		

	
Evaluating	and	Updating	the	CDER	Instrument	
	
The	CDER	instrument	is	very	comprehensive	and	is	divided	into	two	major	sections	(or	
elements),	the	Diagnostic	Element	and	the	Evaluation	Element.2				
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1. The	Diagnostic	Element	contains	information	pertaining	to	each	individual’s	
developmental	disabilities,	mental	health	status,	risk	factors,	major	medical	
conditions,	hearing	and	vision	impairments,	behavior	modifying	drugs,	medications,	
special	health	care	requirements,	and	other	special	conditions.		

	
This	section	identifies	unmet	needs	such	as	uncorrected	hearing	and	vision	loss.	It	
also	collects	information	on	the	extent	to	which	a	condition	has	an	impact	on	the	
individual	(from	0	–	no	evidence	of	impairment,	1	–	mild	impact	requiring	some	
special	attention,	2	–	moderate	impact	requiring	considerable	attention,	and	3	–	
severe	impact	requiring	substantial	or	continuous	attention).	

	
2. The	Evaluation	Element	covers	information	relating	to	activities	of	daily	living	

including:		physical	functioning	(using	hands,	walking,	using	a	wheelchair,	taking	
medications,	eating,	toileting,	dressing,	safety	awareness),	social	behaviors,	
emotional,	cognitive,	communication	skills	(verbal	and	non-verbal),	and	community	
and	social	life.		This	section	shows	client	skills	and	needs	for	assistance	and	the	
extent	of	assistance	needed.	

	
The	CDER	instrument	needs	to	be	updated	on	a	regular	basis,	which	has	been	accomplished	
in	the	past	by	DSS.		A	review	of	the	CDER	could	consider	eliminating	any	unnecessary	
items.		For	example,	perhaps	the	etiology	of	medical	conditions	and	risk	factors	are	not	
necessary.		Some	of	the	intelligence	tests	should	be	replaced	with	new	tests	that	can	more	
accurately	measure	intelligence	in	non-speaking	individuals.	Simple	updates	of	terms	
should	occur	as	needed	to	be	consistent	with	the	language	used	in	the	disability	community	
that	have	changed	substantially	in	the	past	decade.	It	is	also	important	for	the	CDER	to	
focus	on	individual	skills	and	strengths	in	addition	to	needs.		
	
The	Evaluation	Element	could	include	additional	items	on	the	unmet	needs	for	assistance.		
For	example,	if	an	individual	needs	assistance	with	toileting,	items	could	be	added	as	to	
how	often	assistance	is	needed,	the	extent	of	assistance	needed,	and	whether	there	is	an	
unmet	need	for	assistance.		
	
Perhaps,	some	additional	items	would	be	useful	to	expand	the	information	on	cultural,	
linguistic,	and	communication	skills.		Items	regarding	the	need	for	physical,	occupational,	
and	speech	therapy,	or	education	and	training	schedules	could	be	added.	Individual	short-
term	and	long-term	goals	could	also	be	added.		
	
It	is	critical	that	the	CDER	take	into	account	cultural	differences	when	discussing	an	
individual’s	needs.	For	example,	it	might	not	be	appropriate	to	discuss	certain	issues	such	
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as	toileting	in	certain	cultures,	yet	that	need	still	should	be	assessed.	Moreover,	some	
cultures	may	stigmatize	disability,	so	the	person’s	needs	might	not	be	described	accurately.		
	
All	of	these	changes	and	updates	to	the	CDER	instrument	are	possible	and	would	be	far	
easier	and	less	costly	to	make	than	a	complete	replacement	of	CDER.			
	
Replacing	the	CDER	Instrument	
	
DDS	proposed	a	2026	trailer	bill	budget	request	to	(1)	establish	standardized	protocols	for	
determining	the	criteria	for	“developmental	disability”	and	“substantial	disability;”	and	(2)	
to	establish	a	standardized,	evidence	based	statewide	needs	evaluation	tool	that	promotes	
equity,	transparency,	and	consistency	in	how	an	individual’s	support	needs	are	understood,	
while	reinforcing	the	person-centered	principles	of	the	Lanterman	Act.5	The	request	stated	
that	the	current	tools	vary	significantly	with	little	fidelity,	and	no	longer	reflect	current	
research,	best	practices,	or	the	diverse	cultural,	linguistic,	and	communication	needs	of	
individuals	with	intellectual	and	developmental	disabilities.		
	
Contrary	to	the	budget	trailer	bill	request,	the	CDER	assessment	currently	is	a	very	
comprehensive,	reliable,	and	valid	instrument	that	includes	items	on	cultural,	linguistic,	
and	communication	skills	and	needs	of	individuals.		It	is	a	standardized	and	computerized	
documentation	of	abilities,	skills	and	needs	of	all	individuals,	while	the	IPP	is	designed	as	a	
working	plan	for	meeting	individual	needs	and	goals.		Updating	the	CDER	can	address	
needed	changes	without	completely	replacing	the	instrument.		
	
Frequency	and	Quality	of	the	IPP	and	CDER	Assessments	and	Plans		
	
The	CDER	is	required	to	be	completed	at	least	every	three	years	or	when	changes	occur,	
which	may	be	identified	at	the	time	a	person’s	Individual	Program	Plan	(IPP)	is	developed.		
A	new	IPP	is	usually	completed	annually.	
	
According	to	the	DDS’s	annual	report	for	2024-25,	the	RCs	are	completing	the	assessments	
and	plans	as	required.		The	RCs	indicate	that	95%	met	requirements	for	updating	CDER	
and	Early	Start	Reports,	97%	met	requirements	for	Individual	Program	Plans	updates,	and	
91%	met	requirements	for	Individual	Family	Service	Plans.6	It	is	assumed	that	these	are	
self-reports	by	RCs	and	not	based	on	DDS	reviews	or	audits	of	CDER	and	IPP	data.		
	
Contrary	to	the	RC	reports,	there	are	anecdotal	reports	from	families	that	some	individuals	
with	IDD	have	not	had	a	comprehensive	assessment	in	many	years	and	that	IPPs	are	not	
always	current.		Previous	research	also	found	that	some	CDERs	were	not	updated	within	3	
years	as	required.7			
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DDS	could	easily	determine	whether	the	CDER	data	are	being	gathered	every	three	years	
by	reviewing	the	computerized	completion	dates.	CDERs	are	also	required	when	an	
individual’s	condition	changes.		To	determine	if	this	is	occurring,	DDS	could	conduct	
selected	audits	of	CDERs	and	IPPs	to	determine	their	consistency	and	to	determine	
whether	the	IPPs	are	based	on	the	CDER	reports.			
	
DDS’s	Use	of	CDER	For	Management	and	Allocation	Decisions		
	
In	addition	to	an	individual	planning	guide	for	service	allocation,	the	CDER	was	designed	to	
assist	managers	to:	
		

1. Determine	the	number	and	type	of	individuals	based	on	their	level	of	need	for	
services	and	supports,		

2. Plan	for	budgetary	needs	such	as	staffing,		
3. Establish	priorities	for	meeting	unmet	needs,		
4. Plan	for	special	types	of	providers	and	resource	development	to	match	client	race	

and	ethnicity	and	language	needs,		
5. Measure	outcomes	and	effectiveness	of	services	provided	

	
Summary	data	from	the	CDER	on	client	needs	are	not	regularly	reported	by	DDS,	and	there	
is	little	evidence	that	the	CDER	has	been	used	for	managing	and	budgeting.	The	CDER	data	
could	be	used	effectively	to	address	inequities	in	service	and	support	allocation,	utilization,	
and	expenditures.	
	
DDS	Reports	Inequities	in	RC	Services	
	
DDS	provides	annual	statewide	and	individual	RC	reports	on	the	total	number	of	
individuals	served	by	age	and	race	and	ethnicity	groups.	The	reports	show	the:	(1)	total	
expenditures,	(2)	total	authorized	services,	(3)	per	capita	expenditures,	(4)	per	capita	
authorized	services,	and	(5)	utilization.		In	2024-25,	DDS	reported	a	statewide	total	of	
540,868	individuals	of	which	18%	were	age	0-2,	32%	were	age	3-21,	and	50%	were	22	or	
over.8	
	
These	reports	show	inequities	in	per	capita	authorized	services,	utilization,	and	
expenditures	by	race	and	ethnicity	across	all	age	groups	and	across	RCs.	For	example,	
statewide	per	capita	expenditures	for	“other	racial	groups/or	multicultural”	were	$13,665	
(or	34.5%)	and	Hispanics	expenditures	were	$16,124	(or	40.7%)	of	the	$39,590	per	capita	
expenditures	for	whites,	for	all	age	groups	in	2024-25.	Authorized	services,	utilization,	and	
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those	receiving	no	purchased	services	also	showed	inequities	by	race/ethnicity	and	
language	across	all	age	groups.8			
	
DDS	does	not	report	statistics	on	types	of	individual	service	and	support	needs	in	relation	
to	race	and	ethnicity	groups.		Individual	needs	should	be	the	strongest	predictor	of	service	
utilization	and	expenditures,	taking	into	account	the	age	and	residence	of	individuals.		
	
Because	DDS	does	not	consider	individual	service	and	support	needs	in	its	data	analysis	
and	reports,	the	actual	inequities	in	access	to	services	and	expenditures	may	be	even	
greater	than	what	is	reported	by	DDS	annually.			
	
Prior	Studies	Have	Reported	Inequities	in	Allocation,	Utilization	and	Expenditures	
	
Two	research	studies	identified	large	disparities	in	California‘s	RC	service	utilization	and	
expenditures	by	race	and	ethnicity,	taking	into	account	individual	need,	age,	and	residential	
setting.6	9		Using	CDER	data,	individuals	with	greater	needs	for	services	(including	those	
with	medical	and	mental	health	conditions;	special	behavioral	and	health	care	needs;	vision	
and	hearing	problems;	communication	needs,	assistance	with	activities	of	daily	living;	and	
other	care	needs)	had	higher	odds	of	receiving	care,	as	expected.		
	
When	taking	into	account	client	needs,	age,	residential	setting,	and	regional	center	in	
statistical	models,	however,	Hispanic,	African	American,	Asian/Pacific	Islanders,	and	other	
racial	and	ethnicity	groups	were	significantly	less	likely	to	receive	any	services	and	had	
lower	expenditures	than	whites	in	both	2005	and	in	2013.6	9	These	two	studies	
demonstrated	that	racial	and	ethnic	inequities	have	persisted	over	time	and	the	inequities	
varied	across	RCs.		These	findings	are	consistent	with	the	DDS	2024-25	annual	report,	
which	did	not	consider	care	needs.			
	
Complex	Reasons	for	Disparities	in	Allocation,	Utilization,	and	Expenditures	
	
The	current	disparities	show	that	improvements	in	allocation	policies	and	practices	are	
needed	to	ensure	that	individuals	in	non-white	racial	and	ethnic	groups	have	equal	access	
to	services	and	supports	based	on	their	needs.		The	disparities	are	no	doubt	related	to	
many	complex	factors	which	have	received	little	study.			
	
Some	of	these	factors	appear	to	be	related	to	overall	state	budgetary	variations	and	
restrictions	across	RCs,	which	have	been	based	on	historical	RC	budgeting	rather	than	
client	needs.9		DDS	has	comprehensive	CDER	data	on	the	need	for	services	and	supports,	
but	summary	CDER	need	data	are	not	publicly	reported,	are	not	used	in	reports	of	client	
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inequities,	and	are	not	used	in	state	resource	allocations	to	RCs.		Need	factors	are	critical	to	
appropriate	DDS	resource	development,	planning,	and	allocations.			
	
Other	factors	related	to	inequitable	allocations	may	be	related	to	RC	factors	such	as:	the	
personal	biases	of	staff,	inadequate	staff	training,	lack	of	adequate	allocation	guidelines,	
historical	allocation	practices,	insufficient	staff	resources	and	funds,	lack	of	appropriate	
providers	from	appropriate	racial	and	ethnic	groups	or	with	appropriate	language	skills,	
inadequate	staff	supervision,	infrequent	use	of	CDER	assessments	and	IPPs,	and	other	
practices.			
	
The	inequities	may	also	be	related	to	individuals	and	families.		These	may	include:		
language	and	communication	barriers,	low	expectations	for	services	and	supports,	lack	of	
knowledge	about	service	and	support	options,	need	for	or	desire	to	have	providers	with	
similar	ethnicity	and	racial	backgrounds	or	languages,	reluctance	to	request	or	advocate	for	
services	and	supports,	unfamiliarity	with	what	other	individuals	generally	receive,	and	
many	other	factors.				
	
Conclusion	and	Recommendations	
	
In	conclusion,	DDS	needs	to	change	policies	and	practices	to	ensure	equal	access	to	services	
and	expenditures	for	those	in	non-white	racial	and	ethnic	groups.		The	CDER	is	a	
comprehensive,	standardized	assessment	instrument	that	forms	the	basis	of	the	allocation	
of	services	and	supports.			
	
Changing	or	replacing	the	CDER	assessment	will	not	ensure	equity	in	services	and	
supports.		The	IPP	is	the	working	document	that	creates	an	agreed	upon	plan	for	allocating	
services	and	supports.		The	primary	focus	should	be	on	changing	the	state	and	the	IPP	
allocation	processes	and	plans	rather	than	on	creating	a	new	CDER	instrument.		
	
Specific	Recommendations	for	Change	
	

1. The	CDER	instrument	should	be	updated	on	a	regular	basis	to	ensure	that	it	is	
comprehensive,	uses	current	terms	and	testing,	takes	cultural	differences	into	
account,	and	includes	sufficient	information	on	both	skills	and	unmet	needs	to	make	
appropriate	allocation	decisions.	

	
2. The	CDER	and	IPP	should	be	developed	and	used	in	tandem	and	updated	regularly	

by	the	RCs	with	their	clients	and	families	as	required.		This	should	be	ensured	by	
regular	reviews	and	audits	conducted	by	DDS.	
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3. DDS	should	publicly	report	summary	data	on	individual	needs,	analyze	the	need	

data	in	reports	of	inequities,	use	need	data	in	RC	resource	allocations,	and	use	need	
data	for	resource	development,	planning,	management	and	budgeting	purposes.	
	

4. The	state	should	consider	RC	differences	in	individual	needs	for	supports	and	
services	in	its	budget	allocations.	
	

5. DDS	should	conduct	studies	of	the	factors	that	affect	both	RC	allocation	decisions	
and	individuals	with	IDD	and	their	families	and	friends.		These	studies	should	
determine	the	needs	for	service	providers	from	racial	and	ethnic	groups	and	assist	
in	developing	sufficient	and	appropriate	resources	to	meet	the	needs	of	individuals	
with	IDD.	
	

6. DDS	should	consider	developing	detailed	guidelines	for	assisting	RCs	to	make	
equitable	allocation	decisions	and	provide	education	and	training	for	both	RC	staff	
and	individuals	with	IDD,	their	families,	caregivers,	and	providers	regarding	service	
and	support	options.			
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