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Note from the editor

Drs. Linda Henderson-Smith and Diane Jacobstein share 
their report on learning communities which support interagency 
planning for youth with intellectual and developmental disability 
and mental health disorders. Marianne Hamilton writes about 
animal assisted therapy and nature therapy. Lucy Esralew 
ponders the need for information and systems navigation while 
waiting for a plane. In this month’s DSP Interests and Concerns 
article, Dr. Thomas Cheetham and Bruce Davis describe specific 
action steps that DSPs can take when they recognize behavior 
changes among the persons they support. Sue Gamache reflects 
upon whether a parent should acknowledge or protect a child who 
is “different” in her article for the Family Corner.

Our authors write about the diffusion of knowledge and the 
infusion of best practices. Please share your research findings and 
showcase your programs or interventions by submitting articles 
to the NADD Bulletin. 

Lucy Esralew, Ph.D., NADD-CC
lesralew@trinitas.org
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(www.thenadd.org) for details.  
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Learning Community Supports Interagency Planning 
For Youth with Co-occurring Intellectual/ Developmental 
Disabilities and Mental Health Disorders
Linda Henderson-Smith, PhD, LPC and Diane Jacobstein, PhD, National Technical 
Assistance Center for Children’s Mental Health Georgetown University Center for 
Child and Human Development

This report was originally published online by 
the Georgetown University National Technical 
Assistance Center for Children’s Mental Health 
(September 2015).  It was written by Georgetown 
as a subcontractor to the National Association of 
State Mental Health Project Directors (NASMH-
PD) in consultation with NADD. Both the project 
described in the article and the report were devel-
oped with support from the Child, Adolescent and 
Family Branch (CAFB), Center for Mental Health 
Services (CMHS), Substance Abuse and Mental 
Health Services Administration (SAMHSA). The 
content of this report does not necessarily reflect 
the views, opinions or policies of CAFB, CMHS, 
SAMHSA or the Department of Health and Hu-
man Services. 

Public systems are confronted with obstacles 
when providing for children with intellectual/
developmental disabilities (IDD) who also have 
mental health or behavioral disorders. Many 
among this very diverse group of children and 
youth encounter restricted access to essential 
supports. Their behavioral difficulties and dis-
tress are often misunderstood and sometimes 
ignored. Since our national and states’ public 
and private systems and categorical funding 
are not consistently structured to address their 
needs, these children and youth are at high risk 
for expensive and preventable out-of-home place-
ments in foster care, juvenile detention, psychi-
atric institutions and developmental disabilities 
centers, as well as homelessness or incarceration 
as adults. Many individuals face a series of dis-
rupted placements and long-term confinement, 
as well as medically preventable acute psychi-
atric inpatient and emergency room treatment. 
Children and youth with IDD experience seri-
ous trauma at rates far higher than their peers, 
including bullying, teasing, and physical, emo-
tional and sexual abuse, which often does not 
receive needed attention. As a group, they may 
suffer from significant medical problems as well. 
Stress for parents can be severe and unrelenting, 
especially when their children are excluded from 
community-based public programs or offered 
services that do not match their needs. In some 

states families find they are unable to obtain in-
tensive services that their children need unless 
they relinquish custody to state authorities.

Prevalence
Approximately 13% of children under 18 in the 

US have a developmental disorder (CDC, 2012). 
Reliable population-based estimates are not yet 
available to clarify the proportion who also have 
mental health disorders. Studies have document-
ed that 30-50% of children and adolescents with 
Intellectual Disability (ID) have co-occurring men-
tal health disorders or challenging behavior. Very 
high rates of co-occurring emotional disorders are 
also found among children with developmental 
disorders such as Autism Spectrum Disorders 
(41-70%), Cerebral Palsy, and Epilepsy, including 
those who have normal intellectual levels (Jacob-
stein 2014). Since there are many children with 
IDD and many with emotional disorders in child 
welfare and juvenile justice settings, it is probable 
that there are many with co-occurring disorders, 
as well. The limited data available on prevalence 
of IDD among children in mental health clinics 
and psychiatric hospitals suggest that there are 
many more than generally recognized.

Rationale for Learning Community 
Two important meetings helped to set the stage 

for Georgetown’s Learning Community initia-
tive. In July 2014, thirty-three Children’s Mental 
Health Directors convened for a bi-annual meeting 
and were polled on their three top concerns or is-
sues. The population of children with co-occurring 
IDD and mental or behavioral disorders was one 
of their three highest concerns. The Children’s 
Directors identified the need to develop systems 
to provide services and supports for this popula-
tion (funding, services, etc.), as well as the need to 
develop infrastructure for cross-agency planning, 
since barriers and service gaps affect all agencies. 
In October 2014, NADD, the main national asso-
ciation for persons with developmental disabilities 
and mental health needs, hosted a national forum 
to address these issues. The forum was organized 
in response to a position paper entitled Including 
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Individuals with Intellectual/Developmental Dis-
abilities and Co-Occurring Mental Illness: Chal-
lenges that Must Be Addressed in Health Care Re-
form (NADD, 2013). The meeting’s purpose was to 
develop a strategic plan to ensure that people with 
co-occurring IDD and mental illness receive the 
quality of care necessary for successful community-
based living, including long term supports, mental 
and physical health care. The importance of state 
infrastructure development and cross- agency col-
laboration at the state level was emphasized in 
the forum and in planning for a full year of work 
on this issue. Georgetown’s Learning Community 
was an outgrowth of the University’s SAMHSA-
funded work over many years to support services 
and supports for this population and an ongoing 
partnership with NASMHPD and NADD.

METHODOLOGY
Learning Community Application Process
An email invitation to apply to join the Learn-

ing Community was sent in May 2015 to the 
identified Children’s Mental Health Director for 
each state and US territory.

As part of the application, each Children’s Di-
rector was required to identify a cross- agency 
team that would participate in the meetings. 
The Children’s Directors also provided informa-
tion about the status of their current planning 
for the identified population and their goals for 
participating in the initiative. Required mem-
bers of this team included representatives from 
state level Medicaid, Education, and IDD agen-
cies. Inclusion of others such as parents, youth, 
community stakeholders, and other state
initiative representatives was also encouraged.

Learning Community Participants 
Three states were chosen, each of which was 

in a different stage of planning for the identified 
population.

State A—State A’s team consisted of represen-
tatives from Behavioral Health, Child Welfare, 
Education, IDD and Financing agencies, the 
SAMHSA System of Care Expansion Grant, a 
large Community Mental Health Center, the De-
velopmental Disabilities Council, the Federation 
of Families Statewide Chapter, and a University 
Partner. State A had no System of Care (SOC) 
infrastructure established in the state for any 
population, however, they were poised to roll out 
a state-wide initiative. They realized that this 
population was frequently coming to the state 
level with crises, with little capacity for the state 
to find appropriate services and supports, espe-

cially in rural areas. State A had one major goal 
with several objectives. The goal was “functional, 
short-term implementable approaches to help 
better serve children, youth and their families.” 
The objectives were to:
• “Increase co-occurring treatment competen-

cies within both the IDD and mental health 
(MH) treatment systems and strengthen sys-
tem partnerships for enabling youth to receive 
services with increased collaboration within 
both systems when clinically indicated.”
“Strengthen our system to more effectively 
meet the needs of children and youth in the 
child welfare system who have co-occurring 
IDD and MH treatment needs.”

• Receive “technical assistance regarding the 
limited use (4-8 youth a year) of residential 
placement for children and youth with symp-
toms and behaviors that are so severe that 
our existing systems are not equipped to meet 
their needs.”

State B—State B’s team consisted of represen-
tatives from Behavioral Health, IDD, Education, 
System of Care Expansion Grant, Developmental 
Disabilities Council, Medicaid, Local Community 
Mental Health Center, Early Childhood and the 
Federation of Families Statewide Chapter. State 
B had a SOC infrastructure at both the local 
and state levels; however, there was limited con-
nection between the two levels. Some local com-
munities had long-standing and well- developed 
SOC implementation and the state is working to 
expand services and supports state-wide over the 
next several years. State B indicated in their ap-
plication that they realized this population was 
currently excluded from their existing SOC and 
had several goals for their request for technical 
assistance:
• “Identifying evidence-based treatment and 

therapeutic services is the uppermost concern 
for addressing this population.”

• Determining “qualifications of all staff and 
the appropriate composition of a treatment 
team, as well as what should residential ser-
vices look like and what meaningful activities 
should be provided when individuals are not 
in school.”

State C—State C’s team consisted of staff 
representing Behavioral Health, Child Welfare, 
Juvenile Justice, and Financing agencies, local 
stakeholders, a university partner and a Uni-
versity Center of Excellence in Developmental 
Disabilities (UCEDD). State C had a fully imple-
mented SOC infrastructure for children, which 
included the identified population, however, they 
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indicated that they wanted information on how to 
cross-train and ensure appropriate services were 
being provided. Their identified goals were to:
• Develop a training plan.
• Identify evidence-based treatment and thera-

peutic services.

Learning Community Process
The Learning Community was established 

with a clear process spread over a four month pe-
riod (June through September 2015).

There were three webinars, one provided each 
month, three one-hour coaching calls, an on-site 
technical assistance and planning visit for all 
three states and resource sharing throughout. To 
begin the process, each of the three teams was 
polled for topic areas that would be most helpful. 
Three topics were agreed upon by all: (1) an over-
view of the population, (2) best practices in servic-
es, supports and workforce development, and (3) 
financing. These themes were carried throughout 
the webinars, coaching calls and on-site visits.

RESULTS
Webinars
Three webinars were created for the Learning 

Community on the identified themes. Webinar 
#1–Defining Needs provided an overview of the 
population, including prevalence, common chal-
lenges, public health implications, and impact of 
system barriers on families and children. Webi-
nar #2–Best Practices and Workforce Strategies 
specified recommendations for comprehensive 
assessment, supports, service array, and out-
lined service delivery models, including Systems 
of Care as understood in the MH field and a na-
tional initiative developed for this population by 
the Center for START Services at the Univer-
sity of New Hampshire. Webinar #3–Financing 
provided information on cross-agency funding 
opportunities and provided resources, i.e. joint 
bulletins from the federal government. All three 
webinars contained additional resources that the 
state teams could share with others in their state 
to assist with their planning.

Coaching Calls
The coaching calls for each state were different, 

but they yielded some shared results. For two of 
the states, resources and financing were identified 
early as needs to be explored, so a resource matrix 
and financing matrix were developed for their use. 
Each team modified their goals and plans for on-
site technical assistance as they discussed their 

needs. States A and B elected to focus on a cross- 
agency implementation plan for policy, state and 
local infrastructure, and services and supports 
within a 12-month timeline. State C decided they 
wanted to obtain buy-in from local partners with-
in their established SOC and to develop a plan 
for the state that could assist system partners in 
serving the identified population.

On-Site Visits—Common Themes 
Although the three states originally designat-

ed workforce development as the target of their 
planning for the on-site technical assistance visit, 
some broader needs emerged during the coaching 
calls. A structured process was used during the 
site visits to help each team of 10-50 people de-
velop a shared mission statement or vision. Then 
a detailed analysis of strengths, barriers and op-
portunities or recommendations was conducted, 
tailored a bit differently for each state. States A 
and B designed strategies to address their teams’ 
mission, which was in both cases related to serv-
ing children with co-occurring disorders within a 
SOC framework. State C, having already includ-
ed this population within their SOC, used the site 
visit to elicit detailed feedback from partners and 
other stakeholders and then planned an itemized 
response to the barriers, concerns and recommen-
dations enumerated. Examples below illustrate 
strategies designed by the three states to address 
(1) Policy, (2) State and Local Infrastructure, 
and (3) Services and Supports, including work-
force preparation. The chosen strategies were fol-
lowed by detailed action steps.

Examples of Strategies Related to Policy
• Review all funding streams for MH and IDD 

services and align them as best as possible.
• Review Medicaid policy for potential barriers 

to serving those with co-occurring disorders.
• Cross-walk clinical eligibility requirements 

for all funding potentially available for this 
population.

• Review emergency commitment regulations for 
needed language change for this population.

• Consider how policy may allow for funding of 
services and supports for those in this popula-
tion who are also undocumented.

• Explore possible policy change to include in-
tensive home and community based behav-
ioral health providers as providers in the IDD 
service system.

Examples of Strategies Related to State/Local In-
frastructure
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• Build on existing state and local SOC infra-
structure to include this population.

• Develop feedback and communication loops 
between state and local structures to provide 
gap/needs information and to educate the lo-
cal levels as to changes being made at the 
state level.

• Develop a comprehensive needs assessment 
for this population.

• Develop a multi-disciplinary team of providers 
and state officials (pediatricians, psycholo-
gists, dentists, physical therapists, occupa-
tional therapists, educators, etc.) to develop 
strategies for serving this population and to 
discuss policy barriers to service.

• Support resource networks for all counties.

Examples of Strategies Related to Services/ Sup-
ports, Including Workforce
• Complete a survey on what practices are cur-

rently used for this population.
• Develop or modify educational materials, 

including provider manuals, best practice 
guides, and family handbooks, for use by fam-
ilies, providers, and the community to provide 
guidance on topics such as how to access re-
sources.

• Develop cross-sector training that also serves 
as relationship-building opportunities for pro-
viders in the mental health and IDD systems. 
This can include, but is not limited to learning 
communities, cross-sector training opportuni-
ties, webinars, etc.

• Develop a comprehensive training plan for 
providers, communities, parents and other 
stakeholders, including a cross-walk of all 
training opportunities across agencies. Build 
on training opportunities that already exist, 
to include online training platforms, training 
conferences, provider meetings, etc.

• Develop Continuing Education trainings with 
credits for professionals to learn the needs of 
this population and best practices.

• Develop a communication and/or marketing 
plan to ensure that providers and families are 
aware of training and technical assistance op-
portunities.

• Expand use of telehealth consultation to in-
crease access to specialists for rural providers 
and families.

LESSONS LEARNED
1.  When reflecting on successful planning for 

this population, the importance of broad 
cross-agency collaboration cannot be over-

emphasized. In each of the three states, 
thoughtful representatives of many systems 
participated in all phases of the Learning 
Community process, gave up time for the 
two-day planning session and committed to 
ongoing collaboration on behalf of this popu-
lation.

2.  This is not about integrating two or even 
three systems. It is rather about creating a 
comprehensive SOC with multiple agencies 
working together to serve children with com-
plex needs. It was noteworthy that the teams 
were eager to embrace SOC values and prin-
ciples as the foundation for their efforts, as 
well as to use its well-articulated framework 
to structure collaboration on behalf of fami-
lies.

3.  Children with complex developmental and 
behavioral needs should not be considered a 
separate population. An important theme in 
each state was inclusion of this population 
within existing programs and structures, 
by addressing eligibility issues, providing 
additional expertise and workforce train-
ing and expanding the array of services and 
supports. There was a fundamental recogni-
tion that these are children with many of the 
same needs as any other children and that 
working with them is not hard once staff are 
trained and have appropriate supports.

4.  The leadership of the states’ Children’s Di-
rectors was critical, not only because they 
convened the cross-system alliance, but be-
cause they had developed long- standing 
partnerships and cordial relationships with 
representatives of other agencies that proved 
crucial to the outcomes. Support at the Com-
missioner level was significant and led to 
cross- agency discussions about this popula-
tion at the highest state government levels.

5.  It was recognized that it is critical to have 
buy-in from leadership of all child-serving 
systems at state and local levels. State team 
members planned after the meetings to reach 
out to their own leadership and to local inter-
agency teams, providers, and family organi-
zations.

6.  Significant cross-agency efforts were devoted 
to painstaking examination and alignment of 
policies and financing in order to eliminate 
barriers to improved outcomes for this popu-
lation.

7.  Though increased funding was a consistent 
recommendation, states were hopeful that 
they could address various needs of these 
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children through coordinated use of existing 
funding.

8.  It proved worthwhile to undertake a system-
atic analysis of service gaps across systems. 
The states devised creative strategies to ad-
dress these gaps. One state, for example, re-
ceived permission from the Centers for Medi-
care and Medicaid Services to add a nurse 
and wellness coach to each Wraparound 
team to better support children with medical 
or developmental needs. They also worked 
out a plan to better support undocumented 
refugees who were eligible for some services 
and not others.

9.  Each team requested technical assistance 
around best practices in comprehensive as-
sessment for this population with the intent 
of augmenting expertise at the local and 
state levels.

10. Because programs are so complex in each 
state, it rapidly became clear that people 
were unaware of many resources provided by 
other agencies. It proved important for the 
agencies to discuss their programs to under-
stand where funds and resources reside in 
each state.

11. Planning for cross-system workforce devel-
opment addressed multiple levels, in recog-
nition of the need for training for state policy 
makers, administrators at the local level, 
providers and families. Creative strategies 
were proposed, such as working through in-
teragency teams already in place, infusing 
sessions into numerous annual conferences 
already in planning, and developing regional 
or state-wide learning communities.

12. The three states discussed a desire to in-
crease their attention to issues of trauma 
among children and youth with co- occurring 
IDD and MH needs.

13. The states developed strategies to share in-
formation across their traditionally segre-
gated workforce. As an example, behavioral 
health providers were not aware of resources 
in the IDD “world,” such as the University 
Centers for Excellence in Developmental Dis-
abilities (UCEDDs). Teams developed plans 
to infuse information through county-based 
resource networks and develop resource dis-
semination protocols prepared for all provid-
er and family service agencies.

14. Each state discussed ways to strengthen 
feedback loops to ensure ongoing information 
to/from the field and state, for example, by 
developing or augmenting a communication 

plan that could be tracked, through a Google 
Doc form for communication of problems and 
concerns.

15. Communication with families was addressed. 
There was discussion of the importance of en-
gaging parents as early as possible, educat-
ing parents on navigating the system and de-
veloping communication strategies specific to 
family organizations, including supports for 
work with families in educational settings.

16. Although long-term goals were sometimes 
articulated, teams elected to focus only on 
change that was “doable” within a twelve 
month period and within each planning 
team’s sphere of influence. There was a rec-
ognition that many well-intentioned plan-
ning efforts fail when the goals are too broad. 
Improved services and supports for children 
and youth with co-occurring IDD and MH 
needs requires a culture change that will 
take time, perseverance and support.

FOR FURTHER INFORMATION
• For further information about the three 

states, contact David Miller at NASMHPD at 
david.miller@nasmhpd.org

• For general information about individu-
als with co-occurring I/DD and mental 
health disorders, contact Dr. Robert Fletch-
er of NADD at rfletcher@thenadd.org and vis-
it www.thenadd.org.

• For information about the Learning Com-
munity process, webinars and resources 
provided to the states, contact Linda Hen-
derson-Smith, PhD, LPC or Diane Jacobstein, 
PhD at Georgetown University’s National 
Technical Assistance Center for Children’s 
Mental Health, Linda.HendersonSmith@
georgetown.edu and jacobstd@georgetown.
edu.

• For general information about the Sys-
tem of Care philosophy and framework, 
visit http://gucchdgeorgetown.net/data/ docu-
ments/SOC_Brief2010.pdf

• For information about needs of children 
with co-occurring IDD and mental health 
disorders and recommended services, see 
Jacobstein, D. (2014), Effective Strategies 
Checklist: Children and Youth with Develop-
mental Disorders and Challenging Behavior 
at http://gucchdtacenter.georgetown.edu/pub-
lications/effective%20strategies%20check-
list%20final.pdf
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Using Animals and Nature to Improve 
Mental Health
Marianne Hamilton, St. Mary’s College of Maryland

Animal Assisted Therapy
Human beings have a long history with ani-

mals. As long ago as the 11th century, animals 
(i.e. dogs, cats, birds) were brought into hospi-
tals in Belgium because they helped the patients 
heal (Grandgeorge & Hausberger, 2011). After 
the First World War, veterans were encouraged 
to work with livestock and ride horses in order 
to overcome the psychological trauma of what is 
now understood as PTSD (Grandgeorge & Haus-
berger, 2011). Animal assisted therapy is defined 
as using an animal that meets a specific set of 
standards for a specific purpose in a space where 
individuals are trying to heal, either emotionally 
or psychologically (Kruger, Trachtenberg, & Ser-
pell, 2004).

The first documented animal-assisted therapy 
occurred in England in 1792; doctors in a York Re-
treat House used livestock to treat patients suffer-
ing from psychiatric illness (Macauley, 2006). As 
evidence of the effectiveness of this early animal 
therapy, Macauley (2006) notes that the amount 
of prescribed medication needed by the patients 
decreased once the livestock were brought into 
the treatment. Levinson (1965) formally devel-
oped the framework for animal-assisted therapy 
when working with a child who had communica-
tion difficulties. It was by chance that Levinson 
had his dog in the office the day that the child 
came for treatment. The boy immediately started 
playing with the dog and expressed how much he 
wanted to return to Levinson’s office. The child 
began to communicate verbally with the dog be-
cause this felt more comfortable than talking 
with humans (Levinson, 1965). The child’s confi-
dence in his communication skills increased, and 
eventually he felt comfortable talking to people. 
Levinson concluded that the animal-patient re-
lationship was unique and could be helpful for 
many people (Levinson, 1965).

Animal assisted therapy can take many dif-
ferent forms, but all forms involve planned in-
teractions with a trained animal (Fine, 2000). 
These trained animals are not considered service 
animals (Fine, 2010) because a service animal 
is defined by the American with Disabilities Act 
as dogs or horses that are trained to work with 
individuals with disabilities (Willens, 2013). Ac-
cording to Pet Partners (n.d.), the training to be 

a therapy animal involves completing the “Good 
Citizen” test, where the animal must exhibit good 
behavior, such as friendliness towards strangers, 
sitting politely while other animals are around, 
and listening to commands. Then, the animal 
must complete a class where the pet is provided 
with different scenarios that are likely to occur 
in therapy and taught how to react. At the end 
of the course, the pet must pass a standardized 
evaluation (Pet Partners, n.d.). Almost any ani-
mal, such as birds, horses, dolphins, cats, dogs, 
and farm animals can be used for animal ther-
apy (Pedersen, Martinsen, Berget, & Braastad, 
2012).

Allowing animals to have a role in therapy is 
especially useful because animals, particularly 
dogs, are capable of perceiving human emotions 
(Terlouw & Porcher, 2005). Animals have an in-
nate ability to sense how humans are feeling, 
and they react to it by trying to show attention 
and affection (Julius, Beetz, Kotrschal, Turner, 
& Uvnas-Moberg, 2013). For example, a family 
pet may give its owners extra attention when the 
animal senses that person is upset (Terlouw & 
Porcher, 2005). When the patient feels this atten-
tion, the therapeutic bond begins to form between 
the animal and client (Julius, Beetz, Kotrschal, 
Turner, & Uvnas-Moberg, 2013). 

This patient and animal bond is vital for suc-
cessful animal therapy (Julius et al., 2013). The 
therapist and the animal become co-therapists 
(Kruger et al., 2004). Animals can be an ice-
breaker (Kruger et al., 2004) or a source for com-
fort and safety (Fine, 2010). Their roles can vary, 
but animals are able to provide human beings 
with support that other human beings cannot al-
ways supply, and if clients are eager to bond with 
the animal the therapeutic process can be helpful 
and healing (Willens, 2013).

The animal and human bond leads to a stron-
ger therapeutic alliance between the therapist 
and client (Mallon, 1992), which is the most 
important aspect of successful therapy (Vogel, 
Wade, & Ascheman, 2009). The presence of an 
animal in the therapy room allows clients to feel 
less intimidated than they do in a room without 
an animal (Kruger et al., 2004). There is an in-
crease in the attention of the client and the qual-
ity of interaction between the therapist and cli-
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ent in the session (Thompson, 2009). When the 
client is more engaged, he or she will be able to 
vocalize his or her emotions more successfully, as 
well as listen more attentively to the therapist’s 
insight and interpretation (Thompson, 2009). 
The animal is beneficial for the therapist, as well 
as the client, because therapists who use animals 
in their practice have much lower burnout rates 
than those who do not use therapy animals (Fine, 
2000).

Animal Assisted Therapy for Children
Having a family pet leads to many mental 

health benefits for children. Developing an at-
tachment to a pet in a family home leads to less 
anxiety, fewer medical issues, and greater family 
cohesion and communication between members 
(Melson & Peet, 1988). Having a pet instills a 
sense of responsibility and increases self-esteem 
and empathy for children (Fine, 2000). Children 
with pets have better social skills because they 
are used to talking to their pets like a friend and 
must learn when to respect the pet’s needs (Fine, 
2010). When children adjust to school, those 
with a family pet have fewer behavioral issues 
(Urichuk & Anderson, 2003). Children are able 
to use the social skills, empathy, and respect for 
their pet to learn how to treat fellow classmates 
(Fine, 2000). Because pets positively impact chil-
dren, it is useful to utilize them in other areas of 
their lives.

Intuitively, classroom pets may seem distract-
ing; however, they help improve children’s fo-
cus, as well as performance. When a classroom 
pet is present, children require fewer prompts to 
complete a task, and they score better on object 
recognition tasks, compared to a group without 
a pet (Gee, Belcher, Grabski, DeJesus’ & Riley, 
2012). This research supports Thompson’s (2009) 
assertion that a therapy animal can increase a 
client’s focus.

Children are more receptive to the cues from 
animals than adults are which is why they are 
commonly the target population for animal ther-
apy (Gee, Belcher, Grabski, DeJesus’ & Riley, 
2012). For example, they are more aware of a 
dog’s empathy and therefore, they are impacted 
by it more than an adult would be (Gee, Belcher, 
Grabski, DeJesus, & Riley, 2012). For children 
with inability to focus and sit still, such as those 
with attention deficit or hyperactive disorders, 
their attention is increased and their behavioral 
outbreaks are calmed when animals are present 
in therapy (Fine, 2000).

Initially, a therapy animal helps bridge the 

relationship between the child and therapist by 
helping the child adjust to the therapy room and 
therapeutic process (Mallon, 1992). A therapy 
animal is then able to help the child to feel less 
alone and anxious. As a result, the client feels 
loved and nurtured during the session and is able 
to communicate more effectively (Mallon, 1992).

Animal Assisted Therapy for Teens and 
Adults

While the needs of teenagers and adults in ther-
apy are typically quite different than the needs 
of children, the benefits of having a therapy ani-
mal present are quite similar. When individuals 
are randomly assigned to two different groups, 
one with an animal present during therapy and 
one without an animal, adolescents and adults 
feel more at ease in the group with the animal, 
compared to the group without an animal pres-
ent (Kruger et al., 2004). They are more likely 
to openly communicate with the therapist, and 
their anxiety decreases because there is another 
being in the room to take some of the attention 
away from them (Kruger et al., 2004).

The decreased anxiety allows for an increase 
in mental energy used to focus on the emotional 
issues that brought the client into therapy (Fine, 
2000). In addition, when animals are present, cli-
ents are more likely to attend the sessions and reap 
more benefits, such as feeling nurtured, learning 
about their emotions, and developing successful 
interpersonal skills (Kruger et. al, 2004).

Animal Assisted Therapy for Autism Spec-
trum Disorder

As a result of the great success that therapy 
animals have on children who struggle with com-
munication, researchers have begun to examine 
how animal therapy can help children with au-
tism spectrum disorder. This disorder is defined 
by the DSM-5 as involving social communication 
difficulties, an inability to appropriately read so-
cial cues and difficulty making age-appropriate 
relationships (American Psychiatric Associa-
tion, 2013). Even though children with autism 
often withdraw and do not communicate, when 
a therapy animal was present, the children were 
more interactive than when the animal was not 
present (Grandgeorde & Hausberger, 2011). The 
desire to be social transferred to humans in the 
room, as well; and the children were talking more 
to the parents and the researchers. The children 
used language more effectively, laughed more, 
and showed more empathy and desire to share 
(Grandgeorde & Hausberger, 2011). This study 
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did not use a control group, so definitive conclu-
sions cannot be made, but it appears that ani-
mals, either as pets or in a therapeutic setting, 
are beneficial in helping children with autism 
learn to communicate effectively (Grandgeorge & 
Hausberger, 2011).  

This change in behavior may be explained by 
the fact that animals stimulate many senses for 
children who have autism, who typically have 
multisensory deficits (Redefer & Goodman, 
1989). Children who have autism struggle when 
they are stimulated by different senses, but ani-
mals usually have a distinct visual impression, 
sounds, smells, and touch (Redefer & Goodman, 
1989). The actions of an animal are also less 
demanding and more easy to understand (Re-
defer & Goodman, 1989). When an animal is 
present, children show fewer autistic behaviors, 
such as humming and repetitive behavior, and 
more socially acceptable ones, such as hugging 
and participating in activities (Redefer & Good-
man, 1989). At the follow-up after the study, the 
participants continued to show more social be-
haviors and fewer autistic symptoms than they 
did when entering the experiments (Redefer & 
Goodman, 1989). This study suggests that the 
evidence found by many other researchers that 
individuals are more comfortable in social inter-
actions when animals are around is true for chil-
dren with autism, as well.

Animal therapy can be performed in a vari-
ety of ways with different types and breeds of 
animals, but overall, having an animal present 
can benefit the client by making the individual 
feel more comfortable and focused (Fine, 2010). 
Nonetheless, there are some lingering pragmatic 
and ethical questions: How big of a role will the 
animal play in the therapeutic session? What will 
the animal do during the session, and how will 
the animal help the client? What happens if the 
animal behaves in an unusual or unpredictable 
way? Is the treatment of the animal proper and 
ethical at all times? Both the therapist and the 
client must sort through these questions in order 
to figure out the answers and whether animal as-
sisted therapy is a good option for the client.

Future research should study which specific 
breeds are most helpful and in which settings for 
which individual client populations, so animal 
therapy can become clearly defined and widely 
used where it is beneficial. With more research 
and understanding, therapists may become more 
interested in making animal therapy a part of 
their practice, which will allow clients to experi-
ence the benefits it can offer.

Nature Therapy
Eco psychology is broadly defined as the study 

of the relationship between nature and human 
beings (Berger & McLeod, 2006). It is a new term, 
but it is not a new idea. However, somewhere 
throughout time humanity has become more en-
thralled with technology and less likely to uti-
lize the recreational opportunities within nature 
(Berger & McLeod, 2006). Nature therapy helps 
to lessen the gradual disengagement between 
man and nature by using nature in two ways: as 
a therapeutic setting and as an element of the 
therapeutic process (Berger & McLeod, 2006).

One of Freud’s students, Erikson, was one of 
the first psychologists to integrate nature with 
modern therapy (Berger & McLeod, 2006). Er-
ikson used mountains as a therapeutic element 
by sending clients outdoors in order to work on 
setting and defining boundaries in interpersonal 
relationship, which he called adventure therapy 
(Berger & McLeod, 2006). Erikson’s experience 
formalized into the framework known today as 
nature therapy (Berger & McLeod, 2006).

Nature as a Setting
Because of the benefits that nature can have 

on well-being, mental health professionals start-
ed to take therapy sessions outdoors. By moving 
therapy into a natural setting, the motionless 
room covered in belongings of the therapist is 
no longer an element of the therapeutic process. 
Nature is a completely unbiased, dynamic set-
ting (Berger & McLeod, 2006). The client is en-
couraged to create a “Home-in-Nature” (Berger 
& McLeod, 2006). For example, a boy named 
Joseph had communication difficulties but was 
clear about how uncomfortable he felt in the 
school’s counseling room, and when he was able 
to take the therapist outside and perform certain 
activities outdoors his communication improved, 
and the therapeutic alliance developed.

Nature is not a controlled space (Berger, 2008). 
The client is able to pick a space in nature that 
feels welcoming. The open physical space encour-
ages the individual to become emotionally vul-
nerable (Berger, 2008). This occurs because the 
client often feels more comfortable expressing 
emotions when the environment does not feel so 
confining (Berger, 2008). The creation of a safe 
space in nature allows the client to realize that 
he or she is in control of his or her surroundings, 
rather than being in a space controlled by the 
therapist (Berger, 2008). The client has the abil-
ity to pick the space within nature to sit and talk, 
which feels liberating (Berger, 2008). He or she 
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can then move things around or relocate entire-
ly if the space does not feel quite right (Berger, 
2008). The client feels empowered, and this feel-
ing can then translate to other areas of the cli-
ent’s life (Berger & McLeod, 2006).

Adults are especially receptive to the “home-
in-nature” technique (Berger & McLeod, 2006). 
When recreating a “home,” many issues are 
brought to the forefront: Does the client have a 
“secure base,” understanding of boundaries, and 
sense of self (Berger, 2004)? When the individual 
begins to create a home in nature, the answers 
to these questions are slowly brought to the 
forefront, and the therapist and client are able 
to work together to assess and resolve the areas 
that cause inner turmoil (Berger, 2004). Nature 
therapy can help adults work through boundary 
issues, special needs, anorexia, and family issues 
(Berger & McLeod, 2006).

Nature as an Element of Therapy
When the client and the therapist choose to 

deliberately involve nature as a part of the ses-
sion, finding the place for nature within the cli-
ent-therapist relationship may take some time. 
The client and the therapist are no longer the 
only participants when nature enters the session 
because nature is a dynamic element (Berger & 
McLeod, 2006). Berger and McLeod (2006) stud-
ied a specific individual, Ran, who was success-
ful in his career but struggled with stress  and 
started to experience intestinal pain due to the 
anxiety. He described his stomach as a pot of 
wet soil. As a result, the therapist had him play 
with wet soil. Nature became the facilitator of 
therapy (Berger & McLeod, 2006). Originally, he 
was disgusted, but over time he was able to enjoy 
the child-like sensations, and he began to reflect 
on his own childhood (Berger & McLeod, 2006). 
Finally, he came to the conclusion that he was 
not being present for his own children (Berger & 
McLeod, 2006). He may have been able to come 
to this conclusion with talk therapy alone, but 
incorporating nature into the session helped him 
reach this insight much faster (Berger & McLeod, 
2006). In this case, the outcome of incorporating 
nature into therapy allowed Ran to reach insight 
regarding his emotional struggles and work to-
wards resolution (Berger & McLeod, 2006)

As seasons change and remaining outdoors for 
the session is no longer an option, nature can 
still remain a topic of conversation. The change 
in seasons and weather is representative of the 
fluidity and cyclical nature of life (Berger & 
McLeod, 2006). Life transitions can be difficult 

for all individuals, both children and adults, 
so witnessing it in nature and using this as an 
opening to discuss the difficult nature of accept-
ing change has led to understanding and internal 
peace for many clients about the ever-changing 
nature of human life (Berger & McLeod, 2006). 
It can be especially helpful to note the changes in 
the individual’s “home-in-nature” as flooding or 
snow may make it a much different environment 
than it was in the spring and summer (Berger & 
McLeod, 2006).

When nature is brought into therapy, it can re-
main indoors, which is useful in a practical sense 
because being outdoors is not always possible 
(i.e. rain, urban environment). Therapists with-
out the opportunity to take the session outside 
can use sandtray therapy, nature soundtracks, 
or greenery in the office.

Sandtray therapy is the practice of using a tray 
with sand, water, and figurines for the client to 
create depictions that reflect either conscious 
or unconscious thinking (Homeyer & Sweeney, 
1998). The goal is for the client to feel comfort-
able and enter into a state of flow to create a 
scene that the client and the therapist can work 
to interpret (Homeyer & Sweeney, 1998). While 
this is a tool most commonly used for children, 
it can also be helpful for adults who struggle to 
express themselves verbally (Malchiodi, 2005).

Nature stimuli such as sounds, pictures, or ac-
tual natural entities (i.e. plants, water fountains) 
can be beneficial in the therapist’s room because 
they relax the client (Golletz, 1997). When the 
client is relaxed, stress levels decrease and mood 
increases (Golletz, 1997). This state facilitates a 
more productive session. Nature stimuli are par-
ticularly useful for individuals with anxiety or 
anger issues because they are much more atten-
tive and emotionally vulnerable during the ses-
sion when they are relaxed, which leads to much 
better outcomes from the therapeutic process 
(Golletz, 1997).

Conclusion
Neither animal assisted therapy nor nature 

therapy are well known practices. There are very 
few training programs that provide opportuni-
ties for therapists to become certified and edu-
cated about using these approaches. Research-
ers should continue to study nature therapy, so 
professionals can better understand the frame-
work and the benefits of its use and whether or 
not this is an effective approach for individuals 
with intellectual and developmental disabilities. 
A health professional can begin just by allowing 
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the client to go for a walk, rather than remaining 
indoors. Nature therapy is more difficult to inte-
grate into practice in urban areas than rural ar-
eas, but there are ways to bring nature indoors. 
Nature has many benefits to offer clients, and its 
use could be helpful in improving the well-being 
of clients of all ages with a variety of needs.
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Recently, I had occasion to fly across country 
for the much anticipated birth of my twin grand-
children. The original flight was cancelled due 
to a significant snowfall that had occurred on 
the east coast; I rebooked for two days after the 
weather event, calculating that there would be 
chaos at the airport. There I was in the large air-
port two days post-storm, greeted by the posting 
on the departures message board that my flight 
was delayed while “awaiting aircraft.” Since I 
was to change over at Denver, which is hub for 
the airline, I was not too concerned. However, 
I noted that a significant number of flights had 
been cancelled. What I did not know was that my 
afternoon flight to Denver was among the first 
flights to leave since the storm, and there had 
been no flights in the morning. What I also didn’t 
know is that I had a limited window to change 
planes for my final destination of Sacramento 
because the last flight from Denver to that city 
departed at 7 p.m.

The end of the story is that my flight was de-
layed close to 7 hours, I missed the last depart-
ing flight for Sacramento for that day and needed 
to stay overnight in Denver and book a morning 
flight for the next day. Luckily, my twins decided 
to remain lodged with their mother until I ar-
rived, so I was able to be present for their birth. 
By now you must be wondering what this has to 
do with working with persons with a dual diag-
nosis. So, bear with me and I will explain. I had 
quite a few hours while in the airport to think 
about this.

As an experienced traveler, I was inconve-
nienced but not overly distraught about the de-
lay. I have had longer delays when the weather 
was not a challenge, and I expect this as part of 
the process. What rankled me was the lack of 
information, the disregard for keeping me and 
other travelers informed in a timely way so that 

we could make our plans and the attitude of sev-
eral beleaguered customer representatives who 
were less than helpful in provision of their ser-
vices. I was given inaccurate information several 
times (e.g. someone would be at your gate to ad-
vise you—no, they weren’t; your bags will travel 
with you—no, they didn’t). We were told to wait 
at a gate that had another flight posted for the 
same time as the posted departure time of our 
flight. We were told we would receive updated 
information about our flight, but the departure 
board regularly postponed our flight each hour 
with the now familiar “awaiting aircraft” mes-
sage throughout the day up until 10 minutes 
prior to our departure from another gate (luckily 
nearby). 

I witnessed that two customer representatives 
attempted to answer questions for over 50 people 
who were in line. One harried staff member actu-
ally bellowed at a customer. I accepted the com-
plimentary pillow and blanket but would have 
really preferred information. I did flag down a 
supervisor and wondered with her, out loud, how 
two airline staff members could adequately han-
dle the volume of customers who were worried, 
confused, and needed assistance. When I ambled 
back to the food court I noticed there were now 
five staff members instead of two, and the line 
was moving much faster.

I head two crisis response teams in New Jersey, 
one of which is dedicated to community dwelling 
adults with IDD. I found my frustrations at the 
airport analogous to some of the frustrations re-
ported by professional and family caregivers. Our 
clients, their families, and staff are often in need 
of information in order to navigate systems and 
to make plans and decisions. In particular, the 
mental health system is foreign territory to ma-
ny individuals who are versed in the disabilities 
community. Staff and families sometimes misuse 

Tales of an Itinerant Psychologist

Awaiting Aircraft
Lucille Esralew, PhD
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acute care services not out of perverse stubborn-
ness or because it is easier for them (as one col-
league recently suggested to me) but because they 
do not understand the appropriate use of services 
and the distinction among behavioral supports, 
psychiatric screening, inpatient hospitalization, 
and longer term stabilization services such as 
counseling, psychotherapy, or skills building. 
Families and staff find themselves spending in-
ordinate amounts of time “awaiting aircraft” to 
land without relevant information along the way 
so that they can plan and calibrate their decision 
making. They encounter professionals, screen-
ers, and clinicians who are not answering their 
questions or even assisting caregivers in formu-
lating their questions so they get the answers 
they need.

My experience has been that even when this 
update is not welcome, as when I inform a fam-

ily that their relative does not meet eligibility re-
quirements for a certain service or a provider or 
that I will not be able to see the individual for an-
other month, the family and staff have welcomed 
being kept in the “loop.” Caregivers also value 
being given an opportunity to weigh relevant op-
tions or alternatives. Information about our ser-
vices, how to access and utilize our services, and 
the nature of service delivery are all part of how 
we ensure that our clients get what they need. 

My aircraft arrived and successfully depart-
ed with me in it, although I was unnecessarily 
stressed by the lack of timely and accurate in-
formation. We can avoid unnecessary stress for 
our clients, their families, and staff if we take the 
time to keep them updated about the process of 
receiving needed services. 

For additional information, contact Dr. Es-
ralew at lesralew@trinitas.org. 

DSP Interests and Concerns

Partnering on Mental Health Needs: DSPs on 
the Frontline
Thomas Cheetham, MD, Director of Health Services and Bruce Davis, Director of 
Behavioral and Psychological Services, Tennessee Department of Intellectual and 
Developmental Disabilities

Direct Support Professionals (DSPs) know the 
individuals they support well. They are likely 
the first to notice changes in behavior patterns. 
DSPs can advocate for mental health evaluation 
by being alert to early signs of changes in both 
physical health and mental health. These types 
of issues can overlap significantly. Acting early 
can help prevent a crisis.

People with intellectual and developmental 
disabilities (IDD) are at much higher risk for 
mental health problems than people without dis-
abilities. Risk factors vary widely across people. 
Many behavioral health problems first occur 
during late adolescence and early adulthood. Be-
havior change may be the only way that a per-
son with IDD can show that something is wrong. 
These changes can signal that treatment or more 
specialized supports are needed.

DSPs play a vital role in recognizing 
behavior changes. DSPs can take 
action in three important steps —

Step 1
Describe and keep detailed records. Note how 

often, how intensely, and how long behaviors oc-
cur. Note the circumstances in which they hap-
pen. (Use questions I-V, below.)

Step 2
Consult the person’s primary care physician.

Step 3
Refer to a behavioral health care provider if 

medical problems are ruled out as a cause. A be-
havioral health care provider may be a mental 
health professional, psychiatrist, psychologist, or 
therapist.

How to advocate for quality healthcare:  
When making a referral to a behavioral health-

care provider, it is important to be able to provide 
as much information as possible. This informa-
tion can assist a behavioral health care provider 
with identifying the cause of the change in a per-
son’s behavior. This can also assist in identifying 
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appropriate treatment plans. DSPs are encour-
aged to think through the following questions 
when gathering information to share with a be-
havioral healthcare provider.

I. Describe the behavioral problem
• When did the behavioral problem start?
• When was the person last at his or her best or 

usual self before the issue?

II. Describe the current difficult behavior 
• What specific behaviors or symptoms are oc-

curring?
• What in the past helped or did not help with it 

(including medications)?
• What is being done to help the person manage 

the behavior? How is it working?
• Is there risk to self, to others, at home or in 

the community?
• Is there aggression to self or others; and is it 

mild, moderate, or severe?
• How frequent is the behavior? 
• Subtle changes in the person’s daily routine 

also may show a problem starting. Has there 
been a recent change in mood, bowel/bladder 
habits, appetite, sleep, social involvement, 
communication, interest in leisure activities 
or work, self-care, independence, thinking or 
memory, or movement?

• Has there been a recent need for change 
in support or supervision? When did these 
changes start?

III. Consider possible physical 
health problem or pain
• Are you aware of any physical health or medi-

cal problem that may be contributing to be-
havior problem? 

• Could pain, injury or discomfort be contribut-
ing to behavior change?

• How would you know if the person was in 
pain?

• Are there concerns about medications or side 
effects?

IV. Consider changes in environment
• Were there changes in or stress with caregiv-

ers before the concerning behavior began?
• In care provision? In living situation or daily 

routine?

V. Consider support issues
• Is the person receiving needed supports?
• If there are sensory triggers, what is in place 

to help?
• Are there opportunities for suitable physical 

activity?
• Are there supports or programs not in place 

that you think might help?

VI. Consider relational and 
emotional issues
• Has there been a recent change in relation-

ships?
• Additions, losses, separations, deaths? 
• Teasing or bullying?
• Anxiety about completing tasks?
• Disappointments?
• Growing insight into disability and its impact? 

Life transitions? Traumatic experiences?
By being alert to important changes in behav-

ior, DSPs can be effective partners with behav-
ioral health providers. By collaborating with the 
person and his or her support team, DSPs play a 
central role in preventing crises and addressing 
behavioral needs. 

Reprinted with permission from Frontline Ini-
tiative, Volume 11, Number 2, 2013, a publica-
tion of the National Alliance for Direct Support 
Professionals.

DSP Interests and Concerns is an ongoing col-
umn in The NADD Bulletin.  We welcome your 
comments, suggestions, and submissions for this 
column.  To learn more or to contribute to this col-
umn, you may contact Melissa Cheplic, Editor of 
DSP Interests and Concerns at cheplima@rwjms.
rutgers.edu. 

Editor’s Note 
 
In the November/December issue of The NADD Bulletin we published an article by Henny 
Kupferstein and Rebecca Botta-Zalucki entitled "Why Are College Students Who Have Autism 
Getting Straight A’s but Failing Their Internships?" The authors wish to make clear that the 
authors preferred the use of identity-first language. However, the article was published using 
person-first language consistent with NADD policy. 
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Family Corner

Differences
Sue Gamache

I often tried to imagine what life was like from 
Emilie’s perspective.  Did she see herself as dif-
ferent? Did she wonder why?  Did she see every-
one else as different?  Did she feel confused or 
were all those feelings so much part of her nor-
mal paradigm that it was all really of no conse-
quence?

Of course, as her mother I tried to shield her 
from any of those concerns – largely fueled by 
others assuring me that she would grow out of 
any difficulty she had when she was young or 
out of no one being able to tell me definitively 
if any of her problems would be lengthy or life-
long. And, I suppose, out of a sense of denial.  I 
thought I had the advantage of age and experi-
ence to be sometimes acutely reminded of her dif-
ferences and therefore the foresight to be able to 
shield her from those experiences that threw it 
in her face.  But really, looking back: Did I think 
she was stupid?  That she wouldn’t also be aware 
or even more so than I of those situations?  Ev-
ery year I would enroll her in a sport or activity: 
softball, soccer, ballet, flute – the usual childhood 
enriching experiences.  Every year she would, of 
course, begin like all the others, ignorant and in-
experienced in the subject.  And every year all 
the children would slowly become skilled in that 
activity, but more quickly than Emilie.  

My naiveté about my effectiveness at shielding 
her became apparent one day when a friend, who 
knew Emilie well, decided to relate an event that 
was told to her.  Emilie was in second grade.  She 
was sitting alone reading at a table in the school 
library.  A group of girls were sitting at the next 
table ridiculing her in that catty, underhanded, 
self-aggrandizing way that girls do.  Emilie sat 
quietly at her table the whole time, ignoring 
them or at least pretending to.  A mother visit-
ing the school strolled by and saw this and did 
nothing.  Weeks later, out of guilt she relayed 

the story to my friend who thought very long and 
hard about whether to tell me.  The depth of my 
sadness for my daughter and the heightened an-
ger I felt toward the cowardly mother were bat-
tling emotions.  The next day I went to the school 
and spoke with her speech therapist.  We were 
standing in a corridor and upon my completing 
the tale and concerns about the event I suddenly 
and very much to my surprise broke down and 
cried.  It was not till many years later that I re-
alized a good part of why I cried was because I 
then knew that I could not shield my daughter 
from her awareness of her differences.  But I 
knew I had not been doing that all along.  How 
much better would she have fared to have had 
more ability to self-advocate – which at that age 
is simply to tell someone.  I cried because she had 
not been able to come to tell me when answering 
that every day question “So, what happened in 
school today?”  We didn’t have the history of talk-
ing about her differences as part of our everyday, 
normal mother-daughter conversations.  

Over time, I learned from that lesson, talking 
about Emilie’s differences to her and anyone who 
would listen became the new norm.  And now, 
with Emilie turning 31, I am lucky I learned that 
lesson early and am amazed at how many fami-
lies still in this day and age try to hide their chil-
dren’s differences.  

For further information, contact Sue Gamache 
at sue.gamache0@gmail.com 

Family Corner is an ongoing column in The 
NADD Bulletin and is published under the aus-
pices of the NADD Family Issues Committee.  We 
welcome your comments, suggestions, and sub-
missions for this column.  To learn more or to 
contribute to this column, you may contact Laurie 
Raymond, Editor of Family Corner at lraymond@
portresources.org.

 
Submit an Article for the NADD Bulletin 

 
The NADD Bulletin welcomes submissions of articles.  Details about manuscript submission are available at 
http://thenadd.org/nadd-bulletin/submitting-articles-for-the-nadd-bulletin/.  Inquiries or submissions may be 
submitted to Lucille Esralew, Ph.D., Editor, at lesralew@trinitas.org.  
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NEW FROM THE NADD PRESS 
 

Demystifying Syndromes II: 
 

Clinical and educational implications of  
common syndromes associated with 
persons with intellectual disabilities 

 
Edited by 

 
Shelley L. Watson, PhD 
Dorothy Griffiths, PhD 

 

 
 
 
 

Breaking Down Silos: 
 

Innovation in Dual Diagnosis Systems 
 
 

Brandi Braud Kelly, PhD, MCP 
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NADD Spring Webinar Series 
 
Registration is now open for the NADD Spring Webinar Series, which consists of 12 webinars offered 
between April 21 and June 22.  The scheduled webinars dates are: 
 
Thursday, April 21 -The Link between Adverse Childhood Events (ACEs), Behavioral Challenges, 
and Institutionalization for Individuals with Developmental Disabilities (IDD) 

Brandi Kelly, PhD & Amy Greer, PhD 
 
Thursday, April 28 - Family Related Issues- When Your Loved One Is in a Group Home, Do’s And 
Dont’s 

Gwendolyn S. Barnhart, PhD 
 
Tuesday, May 3 – Prognosis: Guarded. How Health Disparities Impact the Lives of People with 
Intellectual Disabilities 

Karin Wolf-Branigin & Michael Knox, PhD 
 
Thursday, May 5 - Personalized Medicine – Pharmacogenetics 

Kathy Kelly, RN, MBA 
 
Tuesday, May 10 - Use of Technology Advances/Outcomes 

NaMetris Blount, PhD 
 
Tuesday, May 24 - Siblings of Children with Disabilities: Difficulties, Opportunities, and 
Interventions 

Avidan Milevsky, PhD 
 
Thursday, May 26 - The Illusion of “High Functioning”: The Ugly Truth about Outcomes and How 
to Change Them for the Positive 

Dena Gassner, MSW 
 
Wednesday, June 1 - Stories from New Mexico of Individual and Systems Change 

 Chris Heimerl, MSSW & Jason Buckles, MA 
 
Friday, June 3 - Group Therapy and Treatment with Individuals with IDD & MH/SUD: A Guide for 
Provider and MCO Partnerships 

Sharlena Thomas, LPCS & Toni Shelow,PsyD 
 
Tuesday, June 7 - The Art and Science of Rolling with the Punches: A Training on Caring for 
Individuals with Co-Occurring Developmental Disabilities and Mental Illness 

Elizabeth Caton-Burm, RN, LCSW 
 
Tuesday, June 14 - Don’t Just Wait on the Waiting List: Preparing for Behavior Consultation 

Paul Gribbon 
 
Wednesday, June 22 - Youth with Intellectual/Developmental Disabilities (IDD) and Co-Occurring 
Behavioral Health Disorders: Eliminating the Use of Seclusion and Restraint 

Eileen Elias, Karyn Harvey, Diane Jacobstein, & Kim Sanders 
 

25% discount when you register for 6 or more 



Note from the editor

Drs. Linda Henderson-Smith and Diane Jacobstein share 
their report on learning communities which support interagency 
planning for youth with intellectual and developmental disability 
and mental health disorders. Marianne Hamilton writes about 
animal assisted therapy and nature therapy. Lucy Esralew 
ponders the need for information and systems navigation while 
waiting for a plane. In this month’s DSP Interests and Concepts 
article, Dr. Thomas Cheetham and Bruce Davis describe specific 
action steps that DSPs can take when they recognize behavior 
changes among the persons they support. Sue Gamache reflects 
upon whether a parent should acknowledge or protect a child who 
is “different” in her article for the Family Corner.

Our authors write about the diffusion of knowledge and the 
infusion of best practices. Please share your research findings and 
showcase your programs or interventions by submitting articles 
to the NADD Bulletin. 

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.

The NADD Accreditation and Certification Programs 
 
Let the world know that you provide quality services for 
individuals with co-occurring mental illness and 
intellectual disability.  Seek accreditation and/or 
certification from NADD. 
 
 
Program Accreditation 
Competency-Based Clinical Certification 
Competency-Based Specialist Certification  
Competency-Based DSP Certification 
 
  
Visit http://acp.thenadd.org/ or click the Accreditation/Certification icon on the NADD home page 
(www.thenadd.org) for details.  

Save the Date
Next Year We Will Be at Niagara Falls

NADD 33rd Annual Conference & Exhibit Show 2016
November 2-4, 2016

Sheraton on the Falls (Wed – Fri)
5875 Falls Avenue

Niagara Falls, Ontario, Canada L2E 6W7
Call for Presentations, Call for Exhibitors & Sponsors,  

Updated Information, Conference Brochure & Registration will  
be posted upon availability at www.thenadd.org
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Upcoming Conferences/Trainings
************************************

State of Ohio 14th Annual MI/DD Conference
September 19-20, 2016 * Columbus, Ohio

NADD 33rd Annual Conference & Exhibit Show
November 2-4, 2016 * Niagara Falls, Ontario, Canada




