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Note from the editors
Rob Fletcher leads this edition with an open letter urging dis-

ability advocacy groups to support the NADD policy position pa-
per that addresses the challenges of individuals with MI/DD in 
healthcare. Hannah Jurewicz shares the work of her agency in 
supporting individuals with MI/DD in their recovery from ad-
diction. Darin Schiffman, Psy.D., discusses comprehensive psy-
chological assessment of individuals with dual diagnosis which 
involves on-going and recursive efforts. Neil Friesland, Ed.D., 
argues that undergraduates need more comprehensive teacher 
preparation in order to adequately equip them in their work with 
special needs children. Jarrett Barnhill, M.D., explores the com-
mon ground between IDD and Major Depressive Disorder in this 
issue’s neuroscience column.

The co-editors want to take an opportunity to acknowledge and 
celebrate the good work on behalf of individuals with dual diag-
nosis described within the pages of this issue. We encourage you 
all to share your work and your thinking with the readership by 
submitting article.

Jarrett Barnhill, M.D., DFAPA, FAACAP, NADD-CC
Jarrett_Barnhill@mednet.unc.edu

Lucy Esralew, Ph.D., NADD-CC
lesralew@trinitas.org
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Opinions expressed in the NADD Bulletin are not necessarily 
those of NADD or the Editors.

This attributional style is learned from parents 
and appears to run in families. How this attribu-
tional style interacts with genetic risk to generate 
major depressive disorder is largely unanswered. 

We have a growing but still incomplete under-
standing of gene activation and the regulation in 
the synthesis of neurotransmitters; the variabil-
ity and resultant sensitivity of various families of 
receptors; and their intracellular mechanisms of 
action (including effects of gene expression). We 
also have a working understanding of how life 
experiences, especially those during infancy and 
early childhood, affect the development and mat-
uration of these neurotransmitter systems, the 
regulation of stress response system (hypotha-
lamic pituitary/sympathetic nervous systems) 
and brain maturation. Borrowing from develop-
mental neuropsychiatry we have a growing sense 
of the role played by illness, metabolic derange-
ments, and other brain insults in derailing devel-
opmental trajectory of social, psychological, and 
cognitive development. Likewise the develop-
ment of resilience and risk for mental disorders 
is influenced by the spectrum of parenting skills, 
quality of interpersonal interactions and level of 
environmental enrichment (Fletcher, Loeschen, 
Stavrakaki, & First, 2007; Romer & Walker, 
2007; Saveanu & Nemeroff). 

For indivudals with IDD, the unsettled bound-
ary between PTSD and mood disorders is a con-
fusing one. It appears that this confusion is due 
in part to our incomplete understanding of the 
interaction between ecological/environmental 
events, levels of cognitive and behavioral adapt-
ability, and genetic and neurobiologcial risk for 
both mood and trauma- stress related disorders. 
In addition, the relationship between DD and 
comorbid disruptive behavioral and anxiety dis-
orders may force us to address the boundaries 
between them and temperamental traits such as 
behavioral inhibition, neuroticism (intense nega-
tive emotional reactions) and the various forms of 
impulse dyscontrol (Fletcher et al., 2007; Romer 
& Walker, 2007). Searching for unifying features 
will be our next step. DD is not a monolithic syn-
drome. As note in a previous neuroscience review, 
DMDD (Disruptive mood dysregulation disorder) 
is an expression of such a final common pathway 
(American Psychiatric Association, 2013). Many 
individual with IDD who are diagnosed with DD 
based on the presence of irritability and disrup-
tive behaviors as primary symptoms may very 
well fall into this category. Others with less af-
fective dysregulation or impulsivity may end up 
with depressive/anxiety disorder. Add a history 

of trauma, neglect or severe attachment disor-
ders, and we uncover a number of personality 
disorders. 

In the world of individualized medicine, these 
may turn out to be clinical endophenotypes that 
will require an extensive neurobiological assess-
ment devoted to matching treatments with very 
specific needs. This may be especially true for 
the use of psychotropic medications, especially 
the need to consider the established efficacy (evi-
dence base) and our growing knowledge of phar-
macokinetics (distribution, protein binding, and 
variability in drug metabolism) and pharmaco-
dynamics (where the drug is working and what 
it does) (Ressler & Nemeroff, 2008; Saveanu & 
Nemeroff, 2012). 

At our current level of analytic sophistication 
we can associate these processes to not only the 
risk for DD but also severity, chronicity, psychi-
atric comorbidity, treatment nonresponse, and 
potential for relapse into adulthood. How or why 
this happens still eludes us. All we can say at this 
point is that it ismost likely the result of interac-
tions between ecological, developmental and epi-
genetic factors. A future generation of clinicians 
and researchers will smile at our ignorance, per-
haps much like we are astounded by the belief 
that a rare planetary alignment in the mid-14th 
century caused the Black Death. 
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US Public Policy Update
Gathering Support for NADD’s Position Statement on 
“Including Individuals with Intellectual/Developmental 
Disabilities and Co-occurring Mental Illness: Challenges 
that Must Be Addressed in Health Care Reform” 

On October 23, the NADD Board of Directors 
adopted a position paper entitled “Including In-
dividuals with Intellectual/Developmental Dis-
abilities and Co-Occurring Mental Illness: Chal-
lenges that Must Be Addressed in Health Care 
Reform.”  This paper reflects months of work by 
the NADD U.S. Public Policy Committee and was 
spearheaded by its chairperson, Eileen Elias.  
Below is a copy of the letter that NADD has been 
sending out to many disability advocacy organi-
zations to garner support for this position state-
ment.

Dear ___________:
NADD is the leading North American orga-

nization with expertise in providing profession-
als, educators, policy makers, and families with 
education, training, and information on mental 
health issues relating to persons with intellectu-
al or developmental disabilities (IDD). The mis-
sion of NADD is to advance wellness for persons 
with IDD through the promotion of excellence in 
mental health care.

It is critically important that the physical health, men-
tal health, and long-term support needs of people with 
IDD be a top priority in the myriad of health reform 
initiatives taking place across the nation. The unique 
needs of people with IDD and co-occurring mental ill-
ness (IDD-MI) must be included in any health care 
system change, whether the change is resulting from 
the Affordable Care Act, Medicaid waivers, Medicaid 
expansion, state plan amendments, and/or expansion of 
managed care..  An increasing number of publicly-
funded programs are hard pressed to provide 
the levels of assistance, therapy, primary care, 
long-term medical oversight, and individualized 
supports that people with IDD-MI need to live, 
work, and lead fulfilling lives in the community. 
It is in this spirit that NADD has developed the attached 
position statement - Including Individuals with 
Intellectual/Developmental Disabilities and Co-
occurring Mental Illness: Challenges that Must 
Be Addressed in Health Care Reform. The position 
statement is intended to guide health care reform imple-
mentation specific to its impact on this targeted popula-
tion group.   

We invite you to join our efforts to make policymak-
ers aware of the support needs of people with IDD-MI 
and their families.  A recent report on the implications 
of Medicaid managed care for people with disabilities 
prepared for the National Council on Disabilities 
underscores the importance of advocates understanding 
the issues and having a role as states plan to administer 
Medicaid services through managed care, regardless of 
whether the plans are operated by the state or other pub-
lic agencies, county governments, nonprofit organiza-
tions, or for-profit corporations. 

As an initial step we encourage you to sup-
port the NADD position statement by endorsing 
it as an individual or organizational supporter 
(see attached or click here [http://thenadd.org/
wp-content/uploads/2013/10/NADD-Poisition-
Statement-on-letterhead1.pdf] for PDF of this 
position paper). Endorsement indicates that you 
or your organization is in agreement with the 
philosophy, position, and recommendations of 
this NADD position statement. There is strength 
in numbers, and we believe that with the support 
of advocacy organization as yours, our efforts to 
bring national and local attention to these impor-
tant issues will be greatly enhanced. If you have 
questions, contact the Chairperson of the NADD 
US Public Policy Committee, Eileen Elias, at 
eelias@JBSInternational.com.

Thank you in advance for endorsing the NADD 
position statement by linking to NADD’s website 
or sending an email of support to me at rfletch-
er@thenadd.org. 

All my best,

Robert J. Fletcher, DSW, ACSW, NADD-CC 
Founder & Chief Executive Officer

The “U.S. Public Policy Update” is an ongoing 
column in The NADD Bulletin.  We welcome your 
comments and submissions for this column.  To 
learn more or to contribute to this column you 
may contact Joan Beasley, Editor of the U.S. Pub-
lic Policy Update at joan.beasley@unh.edu. 
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Abstract
This article identifies relevant characteristics 

of recovery from addiction to provide opportuni-
ties for recovery for those with intellectual dis-
abilities, mental health disorders, and addiction. 
Philosophy of and specific approaches to this first 
of its kind, recovery-oriented, harm-reduction, 
continuous residential support program are pre-
sented. Specific training is reviewed. Early out-
comes and challenges are shared. Recommenda-
tions for future programs, community education, 
and research are discussed.

Introduction
Recovery is defined by how people who suffer 

from addiction manage their disease and claim or 
reclaim their lives in the community. It requires 
conscious and active abstinence from substances 
and persistent vigilance to protect against the 
ever-present vulnerability to relapse. The as-
sumption is that as people recover from their ad-
diction, they are increasingly characterized by 
their skills, talents, and positive contributions as 
members of their families and communities, and 
less so by the symptoms of their disease that is, 
their diagnosis, substance use, self-oriented and 
self-destructive behavior, or criminal convictions. 

Rarely have we seen a person fail who 
has thoroughly followed our path. Those 
who do not recover are people who cannot 
or will not completely give themselves to 
this simple program, usually men and 
women who are constitutionally inca-
pable of being honest with themselves. 
There are such unfortunates. They are 
not at fault; they seem to have been born 
that way. They are naturally incapable 
of grasping and developing a manner of 
living which demands rigorous honesty. 
Their chances are less than average. 
There are those, too, who suffer from 
grave emotional and mental disorders, 
but many of them do recover if they have 
the capacity to be honest.

This prescriptive and inspiring statement from chapter 
5, “How It Works,” in Bill Wilson’s Alcoholics Anon-
ymous (Alcoholics Anonymous, 2002 p 58), confirms 
that sobriety is possible for most people suffering from 
the disease of addiction. Recent studies suggest the prev-
alence of those who have intellectual disabilities and 
addiction ranges between 2 and 20% (Annand, 2002; 

HHS-Office on Disability, n.d.; Weiss, 2013.). There are 
arguably thousands of people with intellectual disabili-
ties successfully applying the principles of recovery to 
enjoy contented and productive lives in the community. 

But, what of those individuals Bill W. referenc-
es, living with “grave emotional or mental disor-
ders?” Those unfortunates languish in our prison 
cells, institutional walls, homeless shelters, and 
streets. Their situations are due less to the symp-
toms of their disease of addiction but more be-
cause they lack basic cognitive-behavioral skills 
traditionally depended upon for recovery. In-
dividuals with even mild intellectual disability 
may not be able to benefit from more traditional 
materials that address addiction. They may not 
be able to read and understand the recommenda-
tions outlined in the books. They may not drive, 
so cannot attend meetings easily or regularly. 
When in meetings, the in-depth and sometimes 
abstract content of others’ sharing may be diffi-
cult to process. The social rules of turn taking, 
listening, and focused sharing may elude them. 
Insight, perception, and identification, essential 
tools to recovery, may not be readily applied or 
able to be applied at all. (Annand, 2002, Sinclair, 
2004)

Current inpatient or outpatient programs are 
time-limited by design, require basic abilities to 
read, write, understand abstract ideas, use in-
sight as it pertains to one’s recovery, and to com-
ply with common rules of social conduct such as 
listening, turn-taking, and verbally contributing 
to the session’s topic. They discharge individu-
als with the expectation that the newly acquired 
skills will transfer with the participant and be 
used where he or she resides and works. This is a 
tall order for those fighting their addiction with-
out intellectual disabilities. Without specialized 
help to adapt the principles of recovery in a man-
ner that works for them on a daily basis, people 
with intellectual disabilities, mental health dis-
orders, and addiction will not likely be able to 
achieve or sustain recovery. 

Founded upon the premise that everyone de-
serves the opportunity to live with dignity, re-
spect, and in recovery, Dungarvin CT opened the 
first of its kind, 24-hour recovery-oriented, con-
tinuous residential support program for adults 
with intellectual disabilities and addiction in 
January 2013. The individuals living in this pro-
gram sign the lease. It is their permanent home 

Supported Sobriety: Recovery Program for Living
Hannah Jurewicz, M.A. M.Ed, LPC, Senior Director, Dungarvin Connecticut LLC
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and so there is no discharge date. The support 
staff are specifically trained with a unique ap-
proach to provide 24-hour residential recovery 
supports. Individualized, cognitive-behavior-
spiritually-based programs target lifestyle 
changes incorporating the principles of recovery 
in every aspect of daily living: work, recreation, 
spirituality, and most importantly, learning to 
negotiate conflict in relationships. Participants 
and their support staff learn and grow together 
as they mutually participate in this program for 
life. This program, like recovery, is based upon 
a daily reprieve from the disease, one day at a 
time.

Recovery from addiction requires the willing-
ness and capacity to understand and respond to 
the significant adverse events that result from 
abusing prescription medications, using illegal 
drugs, and/or drinking alcohol. This insight is 
usually followed by the development of action 
steps to amend the “wreckage of the past” (Al-
coholics Anonymous, 2002), and to effectively 
change thinking and behavior toward establish-
ing healthy relationships and community-mind-
edness, one day at a time. It requires courage and 
acceptance which rewards all who participate in 
the program, with growing wisdom to know how 
to solve problems they could not have before so-
briety or a program such as this.

Recovery Program for Living Design
The premise of this recovery program is to keep 

it simple: act one’s way into sober (right) living, 
practice patience and tolerance (with ourselves 
and others), and repeat these actions throughout 
each day. Long term successful sobriety is based 
upon daily recovery. The only requirement to 
participate in this program is a desire to be sober.

The first action of the program is to review and 
follow the daily habits of the program’s 24-hour 
plan. This plan is a basic 5-step plan that facili-
tates the individuals starting their days with; 
1) self-reflection (staff guided), 2) communicat-
ing with another person about how they feel, 
3) remembering their gratitude, 4) performing 
service to others (being kind or helpful), and 5) 
self-reflection (staff guided) at the end of the day. 
The purpose of this ongoing 24-plan is to begin to 
develop healthy psychological and coping habits 
through repetition. Self-reflection, communica-
tion, gratitude, and service to others are some of 
the building blocks to long term, contented sobri-
ety. They are established and strengthened most 
effectively by simply practicing them. 

Self-reflection (staff assisted as needed), along 
with a staff-guided and structured psycho-educa-

tional exercise, involves the participants in the 
program and their supporting staff, collaborating 
to collect daily psychological (verbal and nonver-
bal) information about the participants. Active 
listening, turn-taking, and sharing of feelings 
are skills practiced during these twice or more 
daily sessions. Each individual starts at his or 
her own skill level at the beginning. The goal is 
to have them sit quietly and perform the self-re-
flection independently and then move on to one 
of the exercises with staff. In the beginning and 
for however long that may take, the staff assist 
them. They are still reflecting on themselves and 
their relationship to the universe/world around 
them. 

From a previously developed list of stress man-
agement, communication, or conflict resolution 
strategies, the participants select one to discuss. 
Following a specific protocol, the participants re-
view strategies through dialogue, role play, and 
real life examples. Data is collected as to when 
these were applied, how effective they were, and 
revised or refined as necessary. Identifying and 
developing interpersonal-relationship skills, de-
veloping stress/conflict management strategies, 
and practicing those strategies are some of the 
skills focused on during these sessions.

Participants and staff complete several tools 
that will be used during and in between the dis-
cussion sessions. These include gratitude, per-
sonal inventory, and positive action lists. These 
are completed, stored, retrieved and reviewed 
as often as desired, minimally twice a day dur-
ing the self-reflection sessions. To develop the 
tool of gratitude, individuals consider the people, 
places, and things for which they are grateful. 
Examples that are listed in their exercise and 
that may be discussed include family, friends, 
other people in recovery who are helping them 
in the program, staff, co-workers, and friends in 
the community. They may list their workplace, 
home, church, and meetings. They may include 
their sobriety and health. This list assists the in-
dividuals to start their day with appreciation and 
positivity. It is also used when they are feeling 
frustrated or defeated to remind them of what 
they do have for which to be appreciative. Most 
often, they will see that the very items on the list 
for which they are grateful are the same items 
that disturb them. Over time and repetition, they 
come to realize that frequently, it is their percep-
tion, attitude or feeling that is controlling their 
experience and not as much the people, places, 
and things in their lives. Through owning their 
feeling (reaction), individuals are empowered to 
use one of their strategies to address their frus-
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tration. For example, an individual cannot con-
trol when a staff calls out which results in the in-
dividual being unable to go out in the community 
as planned. He can control how long he is going 
to be upset about that and how he will choose to 
spend the rest of his day. He may start by being 
grateful he is safe in his home and has other ac-
tivities he can do at home instead today.

Another tool offers the opportunity for the indi-
viduals to identify problems in their lives, connect 
how those situations make them feel, what they 
used to do about it, and how they are handling 
it differently (more effectively) through their 
changed responses. An example might be how 
an individual responds today vs. before he was 
in the program when he finds something of his 
is missing from his room. He writes, “something 
is missing from my room,” and includes how it 
makes him feel, “angry.” He enters that he used 
to “barge into a housemates room and accuse him 
of taking it.” He will add in the last column that 
today he will “inform the housemates and staff 
that the item is missing and ask for assistance to 
locate it, letting them know how important that 
item is and how it feels to have his item missing.” 
This tool is effective during strategy discussions 
with staff and as an affirmation of the progress 
individuals are making while working on them-
selves.

Staff Training and Applying 
the Tools of the Program

Staff participate in basic training to become 
familiar with intellectual disabilities, addiction 
and recovery, and co-occurring disorders. Ongo-
ing education about the disease of addiction and 
tools for recovery occur through regular atten-
dance to open 12-step meetings with the individ-
ual they support. The individuals also serve as 
a continuous resource of information as well as 
staff all learn together how to best support them 
in their recovery.

Knowing how and when to apply the tools of the 
program takes practice and a deep understand-
ing of the philosophical approach that drives the 
program itself. It requires a strong familiarity 
with co-occurring disorders and intellectual dis-
abilities and how, when they interact with one 
another, they create a new set of challenges for 
both the individuals to live with and the staff 
to support. Each day, and times throughout the 
day, the participants in the program may require 
qualitatively and quantitatively different levels 
of recovery support. 

Using a co-occurring quadrant methodology, 
staff assess the appropriate level of support. 

Each quadrant box identifies whether or not 
the need is more or less mental health (MH) or 
substance addiction (SA) influenced; low sever-
ity MH, low severity SA; high severity MH, low 
severity SA; low severity MH, high severity SA; 
and high severity MH, high severity SA. By de-
termining the combination of needs, the staff is 
able to target the support provided, whether it 
is preventative, wellness enhancement, recovery/
relapse, or acute support.

Lo MH
Lo SA
Preventative 
support

Hi MH
HI SA
Acute support

Lo MH
Hi SA
Recovery/relapse 
prevention 
support

Hi MH
Lo SA
Wellness 
enhancement 
support

An example of each might be as follows:
Low severity MH, low severity SA: Joe is feel-

ing comfortable and content. He completed his self re-
flection with staff, went to work today, and is looking 
forward to going to a meeting tonight to see his friends 
and sponsor. He offers to help cook and clean up dinner. 
Staff would support Joe by ensuring he is transported to 
his meeting on time and has plenty of time before and/
or afterwards for talking with others at the meeting. Staff 
would be providing preventative support.

High severity MH, low severity SA: Joe is feeling 
frustrated and angry. Something of his may be missing, 
he was reprimanded at work, or he is disappointed at 
some outcome. He is yelling, pacing, and is throwing his 
belongings around the house. He does not indicate that 
he is craving drugs or alcohol (he may not mention it or 
if staff ask he denies it). Staff would acknowledge Joe’s 
feelings and follow the protocol developed by the be-
havior specialist or clinician overseeing Joe’s behavior 
health plan. Staff may certainly use the recovery-relapse 
strategies as well. While this may be a build up to want-
ing to use, at the moment the behavior appears to be an 
overly strong emotional response to some earlier experi-
ence. Staff would be providing a wellness enhancement 
approach such as empathic active listening to assist Joe 
to feel heard and understood. They may employ strat-
egies to assist Joe to ground himself through guided 
breathing or other exercises previously discussed and 
practiced with Joe during strategy sessions. Should Joe 
calm down but indicate a desire to use or act out in a way 
that indicates he is moving toward relapse, then, staff 
would adopt the low severity MH, high severity SA ap-
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proach. Should he escalate to severe physical aggression 
to property, or threaten or actually aggress toward him-
self or others, staff’s approach would move to the high 
severity MH, high severity SA quadrant. 

Low severity MH, high severity SA: Joe is talking 
and behaving in a manner that indicates his intention or 
desire to use substances. He may admit to craving, hav-
ing a plan to leave the program and use, contact people 
he used to use with, etc. He is not behaving out of control 
yet. He has not damaged property nor threatened to or 
actually aggressed against himself or others. He may talk 
about giving up, giving in. He may not be open to talking 
at all. Staff suggest Joe attend a meeting and share about 
his feelings and perhaps his desire to use. They remind 
him that is where people understand EXACTLY how he 
is feeling and will have some help for him. Staff ask if he 
has called anyone in recovery today such as his sponsor. 
If Joe is receptive to discussion, staff will use some of 
the previously completed tools to assist Joe to apply one 
of them such as the Serenity Prayer, his gratitude list, go-
ing to a meeting, talking to another sober addict, and so 
on. If this is successful, Joe will use one of the strategies 
and staff will see Joe restore himself to either quadrant 1 
of preventative or wellness enhancement. If Joe’s reac-
tions escalate he would be assessed at the next quadrant.

High severity MH, high severity SA: Joe is having 
an acute experience. He is at risk or has already lost con-
trol of his behavior health and his recovery. At this point, 
Joe is inconsolable through discussion with staff; he is 
no longer hearing them and/or responding to their sup-
port. His desire to relapse is stronger than his desire to 
stay sober. In this quadrant, Joe’s experience can include 
him exhibiting psychotic features as well as actually re-
lapsing. His safety and health are at significant risk. Staff 
will need to assess the situation to see if hospitalization 
is the most appropriate intervention for Joe. Staff may 
need to call Joe’s attending physician, on-call nursing 
services, and/or crisis intervention specialist.

It is important to remember that the quadrants 
are described as if they are distinct and static cat-
egories. Individuals move fluidly through most if 
not all of the quadrants during any given period 
of time. The quadrant model is meant to serve as 
a guide for identifying the most appropriate and 
effective support approach that would emphasize 
one or another response, and not to permanently 
classify an individual as one of the quadrant cat-
egories.

Additional Program Tools 
and Natural Supports

Environmental tools
The home environment is flooded with recov-

ery multi-media recovery. The individuals’ home 

is decorated with recovery-oriented images and 
slogans in the common living areas and their 
rooms if they wish. There is a designated area for 
meetings where the 12-steps and 12-traditions 
are displayed. A variety of books and movies are 
available, to provide the opportunity for staff and 
individuals to learn more about addiction and 
recovery through basic material, pamphlets, fic-
tion, and non-fictional DVDs. 

Positive Activities
There is a wall board in the kitchen that con-

tains notices about upcoming recovery-oriented 
events, list of meetings, and other positive social, 
recreational, and spiritually-based activities in 
the community. 

12-Step Programs as Natural Supports
“Rarely have we seen a person fail who has 

thoroughly followed our path” (Alcoholics Anony-
mous, 2002). As Bill Wilson and Bob Smith dis-
covered in 1935, it takes at least two people in 
recovery in order to stay sober. Individuals can-
not live sober lives alone. Fellowship is essential 
for feeling connected and to provide role models 
for how to live sober lives and this is found only 
at meetings. These natural supports will be fun-
damental to the individual’s sober story and be a 
long term supportive presence.

 Participants are encouraged to attend NA or 
AA meetings, obtain sponsors, and join in the fel-
lowship of these programs. Staff attend meetings 
(open meetings unless the staff acknowledge that 
they also are in recovery) with the participants to 
assist them to understand or process any informa-
tion or questions they may have after the meeting. 
The staff may also assist the participants in fa-
cilitating the fellowship experience by introducing 
the participant to others before or after the meet-
ings or help the participants approach a potential-
ly suitable sponsor to ask for guidance. 

To assist the individuals to understand and ap-
ply the 12-steps in their lives, the description of 
the steps is adapted to be more practical. Each 
added explanation for the steps is unique to 
each individual based upon what he or she un-
derstands and what he or she needs help clari-
fying. The original steps remain in place and 
other statements are added by the individuals as 
they begin to understand what the step means 
through going to meetings, talking with others, 
talking with their sponsor, and talking with 
staff. Some examples of the first 3 steps:

AA Step One: We admitted we were powerless 
over alcohol—that our lives had become unman-
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ageable (Alcoholics Anonymous, 2002). The individual 
adds, “I know I have a problem with drinking alcohol or 
using drugs; that I get into trouble when I am using or 
drunk. I am not alone in this. There are others. Together, 
we can say that we have a problem.”

AA Step Two: Came to believe that a Power 
greater than ourselves could restore us to sanity. 
(Alcoholics Anonymous, 2002). We add, “I know there 
is help for me to stop drinking and drugging. This pro-
gram and others in the program are here who understand 
and can help me.”

AA Step Three: Made a decision to turn our 
will and our lives over to the care of God as we 
understood Him. (Alcoholics Anonymous, 2002). 
We add, “I asked for help and am willing to ac-
cept help from the group, and/or God; whatever 
I think God is.” (A.A. World Services, Inc., 2002)

Individualizing the Program
Individualizing the program promotes the in-

dividuals’ ownership of their recovery. Taking 
responsibility of one’s feelings and reactions to 
people, places, and things that used to cause one 
to act out, drink, and/or use drugs is a critical 
characteristic of sustaining recovery (Alcoholics 
Anonymous, 2002).

Each program component is able to tailor cer-
tain features to meet the unique needs and pref-
erences of the people it is intended to support. 
Each individual meets with the team to review 
the 24-hour plan, the forms, the strategies, and 
the information being collected. He or she may 
wish to add feelings to the self-reflection list, or 
include additional strategies, skills, or talents 
to be practiced. There may be skills in conflict 
resolution or stress management that the in-
dividual already uses successfully to include. 
There may be goals in these areas that the in-
dividual is currently working on and would like 
to include in this plan as well. There may be 
specific language within the materials that the 
individual struggles to understand and requests 
that it be explained differently, or with pictures, 
or by example. 

Once the individuals approve the forms, strate-
gies, and skill building components, they partici-
pate in the staff training. The individuals review 
the protocols and forms with the staff. Through 
this process, the individuals are empowered to be 
part of the team, working on their recovery and 
not simply a recipient of services. They have a 
stronger commitment to the work that needs to 
be done in a program they helped to develop and 
roll out.

Comment about Relapse
Relapse is not a part of recovery. It is a symp-

tom of the disease. When either physical (drink-
ing or substance abuse) or emotional/behavioral 
(reverting to old patterns of behavior) relapse 
occurs, individuals are able to re-start their pro-
gram, if they choose. That is, they start where 
they stand and begin again. No one is discharged 
because he or she relapsed. A daily reprieve is 
always there for them.

Abstinence is not a program goal as goals 
have achievement points and sobriety has no 
end point. Rather, abstinence may be perceived 
as an outcome of health living which does have 
definable, measurable outcomes. Examples of 
these may involve obtaining work, work atten-
dance, positive reviews from work supervisor, 
sustaining relationships that promote positive 
self-concept, maintaining good health or improv-
ing one’s health in specific ways, paying bills on 
time, being accountable to one’s family, friends, 
neighbors, and community. 

Early Outcomes
The overall goal of the program is for individu-

als to learn how to live life on life’s terms; that is, 
accept and address the daily events that occur in 
life, use the tools of the program to establish or 
improve one’s sense of belonging and self-concept, 
and to navigate conflict in all their relationships. 
They establish connections with recovery fellow-
ships in the community through regular contact/
attendance to meetings, develop social networks 
of recovery friends, participate in recreational 
activities in the community, strengthen family 
relationships, develop or re-unite with their re-
ligious fellowships if they desire, and obtain and 
maintain meaningful work/volunteer work. 

When the program first opened, two individu-
als were living in state institutions that serve 
adults with severe and persistent mental illness. 
The third individual, who had recently bolted 
from a 24-hour group home, was living intermit-
tently between his family’s home and the streets. 
All three had criminal convictions; one had 
served time in prison, one was facing time in jail, 
and the third was at risk given the opportunity to 
repeat his criminal behavior. 

Each individual expressed interest in very dif-
ferent program goals. For one, it was more impor-
tant to him that he strengthen his relationships 
with his siblings. For another individual, his pri-
mary goal was to go back to church. For the third, 
his strongest desire was to graduate high school.

The individuals posted their 24-plans in their 



9January/February 2014    Volume 17    Number 1

The NADD BULLETIN

rooms. Two individuals read daily reflections 
meditation books in the morning. One individual 
uses his self-reflection form to communicate with 
his staff about how he feels in the morning and 
late afternoon. 

One individual added items to be tracked, 
strategies to practice, and skills to use with his 
strategies. He participated in the staff training 
and thoroughly reviewed each document with 
the team. As new staff are scheduled, he ensures 
each is trained by him or another staff. As con-
flicts and frustration have occurred, this individ-
ual is increasingly using the strategies, and the 
result is his being able to communicate his frus-
tration more effectively. He reports feeling more 
content and happier with his relationships. He 
stated he feels more patient with others and has 
been able to use strategies such as “not taking 
what someone else says personally” to help him 
not overreact to his housemates when they are 
talking negatively to him. Although outbursts 
do occur, he has not damaged property in two 
months and has responded to prompts to talk 
about his concerns with his staff and sponsor. 

Two individuals call their sponsors during the 
week and go to meetings. With one individual, we 
work closely with his sponsor to facilitate consis-
tent communication so that the sponsor can be a 
more effective support to the individual. One in-
dividual has expressed a strong affiliation with 
the program. Two others attend, but it is not clear 
how connected they feel to the meetings. One in-
dividual served as chair (group facilitator) at one 
of the local NA meetings. Since he had memorized 
a good deal of the material that was regularly re-
peated in the beginning of meetings, he was able 
to chair independently for most of it. He has also 
served as a time keeper at a meeting and bar-
beque griller at one of the annual sober picnics. 

One individual is an active member of a local 
church and sings in the choir. He is successfully 
adhering to the requirements of his probation. 

All three participate in day services one of 
them in small group employment. 

All three have reestablished relationships with 
their families and have friends in the community. 

All three individuals have maintained their so-
briety; this is the longest sobriety two have expe-
rienced in their lives since they began using. One 
individual had maintained over two decades of 
abstinence upon admission but had not been able 
to manage stress, negotiate conflict in relation-
ship, or experience contentment or happiness for 
any length of time.

Challenges

Team and Family Member Issues
As this program evolves, it is not without its 

challenges. Most families, friends, and profes-
sionals in the industry of supporting those with 
intellectual disabilities do not understand or do 
not accept the disease of addiction. They are re-
sistant to learning about how it impacts others, 
including family members. Educating and chang-
ing outdated perceptions with state case manag-
ers, family, friends, day service providers, and 
staff has required multiple meetings to address 
misunderstanding, resolve conflict, and restore 
stability to the team and family relationships. 
Attempts to convince family members to attend 
recovery support groups such as Al-Anon or AA 
for themselves have been unsuccessful. 

Difficulty in identifying the characteristics of 
the most appropriate staff has presented chal-
lenges. Unable to recruit any candidates who had 
experience serving individuals with all three di-
agnoses, we accepted staff with an interest in this 
area. Some staff had experience working with 
addiction but not intellectual disabilities. Oth-
ers had experience supporting individuals with 
mental health disorders. Others only with intel-
lectual disabilities. The discrepancies among the 
staffs’ perception and skill present challenges 
and training opportunities on a regular basis.

Many of the individuals who have experienced 
addiction have sufficient skills to independently 
interact in the community and, therefore, may 
also have criminal justice charges/convictions. 
Treatment team members over-estimate the in-
dividuals’ cognitive processing skills and ability 
to connect consequences for their conduct that 
are delivered days if not months later. They feel 
that since the individual was capable of commit-
ting crimes, living on the streets, or manipulat-
ing family or staff members, then, they should be 
able to learn from consequences such as prison, 
fines, homelessness, or expulsion from the fam-
ily. They should realize that drinking/drug use 
resulted in these consequences. 

Difficulties in understanding the disease of ad-
diction, and the impact of mental health disor-
ders and intellectual disabilities had on the indi-
viduals took almost nine months to work through. 
There were many meetings, misunderstandings, 
and conflicts that needed to be resolved before we 
could once again focus on the program of recovery 
rather than the effects of this disease. The pro-
gram is operating more smoothly today but not 
without its occasional eruptions from manipula-
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tions, misunderstandings, gossip, and criticism 
generated from or fueled by the individuals, case 
managers, or family members.

The silo-effect among state agencies and com-
munity providers has obstructed collaboration 
and access to clinics and services that would 
provide assessments, counseling, and treatment 
for addiction and co-occurring disorders because 
these individuals’ funding source comes from a 
different state agency. Behavioral health agen-
cies or clinics that serve Medicaid recipients have 
prohibitively long waiting lists and have almost 
unanimously declined serving our individuals 
stating that they do no meet criteria and could not 
benefit from their services because they have an 
intellectual disability. This has extended to train-
ing as well; our agency’s staff were not eligible 
to register for free statewide training because our 
primary funding source was Department of De-
velopmental Disabilities Services and not Depart-
ment of Mental Health and Addiction Services.

Conclusion 
Recovery is possible for those with intellectual 

disabilities, mental health disorders, and addic-
tion. The program described in this article was 
designed specifically to support individuals with 
mild to moderate intellectual disabilities who, 
as a result of long term alcohol and/or drug use 
and possibly criminal activity, ended up in in-
stitutions (psychiatric or criminal justice) or on 
the streets (or shelters). They have been able to 
develop complex relationships with their family 
members, perhaps creating their own families, 
and/or living on the streets, homeless shelters, 
and prisons. Each individual struggles with a va-
riety of cognitive challenges due in part to how 
his or her intellectual disability impacts his or 
her learning style, the likelihood of environmen-
tal impoverishment if they were on the streets 
early rather than in an educationally enriching 
program during school-age years, and the poten-
tially negative impact that years of alcohol or 
drug use has had on his or her brain. 

Early results may suggest that those with a 
strong desire to stay sober will benefit the most 
from this program. The program design is adapt-
able to most learning styles and needs, but if the 
individual does not want the benefits of sobriety, 
then, his lack of willingness or interest to work 
the program will be the most significant chal-
lenge. Individuals who function more similarly 
to others who do not have intellectual disabilities 
may experience increased conflict in their rela-
tionships due to others’ expectations that they 

process and respond as if they do not have any 
intellectual challenges let alone an addiction or 
mental health disorder. This creates additional 
stressors for these individuals 

Delivering effective recovery-oriented services is 
impacted by qualities of the staff. It would appear 
as though there are no staff adequately trained 
in providing services to those who have all three 
diagnoses. Ensuring adequate training is critical, 
and it would appear that staff with strong knowl-
edge in co-occurring disorders is critical. 

Future Directions
It is recommended that research be conducted 

on the financial impact on state budgets when 
these individuals are remanded to state insti-
tutions (prisons and hospitals) rather than par-
ticipating in recovery support in the community 
where they live and the cost savings to the state 
budgets when they are living in supported sobri-
ety homes, going to work, and positively contrib-
uting to their communities. 

Continued outreach and education in the com-
munity with providers, family members, and 
state funding sources is critical to developing a 
successful supported-sobriety environment. It is 
recommended that natural supports be developed 
within community self-help recovery groups such 
as NA, AA, Al-anon, and others to provide long-
term fellowship, sponsorship, and mentoring.

The development of certification training at 
the clinical, managerial, and direct care provider 
level is critical to validate this model of support 
and establish a consistent delivery of quality 
supports. This training will also assist to identity 
the characteristics of potential staff that are the 
most suitable to support these individuals. 

It is also recommended that providers, indi-
viduals, families, and case managers advocate 
for cross-training and services that provide pro-
grams that are adapted to meet the needs of 
those with intellectual disabilities, and that state 
agencies promote collaboration through fund-
ing incentives and memorandums of agreement 
among the state agencies.

As this model of recovery-oriented supports 
evolves, it will be important to retain the capac-
ity to be individualized to meet the skills and 
needs of those who participate in it. Although 
those who have successfully maintained sobriety 
may say they have followed the same basic sug-
gestions, the journey of recovery is unique by de-
sign to each individual, allowing everyone the op-
portunity to experience, process, and chart their 
own course in his or her life, one day at a time.
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In recent years, there has been a growing aware-
ness and interest in improving diagnostic assess-
ment of individuals who have a dual diagnosis. 
Although we know that there are high rates of 
co-occurrence of mental health disorder and intel-
lectual and developmental disability, we have a 
dearth of tools for psychodiagnostic assessment. 
Campbell and Malone (1991) presented a broad 
estimate that anywhere between 14-70% of the 
ID population has mental illness. Rush, Bowman, 
Eidman, Toole, & Mortenson (2004) cited sources 
that places the prevalence of mental illness in a 
range that can be as much as four to five times 
higher than the general population . 

When individuals who have a developmental 
disabiity present with psychiatric issues, the 
symptoms are frequently manifested – and can 
be additionally compounded – by an escalation 
of challenging behaviors. Often, these mental 
health issues are closely connected to a behav-
ioral phenotype that may be associated with a 
particular syndrome, e.g., Angelman, Down, or 
Fetal Alcohol Syndromes. While not necessar-
ily reflective of the aforementioned syndromes, 
some of the more frequently observed (and per-
haps the most easily recognizable) behavioral 
manifestations in individuals who have IDD/
MI might include: attempts to injure one’s self, 
displays of aggression toward property/others, or 
uncontrolled angry outbursts. When symptoms 
of an Mental Illness persist in spite of the consis-
tent application of appropriate behavioral inter-
ventions and particularly where there is a loss of 

reality contact, i.e., atypical Psychotic Disorders 
in young adults who have Down Syndrome, there 
is a need for psychiatric intervention that may 
include inpatient hospitalization.  

In accounting for this complex interplay of fac-
tors, it is essential for professionals working with 
individuals with a dual diagnosis to accurately 
identify the various triggers, antecedents, and 
setting events linked to challenging behaviors. 
Luiselli (2004) has asserted that antecedents to 
challenging behaviors fall into four broad cat-
egories: activity or task demands; the presence 
or actions of specific people; environmental 
changes and/or challenges such as loud or chaotic 
noises; and arousal in physiological states such 
as that which might be brought on by psychiatric 
symptoms. Along these lines, Simon and Finu-
cane (1998) have advanced the idea of using a 
syndromic approach. They propose a more inclu-
sive assessment system with a component that 
allows the clinician to determine the presence of 
a mental condition and/or functional behavioral 
disorder and to generate a diagnostic hypothesis 
in each area. 

The more contemporary evaluation instru-
ments for individuals with a dual diagnosis (usu-
ally completed by a Psychologist or Psychiatrist) 
have been constructed to assist in differentiating 
between a multitude of behavioral disturbanc-
es and their psychiatric symptom equivalents. 
While no single measure or assessment tech-
nique can provide all of the answers, the newer 
assessment tools ostensibly serve a dual-purpose 

Towards a Multi-Modal Approach to the 
Assessment of Persons with Dual-Diagnosis 
Darin Schiffman, Psy.D.
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in that 1) they serve as a means of identifying 
contributory but non-mental health influences to 
psychiatric presentation, such as culture, educa-
tion, and socioeconomic class, and 2) they help 
the clinician to strategize and plan treatment, 
e.g. in order to begin psychotherapy, psychosocial 
intervention and / or behavioral intervention.

The assessment of mental health disorders in 
this population involves varied techniques and 
is an arguably complex process. Nonetheless, a 
best practice approach would suggest completing 
an evidence-based biopsychosocial assessment. 
The following list has been compiled as a step-
by-step (but not exhaustive) checklist in an effort 
to assist clinicians to assess and treat individuals 
with a dual diagnosis:
1) Summarize background and referral informa-

tion, including:
a) Basic identifying information such as cli-

ent’s name, date of birth, gender, groom-
ing and hygiene, distinguishing facial or 
bodily characteristics, diagnoses, present 
address, referring agency or person, ap-
pearance, ambulation, cognitive abili-
ties, expressive and receptive language, 
physical and disabilities. Provide name 
of evaluator and title and affiliation.

b) Description of general health, including 
genetic syndromes, accidents, surgical 
procedures, childhood illnesses, seizure 
activity (type, frequency, most recent oc-
currence), and biological or other risk fac-
tors. Also, medications, both current and 
past should be noted (type, dosage, recent 
med changes, schedule, and purpose). A 
special note should be made of certain 
medical conditions that can directly im-
pact mental health presentation. Accord-
ing to Hurley, Levitas, Lecavalier, and 
Pary (2007) these may include but need 
not be limited to: constipation (distress), 
hypothyroidism (depressive symptoms), 
hyperthyroidism (mania), or diabetes 
(behavioral side effects).

c) List previous services provided (include 
times and dates), including hospitaliza-
tions, day treatment, psychotherapy, 
adaptive behavior testing, psychologi-
cal assessment, vocational programs, 
etc. Describe the behavioral strategies 
presently used and those employed in 
the past, the duration of their use and 
whether successful or not. 

d) Describe the source of information, e.g. 
direct observation, interviews, question-

naires, review of extant records, previous 
program data, etc. 

e) Psychosocial factors – history of mar-
riage, children, level of education, socio-
economic status, employment, substance 
abuse, and guardianship information.

f) Developmental factors - early behavioral 
adjustment (infancy, elementary school 
and adolescent years), pregnancy, birth, 
delays in meeting developmental mile-
stones.

g) Suggestions for positive programming 
– Based on estimates of the individu-
al’s adaptive, domestic, motor (fine and 
gross), leisure, vocational, communica-
tion (written, expressive, and receptive), 
emotional, and community skills, the 
clinician can begin to formulate some 
ideas of appropriate functionally related, 
equivalent, coping, and / or general skills 
that can be taught and reinforced with 
the client. 

h) Note the specific reason for the referral and 
if any discrepancies exist between the re-
ferring person / agency and the clinician 
conducting the current assessment.

i) Describe anticipated difficulties and bar-
riers to treatment/achieving goals, e.g., 
social/emotional issues, history of abuse, 
recent loss, or inappropriate living envi-
ronments, in addition to other resources 
needed for this person.

2) A thorough environmental analysis to iden-
tify and better understand antecedents and 
consequences that have a functional relation-
ship to the target behavior, rather than just 
describing the topography, behavioral pre-
cursors, onset/offset, strength (rate), dura-
tion, or severity. More specifically:
a) The clinician should understand and rec-

ognize the critical role of establishing-
operations and their relationship to mo-
tivational drives.

b) Based on the available data, the clinician 
can start to conceptualize and structure 
highly specific interventions, such as 
training functionally equivalent/related 
skills that change or entirely eliminate 
the establishing operations of a behavior.

3) Complete some type of an Integrative Psycho-
logical and Psychiatric Assessment(s) that 
consider behavior from a neurodevelopmental 
perspective and that take into account nor-
mal coping mechanisms that someone with 
limited cognitive organization/developmental 
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disability might employ under stressful con-
ditions. Such measures can facilitate commu-
nication and comparisons by offering stan-
dardized descriptions. They are described in 
the DM-ID, (Fletcher, Loschen, Stavrakaki, 
& First, 2007, p.18-19) as follows:
a) A priori informant-based instruments 

such as The Assessment of Dual Diagno-
sis (ADD) and the Diagnostic Assessment 
for the Severely Handicapped-II (DASH-
II); these two instruments are based on 
an established mental health classifica-
tion system, deriving their results from 
diagnostic criteria of DSM taxonomy.

b) Empirically driven informant-based in-
struments developed with a psychomet-
ric methodology, i.e., factor analytic tech-
niques that delineate between various 
behavioral descriptors. A couple of exam-
ples are The Reiss Screen for Maladap-
tive Behavior (RSMB) and the Aberrant 
Behavior Checklist (ABC).

c) Rating scales that measure specific men-
tal health and behavior aspects of func-
tioning in order to determine the extent 
to which these issues are affecting emo-
tional and psychological functions:
·	 The Behavior Problems Inventory 

(BPI) is a 52-item inventory measur-
ing aggressive, stereotypic, and self-
injurious behavior

·	 Informant-based instruments that 
measure mental health problems: 
Anxiety, Depression, and Mood Scale 
(ADAMS).

·	 Broadband Self-report instruments 
such as the Emotional Problem 
Scales: Self Report Inventory (EPS-
S) Psychopathology Inventory for 
Mentally Retarded Adults – Self-
Report Version (PIMRA-SR) and 
those targeting specific clusters of 
mental health symptoms such as the 
Beck Depression Inventory (BDI) or 
the Zung Self-Rating Anxiety Scale 
(ZAS).

d) Quality of life inventories such as the 
Supports Intensity Scales (SIS).

e) Appropriate adaptive measures – Vine-
land Adaptive Scales, Second Edition 
(VABS-II).

f) Appropriate standardized measures of in-
tellectual functioning that account for so-
cial, linguistic, and cultural background 
with the proper adaptations being made 

for any sensory/motor limitations. 
g) Projective testing – for those with mild 

to moderate ID who might have difficulty 
responding to direct questioning, projec-
tive testing can facilitate an understand-
ing of the individual’s psychological state 
(particularly if there’s psychosis) and 
internal mental world (Fletcher et al., 
2007, p.17). 

h) A companion Axis IV scale that notes 
the significance of certain environmental 
and psychosocial stressors, in particu-
lar to those with Intellectual Disabili-
ties. Also, it has been suggested that the 
Global Assessment of Functioning (GAF) 
on Axis V be modified to the extent that 
an ID be treated as a physical disability. 
Otherwise, it might cause a clinician’s es-
timates of functioning to be low and drive 
down scores, since an ID is technically 
considered a mental disorder (Fletcher et 
al., 2007, p. 22). 

i) Psychiatric Assessment Schedule for 
Adults with a Developmental Disability 
(PAS-ADD) as part of a multi-level Psy-
chiatric assessment system.

j) A Mental Status Examination – an ap-
propriate MSE requires the clinician to 
provide qualitative descriptions of the 
following: (1) general appearance and 
behavior, (2) mood and affect, (3) psycho-
motor activity and speech, (4) thought 
process and content, (5) cognitive func-
tions, and (6) judgment and insight.

4) A semi–structured clinical interview or qual-
ity assurance system such as “The Periodic 
Service Review” should be completed at regu-
lar intervals to validate previous judgments, 
make corrections, and to suggest necessary 
changes to treatment planning.

5) Besides holding regular meetings, and making 
referrals as necessary between professionals, 
an agreed upon quantifiable method for inter-
disciplinary treatment team members, par-
ticularly for psychiatrists and psychologists to 
accurately conceptualize and measure behav-
ioral and symptomatic improvement.

In concluding, the assessment of dually-diag-
nosed individuals requires an ongoing and recur-
sive effort. The process might be conceptualized 
as being divided into 4 essential domains; 1) a 
review of all pertinent background information, 
2) a mental-health screening component that 
focuses on identifying specific psychiatric symp-
toms, 3) a functional behavioral assessment that 
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focuses on identifying various problem and alter-
native behaviors, in addition to short and long-
term behavioral objectives, and 4) an integrative 
formulation encompassing disruptive behavioral 
manifestations and their point of intersect with 
mental health issues. 
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Introduction
The purpose of this paper is to highlight the 

lack of training for general education teacher 
candidates in the area of special education. Cur-
rently, states often require only one specific spe-
cial education course in undergraduate teacher 
preparation programs that address the social, 
academic and emotional needs of students iden-
tified as having special needs. The goal of this pa-
per is to develop awareness of the need for a more 
comprehensive approach to teacher preparation 
programs that involve special education.

Background
In a study from the Council of Exceptional Chil-

dren, teacher candidates were asked what types 
of students they might see in their classes. Only 
six percent of teacher candidates in that study re-
sponded that they would teach children who have 
disabilities in their classrooms (Gaetano, 2006). 
This is common in teacher preparation programs 

across the nation. Often only a minimum of 
courses address the special needs populations in 
schools, and then it may be only one characteris-
tics course. Stone and Brown (1987) have shown 
that there are many opportunities of in-service 
workshops on exceptional children in many school 
districts; however, only a limited number of states 
require extensive training in special education for 
elementary and secondary education majors prior 
to becoming service teachers.

One could argue that experiences in working with stu-
dents with special needs (e.g. Special Olympics, tutor-
ing, local community programs) could take the place of 
courses about the exceptional child; however, Hadadain 
and Chaing (2007) found experiences with students with 
special needs, did not enhance the participants’ disposi-
tion toward inclusion of students with special needs but 
coursework in special education did. Stone and Brown 
(1987) also found that the attitudes of the regular edu-
cation teacher toward children with special needs might 
be a variable in the way teachers meet the needs of all 

Special Education Training in Undergraduate 
Teacher Preparation Programs: Making a Case 
for Additional Special Education Courses for 
General Education Teachers
Neil O. Friesland, Ed.D., MidAmerica Nazarene University
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students in their classrooms. These attitudes are often 
molded within undergraduate courses. According to 
Brownell, Ross, Colon, & McCallun (et.al, 2005) fea-
tures of effective teacher preparation programs: “focus 
on meeting the needs of a diverse student popu-
lation by attending to issues of diversity in required 
courses, assignments, and field experiences with stu-
dents from diverse cultures and, in some instances, with 
students with disabilities” (p.3). The key phrase in the 
passage is “in some instances.” Even the American As-
sociation of Colleges for Teacher Education (AACTE) 
recognizes this as the standard for teacher education 
preparation. (Brownell et al., 2005)

An argument can be made that one college 
course in the exceptional learner cannot effec-
tively cover characteristics as well as methods 
and strategies of exceptional learners in one se-
mester. Training is needed no matter how little. 
However, it brings up this question: “Why have 
Special Education training for general educa-
tion teacher candidates, and make it a licensure 
requirement, if those candidates aren’t getting 
enough of this training to meet the needs of these 
students?” Additionally, almost no state requires 
any training in special education for an individu-
al to become licensed as a principal (Bateman & 
Bateman, 2001). If principals aren’t trained ef-
fectively in meeting the academic, social, and be-
havioral needs of students in special education, 
how can one expect a general education teacher 
to do much better?

Elementary education teacher preparation 
programs across the country are full of methods 
courses in reading, math, science, and social stud-
ies. Additionally content methods courses at the 
secondary level provide methodology and pedagog-
ical instruction. The importance of these courses 
is evident. However, these methods often address 
content alone and not the underlying issue of peda-
gogy for students with disabilities. A lack of train-
ing in special education may lead to a decrease 
in overall performance of students with special 
needs on state assessment. According to the New 
York Department of Education (2011), training in 
teaching and learning allows teachers to serve a 
wider range of general education students yet stu-
dents identified as having special needs are still 
performing poorly on state assessments.

State Course Requirements in Special 
Education for General Education Licensure

The following paragraphs will discuss the re-
quirement of a few Midwestern states in relation 
to pre-service training for teachers candidates.

Kansas
Kansas requires one course in the Exceptional 

Learner. If a teacher holds a license from another 
state and his or her transcript does not include 
The Exceptional Learner (or equivalent), the 
teacher must complete that course before full li-
censure can occur. There is no particular practi-
cum requirement associated with the course, 
only that the course has been taken.

Oklahoma
According to the Oklahoma State Department of Edu-

cation, the state does not require a specific course in the 
Exceptional learner or an equivalent course. The state 
only requires the universities to set teacher education 
requirements. It is assumed that the universities will 
include a course in special education for undergradu-
ates, but the state does not actually check for a particular 
course or courses in special education. (Personal com-
munication, September 19, 2012).

Missouri
General educators are required to have at least 

one 2 credit hour course in the Exceptional Learn-
er. If a teacher holds a license from another state 
and his or her transcript does not include The 
Exceptional Learner (or equivalent), the teacher 
must complete that course before full licensure 
can occur. There is no particular practicum re-
quirement associated with the course, only that 
the course has been taken. (Personal communi-
cation, September 19, 2012).

Iowa
Iowa requires one course (no specific credit 

hours) in the Exceptional Learner that would en-
compass all exceptionalities including giftedness. 
If a teacher holds a license from another state 
and his or her transcript does not include The 
Exceptional Learner (or equivalent) the teacher 
must complete that course before full licensure 
can occur. There is no particular practicum as-
sociated with the course, only that the course has 
been taken. (Personal communication, Septem-
ber 19, 2012).

Nebraska
For a “first regular license” in Nebraska, the 

requirement states:
“If you have completed a Special Education 

course at an approved teacher education insti-
tution which addresses the exceptional child in 
the classroom, then submit official transcripts of 
the course.” Thus, Nebraska requires at least one 
course in the Exceptional Learner (Nebraska 
Department of Education, n.d.).
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A Case for Additional Teacher 
Training in Special Education

Sharpe and Hawes (2003) discuss the progres-
sion of collaborative relationships for a time of 
professional communication among general and 
special education teachers. For these relation-
ships to develop, teachers must have training 
in characteristics and methods as it relates to 
Special Education. These relationships introduce 
new and innovative ways to meet the needs of 
special education students and the calls for re-
evaluation of service and delivery methods. Even 
in the requisite exceptional learner course in 
teacher preparation programs, entire chapters 
are dedicated to communication and collabora-
tion. However, once the course is over, the focus 
returns to the general education student and the 
general education teacher candidate. Teacher 
candidates may forget the focus of meeting the 
needs of all students in their classrooms in clini-
cal settings. Additionally, one could say that 
initial teacher candidates do a great job of meet-
ing the needs of most students but are often not 
equipped to meet the needs of students diagnosed 
with disabilities. This is believed to be because 
teacher candidates receive ample methods train-
ing for general education yet lack specific course 
in special education.

Harvey (2004) states that most students with 
dis abilities learn more when taught the stan-
dards-based general education curriculum as 
long as these students receive appropriate sup-
ports and accommodations. He goes on to say 
that a perceived negative aspect of this is that 
general education and special education are two 
separate entities. Additionally, Harvey (2004) 
states when teachers are trained to address the 
needs of special educa tion students, they typical-
ly are not required to demonstrate competency 
special education as core subject area. This again 
can point to the idea that strong content teachers 
are produced yet weak special education minded 
general educators are available.

According to Feng and Sass (2010): 
…pre‐service preparation in special edu-

cation has statistically significant and quan-
titatively substantial effects on the ability of 
teachers of special education courses to pro-
mote gains in achievement for students with 
disabilities, especially in reading. Certification 
in special education, an undergraduate major in 
special education, and the amount of special ed-
ucation coursework in college are all positively 
correlated with the performance of teachers in 
special education reading courses. (p.iii)

One can see that pre-service training in spe-
cial education increases learning and increases 
chances of student success. However, this work 
is specifically focused on pre-service special edu-
cation training and not general education train-
ing. Imagine how much more effective general 
education teachers could be in their classrooms 
if their pre-service training involved more than 
one course in the exceptional child. How much 
more diverse and effective instruction could be 
provided to all students if general education 
teachers possessed core knowledge of methods 
and strategies to meet the needs of students in 
special education?

According to NCLB (2001), highly qualified teachers 
were teachers who had completed an approved teacher 
education program, passed standardized exams, and 
completed rigorous field experience programs. From that 
the federal government would recognize the ability of a 
teacher to meet the needs of all students. Unfortunately 
NCLB does not focus on special education specifically. 
Rockoff (2004) states that a consensus from experts in the 
field is that the most important school‐based factors for 
student success is teacher quality. Apparently, the federal 
and state departments of education may consider a teach-
er highly qualified despite that teacher having completed 
only one exceptional child course in a program.

Problems Teachers Face in the 
Classroom Related to Lack of 
Special Education Training

One major problem faced by novice teachers is 
their inability to provide inclusive instruction in 
the classroom. Teachers bring biases, previous ex-
periences and lack of training to their initial teach-
ing experiences (Cottrell, 2007); thus, inclusive 
education cannot take place effectively if reflective 
practices that involve students with special needs 
are not employed. Cottrell goes on to say that ma-
ny undergraduates possess a philosophy of educa-
tion yet lack key components in that philosophy 
that address students with special needs.

Inclusive education for students with special 
needs allows for increased socialization skills 
and higher expectations. The lack of training in 
special education may lead to a decrease in social 
skill development in classrooms where teachers 
don’t know how to fully include the students in 
the general education curriculum. Additionally, 
the lack of higher expectations for students with 
special needs may ultimately decrease the chanc-
es of making adequate progress in the general 
education curriculum (Ryan & Cooper, 2010). 

Another problem in the classroom is the lack 
of skills to differentiate lessons based on the 
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ability of a student. All too often teachers focus 
only on the disability o rather than the ability 
of a student with special needs when it comes to 
planning and delivering instruction. This may 
be because teacher preparation programs were 
inadequate in teaching skills to meet the needs 
of students with exceptionalities. The National 
Research Council stated that education reforms 
beginning in 1997 were to include special educa-
tion training for all beginning teachers. As cited 
in this paper, these reforms are yet to take place 
in most teacher preparation programs across the 
nation, thus contributing to inadequate teaching 
skills in the area of differentiated learning. (Na-
tional Research Council, 2001)

The focus on state assessment as the measure 
of adequate yearly progress is a persistent prob-
lem. Ferrelli (2010) states that special education 
focuses mainly on diagnoses and definition rather 
than curriculum integration. As initial teachers 
enter their classrooms, they have been indoctri-
nated into teaching to the test. Thus integration 
of the curriculum is only about what is going to 
be tested for. Teacher preparation programs of-
ten focus on state standards and, now more than 
ever, the common core state standards to guide 
in instruction. If training in special education 
consists of the exceptional learner characteristics 
alone, with no methods component, those excep-
tional learners are already behind.

Teachers’ lack of preparation is nowhere more 
evident than with regard to their being under-
prepared to meet the needs of students with spec-
trum disorder. The Centers for Disease Control 
reported that 1 out of every 150 births result in a 
person diagnosed with autism. The CDC now re-
ports that Autism affects 1 out of 88 students un-
der the age of eight (Centers for Disease Control, 
2013). The increase has been identified to be 17% 
per year since 2007. Hecita (2004) states that 
around 4 million Americans will have a diagno-
sis of Autism Spectrum Disorder by 2017. This 
makes Autism the fastest growing developmen-
tal disability in the United States (Karten, 2008). 
Teachers need to have comprehensive training in 
methodology and strategies to meet the grow-
ing needs of students on the autism spectrum 
disorder. One could argue that a course on Au-
tism would be appropriate in teacher preparation 
programs; however, specific learning disabilities 
still comprise the majority of students that qual-
ify for special education services.

Functional and Adaptive Curriculum in 
Teacher Education Preparation Programs

It is the hope of the author that teacher prepa-
ration programs offer at least two courses and 
one practicum (9 credit hours) as a requirement 
for graduation from state approved teacher edu-
cation programs.

The first course should be in adaptive special 
education that focuses on high incidence disabili-
ties such as learning disabilities, behavioral dis-
orders, and students with autism spectrum dis-
order. This course would focus on students who 
need assistance to overcome learning challenges 
and concentrate on meeting the practical needs 
of these students within the curriculum.

The second course would be in functional special 
education. The course goals would include: func-
tional skills in relation to classroom instruction, 
functional academics, community-based instruc-
tion, and personal health. This course would be 
designed to develop the skills of general education 
teachers to meet the needs of students diagnosed 
with developmental disabilities as well as for stu-
dents with multiple to severe disabilities.

Finally, a three credit hour practicum would be 
required for the clinical application of knowledge 
gained from the two aforementioned courses. This 
would also allow for an additional clinical experi-
ence for general education teacher candidates. 

The goal of this paper was to promote aware-
ness of the need for a more comprehensive ap-
proach to undergraduate teacher preparation 
programs that involve special education. Hope-
fully this paper will help those responsible for 
teacher preparation programs re-think how gen-
eral education teachers are trained to meet the 
needs of all students.
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Neuroscience Reviews

Major Depressive Disorder and IDD: Is there 
a common ground? 
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

In the last Neuroscience Review we took a brief 
look into the developmental epidemiology and neu-
robiology of mood disorders. Several issues need 
some elaboration. The first was the complex role 
played by genes in mood disorders, and in spite of 
obvious overlap between syndromes Bipolar Disor-
der (BD) demonstrates a nearly two-fold increase 
in heritability than Depressive Disorders (DD). 
This suggests a pattern of polygenic patterns of 
inheritance. At face value, this difference suggests 
a greater role for environmental factors in DD 
(Avramopulos, 2010; Saveanu & Nemeroff, 2012). 

A partial list of such environmental variables 
includes: early disruptions in parenting, physi-
cal and sexual abuse, the loss of parents and 

primary caregivers, ongoing family dysfunction, 
and a range of other interpersonal conflicts and 
life transitions (Romer & Walker, 2007). If we 
look more closely at these risk, factors we can 
find evidence for the role of genetic risk lurking. 
Gene-environment interactions and epigenetics 
undermines either environment versus genetic 
arguments but the concept of attribution style 
of parents serving as a risk factor for Depressive 
Disorders creates some interesting possibilities 
(Ressler & Nemeroff, 2008; Saveanu & Nemeroff, 
2012). A cognitve style associated with an exter-
nal locus of control, sense of personal inadequacy 
and ineffectiveness and a fatalistic view of the fu-
ture is a risk facotr for major depressive disorder. 
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This attributional style is learned from parents 
and appears to run in families. How this attribu-
tional style interacts with genetic risk to generate 
major depressive disorder is largely unanswered. 

We have a growing but still incomplete under-
standing of gene activation and the regulation in 
the synthesis of neurotransmitters; the variabil-
ity and resultant sensitivity of various families of 
receptors; and their intracellular mechanisms of 
action (including effects of gene expression). We 
also have a working understanding of how life 
experiences, especially those during infancy and 
early childhood, affect the development and mat-
uration of these neurotransmitter systems, the 
regulation of stress response system (hypotha-
lamic pituitary/sympathetic nervous systems) 
and brain maturation. Borrowing from develop-
mental neuropsychiatry we have a growing sense 
of the role played by illness, metabolic derange-
ments, and other brain insults in derailing devel-
opmental trajectory of social, psychological, and 
cognitive development. Likewise the develop-
ment of resilience and risk for mental disorders 
is influenced by the spectrum of parenting skills, 
quality of interpersonal interactions and level of 
environmental enrichment (Fletcher, Loeschen, 
Stavrakaki, & First, 2007; Romer & Walker, 
2007; Saveanu & Nemeroff). 

For indivudals with IDD, the unsettled bound-
ary between PTSD and mood disorders is a con-
fusing one. It appears that this confusion is due 
in part to our incomplete understanding of the 
interaction between ecological/environmental 
events, levels of cognitive and behavioral adapt-
ability, and genetic and neurobiologcial risk for 
both mood and trauma- stress related disorders. 
In addition, the relationship between DD and 
comorbid disruptive behavioral and anxiety dis-
orders may force us to address the boundaries 
between them and temperamental traits such as 
behavioral inhibition, neuroticism (intense nega-
tive emotional reactions) and the various forms of 
impulse dyscontrol (Fletcher et al., 2007; Romer 
& Walker, 2007). Searching for unifying features 
will be our next step. DD is not a monolithic syn-
drome. As note in a previous neuroscience review, 
DMDD (Disruptive mood dysregulation disorder) 
is an expression of such a final common pathway 
(American Psychiatric Association, 2013). Many 
individual with IDD who are diagnosed with DD 
based on the presence of irritability and disrup-
tive behaviors as primary symptoms may very 
well fall into this category. Others with less af-
fective dysregulation or impulsivity may end up 
with depressive/anxiety disorder. Add a history 

of trauma, neglect or severe attachment disor-
ders, and we uncover a number of personality 
disorders. 

In the world of individualized medicine, these 
may turn out to be clinical endophenotypes that 
will require an extensive neurobiological assess-
ment devoted to matching treatments with very 
specific needs. This may be especially true for 
the use of psychotropic medications, especially 
the need to consider the established efficacy (evi-
dence base) and our growing knowledge of phar-
macokinetics (distribution, protein binding, and 
variability in drug metabolism) and pharmaco-
dynamics (where the drug is working and what 
it does) (Ressler & Nemeroff, 2008; Saveanu & 
Nemeroff, 2012). 

At our current level of analytic sophistication 
we can associate these processes to not only the 
risk for DD but also severity, chronicity, psychi-
atric comorbidity, treatment nonresponse, and 
potential for relapse into adulthood. How or why 
this happens still eludes us. All we can say at this 
point is that it ismost likely the result of interac-
tions between ecological, developmental and epi-
genetic factors. A future generation of clinicians 
and researchers will smile at our ignorance, per-
haps much like we are astounded by the belief 
that a rare planetary alignment in the mid-14th 
century caused the Black Death. 
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For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu. 
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Upcoming Conferences/Trainings
************************************

NADD International Conference & Exhibit Show
May 7-9, 2014 ● Miami, FL

State of Ohio 12th Annual MI-DD Conference
September 16-17, 2014 ● Columbus, OH

NADD 31st Annual Conference & Exhibit Show
November 12-14, 2014 ● San Antonio, TX

NADD Spring Webinar Series
4/10/2014 – Unleash L.I.F.E.: Lasting Independence for Everyone

4/17/2014 – DSPs: Key to Successful Programs
4/22/2014 – Prevalence of Aggressive Challenging Behaviors in Persons with ID and its Relationship to Personality: Jamaican Study

4/29/2014 – Best Practices in Lifespan Respite Systems: Lessons Learned form States and Future Directions
5/16/2014 – Counseling Individuals with Intellectual Disabilities

5/22/214 – Successful Parents/Happy Families: Ten Strategies for Stressful Times!
5/29/2014 – Success in Employment for Individuals on the Autism Spectrum

6/6/2014 – Cognitive Behavioral Therapy (CBT): Overview and Application
6/12/2014 – Support Brokering as a Service

For further information on upcoming conferences/trainings, consultation services, and products, visit our website at www.thenadd.org
Updated information is posted as available.




