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Note from the editor
White, Dossetor, and Whatson overview a phased, integrated 

approach to training professionals working with children and 
youth across disabilities, healthcare and academic settings. Our 
Canadian colleagues Drs. Baribeau, Morris, and Dua present the 
Tre-ADD program (Treatment and Research in Autism and Devel-
opmental Disabilities), an integrative, transdisciplinary approach 
to mental health care for children and youth in Toronto. Diane 
Gould considers a trauma-informed framework for behavioral 
change. Dr. Jarrett Barnhill celebrates the accomplishments of 
NADD’s soon-to-be retired Founder and Chief Executive Officer, 
Dr. Rob Fletcher. Jane Finan Mullin describes the work and ad-
vocacy of Jawonio, Inc. in New York within the U.S. Public Policy 
Update and Michelle Thompson shares thoughts about her work 
as a Career Consultant for Charles Lea Center in South Carolina 
within the DSP Interests and Concerns column.

Thank you to our contributors for providing us with thoughtful 
and informative material. NADD awaits hearing from you about 
your program models, interventions, and research. I encourage 
you to share your good work with our clinical community.

Lucy Esralew, Ph.D., NADD-CC
drlucyesralew@gmail.com 
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Transforming the Mental Health and Disability 
Interface for Children and Young People with 
Complex Needs Through Interdisciplinary Education
Donna White, David Dossetor, and Lesley Whatson

Introduction
The launch of the Intellectual Disability Men-

tal Health Core Competency Framework (De-
partment of Developmental Disability Neuropsy-
chiatry, 2016) for mental health professionals is 
a timely reminder of the existing Interdisciplin-
ary Practice Framework of Core Interventions 
for children and adolescents with intellectual 
disability and mental health issues (Dossetor, 
Whatson, & White, 2015; White, Dossetor, & 
Whatson, 2008; 2010a; 2010b; 2010c). This was 
developed as part of the Training Curriculum 
Project that used a phased approach to develop 
a comprehensive interdisciplinary education pro-
gram for professionals working in the disability, 
education, and health sectors (White, 2011). The 
program consisted of a framework of core inter-
ventions, an evidence based two-day training 
seminar, and a published book, Mental Health of 
Children and Adolescents with Intellectual and 
Developmental Disabilities: A Framework for 
Professional Practice (Dossetor, White, & What-
son, 2011). Implementation and evaluation of the 
training seminar resulted in increased knowl-
edge, confidence and collaboration of profession-
als in meeting the mental health needs of chil-
dren and adolescents with intellectual disability 
(Dossetor, Whatson & White, 2016; White, Dos-
setor, Whatson, & Farah, 2009).

The Training Curriculum Project was estab-
lished as the result of a long standing partner-
ship between the Statewide Behaviour Interven-
tion Service, Ageing Disability and Home Care 
(ADHC) and the Department of Psychological 
Medicine at The Children’s Hospital at West-
mead (CHW). This partnership has resulted in 
the integration of positive behaviour support, 
education, neurodevelopmental perspectives, 
and psychiatric expertise to address the com-
plex needs of young people with intellectual 
disability and mental health needs through the 
Developmental Psychiatry Clinic. A review of 
the clinic and other partnership projects recom-
mended that the Training Curriculum Project 
educational program be reviewed to determine 
enhancement possibilities in the future (O’Brien, 
Espiner, Arnold, Riches, & Roberts, 2014). This 
paper revisits the Training Curriculum Project 

outcomes achieved through an interdisciplinary 
approach to practice and shares ideas for future 
directions.

Background
Young people with intellectual disability have 

an increased risk of developing emotional, behav-
ioral, and mental health issues when compared 
to the general population (Emerson, 2003). Re-
view of the prevalence research indicated that 30 
to 50% of children and adolescents with intellec-
tual disability have diagnosable mental health 
disorders (Einfeld, Ellis & Emerson, 2011).

Signs of mental health problems in young 
people with intellectual disability can be dif-
ficult to distinguish from behaviors of concern 
that are the result of developmental, biological, 
psychological, family, and social-ecological fac-
tors (White, 2011). It requires people within the 
young person’s support system to recognise what 
signs and changes in behaviors indicate a pos-
sible mental health disorder and then seek sup-
port (Costello, Bouras, & Davis, 2007). However 
it can be difficult to ascertain mental illness in a 
young person, not only due to their cognitive and 
communicative limitations in conveying their 
psychological needs, but also due to the lack of 
adequately skilled specialists to identify and di-
agnose them.

Research found that only 9% of young people 
with intellectual disability and significant psy-
chiatric diagnoses accessed specialist services 
(Einfeld & Tonge, 1996). Literature reviews 
suggested that lack of expertise and confidence 
of professionals, compounded by inadequate 
training and poor interagency collaboration un-
dermined the effectiveness of service delivery 
to young people with intellectual disability who 
required mental health care (Torr, 2013; White, 
2011).

There was evidence that suggested that in-
terprofessional training programs for staff from 
mental health, intellectual disability, allied 
health, and education backgrounds resulted in 
increased confidence and knowledge when work-
ing with people with intellectual disability who 
have a mental health problem (e.g., Mohr, Phil-
lips, Curran, & Rymill, 2002; Whitehurst, 2008). 
Unfortunately these studies were small scale, 
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and their findings had limited utility due to a 
lack of methodological rigor (Farah, 2010, as cit-
ed in White, 2010).

The aims of the Training Curriculum Project 
were:
1. To address workforce issues and meet the ev-

er-increasing demand for education and clini-
cal skill development in the dual disability of 
intellectual disability and mental illness in 
child and adolescent services.

2. To develop a professional learning and de-
velopment program for the child and adoles-
cent mental health and intellectual disability 
workforces within New South Wales.

Method

Development of the interdisciplinary education 
program

The Training Curriculum Project aimed to 
build the capacity of professionals working in 
child and adolescent mental health and intellec-
tual disability. The phased approach to the proj-
ect enabled the development of a framework of 
core clinical interventions that was based on a 
literature review, review of clinical and training 
data, expert opinion of “what works,” review of 
existing resources and curricula and a clinical fo-
rum of experts in the field.

The framework was further refined through 
a stakeholder survey that obtained a consensus 
of the most important core interventions to be 
included (White, Dossetor, & Whatson, 2008). 
These core components were separated into four 
domains within the practice framework:
1. Understanding the issues and integrating sci-

entific approaches
2. The impact of disability and family well-being
3. Individual emotional and behavioral well-being

a. Interventions to promote skill development
b. Understanding and managing mental 

health issues
4. Integration of service systems

Additional analyses of the stakeholder survey 
data was used to prioritise the topic areas for in-
clusion in the two-day seminar and decide on the 
presentation methods (White, Dossetor, & What-
son, 2008). This resulted in the inclusion of core 
topic areas from each of the four domains in the 

two-day seminar as lecture style presentations 
and workgroup/ practical activities (see Table 
1). The seminar titled, A Framework for Profes-
sional Practice: Seminar for Disability, Health 
and Education Professionals, aimed to increase 
participants:
• Knowledge about the core clinical approaches 

in the framework;
• Confidence to apply new knowledge in their 

workplace; and
• Understanding of the need for collaboration 

with other professionals when working with 
young people who have intellectual disability 
and mental health care needs.

Implementation
The target group for the interdisciplinary ed-

ucation program was professionals working in 
government and non-government agencies from 
a range of professional backgrounds including 
health, mental health, education, disability, be-
havior support, allied health, and management. 
The goal was to train 400 professionals. Five 
training events were held over a two year period 
that included two pilot events in NSW regional 
areas (TE1 and TE2), two additional events in 
metropolitan Sydney (TE3 and TE4) and one 
event in a NSW regional area to assess sustain-
ability of the educational program (TE5). Each 
training event included lecture style presenta-
tions and work group activities covering 14 core 
components of the framework (see Table 1). The 
work groups were engineered prior to the train-
ing events to ensure that each group had 7-8 
professionals from multiple disciplines, in ef-
fect creating interdisciplinary teams in order to 
encourage active involvement in problem solv-
ing, focused discussion, and clinical application 
around case studies.

Preliminary review of the evaluation from the 
first two pilot training events (reaction data from 
the feedback surveys for TE1 and TE2) allowed 
for modifications to be made to seminar presen-
tations for the following two training events (TE3 
and TE4). The fifth training event (TE5) involved 
a mixed media delivery of the seminar, using 
both face-to-face presenters and pre-recorded 
videos to explore sustainability options of the 
educational program.
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Table 1: Outline of 2-day training seminars

Evaluation
A quasi-experimental design was used to test 

both the impact of the training program, and 
changes in participants’ level of knowledge, con-
fidence, and collaboration in the area of mental 
health and intellectual disability. Evaluation 
measures were piloted prior to delivery of the 
training events and revised by the training team 
to ensure item validity and to assess logistical is-
sues. Measures were collected for all five training 

events based on Kirkpatrick’s (1959; as cited in 
Kirkpatrick, 1996) theoretical model for train-
ing evaluation. This model was a goal-based ap-
proach that involved four levels of evaluation, i) 
reaction (level of satisfaction); ii) learning; iii) be-
havior (transfer of learning); and, iv) results (im-
pact of training on the organization). Measures 
for the first three levels of Kirkpatrick’s model 
were collected in various combinations across the 
training events (see table 2). The evaluation pro-

Title of Presentation Format

Introduction

A Framework for Professional Practice: Development of the educational program Lecture

Section 1: Understanding the issues and integrating scientific approaches

Aiming for a quality of life: What makes for a ‘good enough’ life for a child or youth with intellectual disability 
and their family?

Lecture

A common language for understanding intellectual disability, development, emotions and behavior Lecture

Section 2a: The impact of disability and family well-being

Family adjustment from a cultural perspective Lecture

Parent stress, parenting competence, and family-centered support Lecture

Section 2b: Maintaining parental and family mental health and well-being

Formulation and intervention planning Group work

Challenging behavior in intellectual disability: A systemic approach Group work

Section 3a: Individual skill development and emotional/ behavioral well-being

Communication for life: Strategies for children and adolescents with intellectual disability Lecture

Developing emotion-based social skills in children with intellectual disability and Autism Spectrum Disorder Lecture

Building life skills for children and adolescents with intellectual disability: A case-study Group work

Section 3b: Understanding and managing mental health issues

Understanding and responding to challenging behavior: Contributions from attachment theory. Lecture

Transition: More than an event Lecture

Risk management during crisis: Promoting safety and resolution Lecture

Mental illness and intellectual disability: The context, the evidence, the art, and the challenge. Lecture

Section 4: Integration of service systems

Interagency collaboration Group work

Conclusion

A Framework for Professional Practice: Epilogue Lecture

Questions and discussion Interactive
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cess was used to measure the key objectives of 
the training program in the following ways.

Level 1 Reaction
An 11-question feedback survey was used to 

determine participants’ reaction and satisfac-
tion with the training events. The questions 
were adapted from the evaluation study of Cur-
ran, Sargeant, and Hollett (2007) and included 
eight statements that participants were asked to 
rate on a 9-point likert rating scale (1 = strongly 
disagree, 9 = strongly agree) and three open-
ended questions. The feedback survey aimed to 
measure both utility reactions (judgments on 
the applicability of training) and affective reac-
tions (satisfaction with training components) of 
the participants (Alliger, Tannenbaum, Bennett, 
Traver, & Shortland, 1997). Data in relation to 
this measure was collected at the end of Day 2 for 
all five training events.

Level 2 Learning Outcomes
Measures were collected immediately before 

and after the training seminar. This occurred 
for the pilot training events (TE1 and TE2) and 
the last training event only (TE5). Measures in-
cluded:
• Knowledge measures: Participants were given 

40 true/ false questions that were linked to 
the training curriculum and were evidence 
based.

• Confidence rating scale: Participants were 
required to rate their level of confidence pre/
post training on a 7-point likert scale across 6 
topic areas. The confidence intervals ranged 
from 1= Not at all confident to 7 = Very con-
fident, for example, “How confident do you 
feel in your work in relation to understanding 
quality of life issues for children and adoles-
cents with intellectual disability?”

• Collaboration rating scale: Participants were 
required to rate their attitude to collaboration 
pre/post training on a 9-point likert scale for 
5 statements. Item intervals ranged from 1= 
Strongly disagree to 9 = Strongly agree, for 
example, “I believe that the collaborative pro-
cess is essential in my professional practice.”

Level 3 Behavior
A survey with twelve open-ended questions 

(adapted from Curran et al., 2007; Mohr, et al., 

2002; Tsiantis et al., 2004; Whitehurst, 2008) 
aimed to measure the transfer and application of 
learning from training events to the work place 
for knowledge, confidence and collaboration. The 
follow-up surveys were sent to all participants 
from the two pilot training events (TE1 and TE2) 
three months post-training.

Results

Participants
Five hundred and twenty-six professionals 

from multiple disciplines attended the five train-
ing events (31% more than the target number of 
400). Of these, 30 professionals assisted with fa-
cilitation of group activities and 496 participated 
in the collection of demographic information and 
evaluation measures. Participants provided in-
formed consent through the act of participation 
(see Table 2).

Table 2: Collection of evaluation measures from training events

Participants were relatively experienced with 
approximately 70% of participants having 6 to 
25+ years of experience working with people with 
intellectual disability. Participants from a case 
work or social work background and psychology 
made up 40% of all professionals who attended, 
with a reasonable proportion of professionals from 
allied health, behavior support, education, and 
management also attending (see Table 3). The 
lowest proportion of participants came from nurs-
ing, psychiatry, and pediatrics. This may be more 
reflective of the participants’ employing agencies 
rather than interest in this area, as government 
disability services (AdHC) were the employing 
agency of 46% of participants, compared to 14% 
who were employed by health and mental health 
services. Participants from non-government dis-
ability services 21%, education 16%, and other 
government services 3% were also represented.

Number of 
participants

Learning
Outcomes
completed

Reaction
Surveys

completed

Behaviour
Measures
completed

TE1 Regional NSW 88 65 (74%) 67 (76%) 45 (51%)

TE2 Regional NSW 88 65 (74%) 55 (63%) 41 (46%)
TE3 Metro Sydney 151 101 (67%)

TE4 Metro Sydney 113 83 (73%)

TE5 Regional NSW 56 35 (62%) 32 (57%)

496 165/232 (71%) 338/496 (64%) 86/176 (49%)
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Table 3: Participants area of work

Area of work %

Case work/ social work 20

Psychology 20

Speech pathology, occupational therapy, physiotherapy 12

Management 12

Behavior Support 11

Education 11

Nursing 4.5

Psychiatry 2

Pediatrics 0.5

Other (not specified) 7

                                                                                                                                                   
100

Evaluation Measures

Level 1 Reaction
Analyses of responses to the open-ended ques-

tions in the feedback survey revealed that partici-
pants’ reactions to the training were generally posi-
tive and that there was a high level of agreement 
across all five training events (see Table 4). Strong 
themes affecting participants’ immediate reac-
tion to the training program included the seminar 
structure and content; the performance, style, and 
knowledge of presenters; attitude towards knowl-
edge gain, the opportunity to collaborate with other 
professionals and agencies, and the importance of 
inclusion and feeling represented in the interdisci-
plinary training (White et al, 2009).

A particular strength of the seminar was iden-
tified in participants’ reactions to content ele-
ments, application to the workplace and delivery 
modes. The group activities in the workshops, 
where there was application of new knowledge 
and skills to case studies, were perceived to be 
effective in terms of facilitating active learning. 
The group activities also stimulated a positive 
response from participants’ due to the deliber-
ate orchestration of mixing professionals and 
agencies for the workshops. Participants found 
this approach to be very effective in establishing 
meaningful collaboration and in recognising the 
useful contribution of others to achieving a suc-
cessful outcome. This was also effective in build-
ing positive interdisciplinary relationships that 
extended beyond the training event.

Presenters’ style and performance also influ-
enced participants’ reaction. Participants valued 
the knowledge and experience of the different 
presenters. However, participants reacted more 
positively to presenters who were passionate 
and interactive. Further analyses revealed sub-
themes and areas for improvement (see Table 5).

Level 2 Learning Outcomes
The data from the pre and post learning mea-

sures were entered into SPSS (Version 15) for 
analyses. There were no significant differences be-
tween the first two training event; therefore data 
on these measures were combined and analyZed 
as a single sample. The data from the fifth train-
ing event (TE5) was analyZed separately. Paired 
sample t-tests were conducted on measures of 
knowledge, confidence, and collaboration.

Table 4: Participants ratings of satisfaction with the seminar across training events

I.Presenter
knowledge

2.Teaching
methods

3.Met  
objectives

4.Presenter
enthusiasm/resp

5.Met
participant
objectives

6.Training
applicable
to practice

7.Enhanced
participant
knowledge

8.Training
influence
change at 
work

TE1 7.84 7.06 6.97 6.95 6.32 6.68 6.92 6.71

TE2 7.95 6.89 6.92 7.05 6.16 6.94 6.74 6.71

TE3 8.07 7.49 7.47 7.57 7.31 7.56 7.58 7.41

TE4 8.28 7.48 7.55 7.6 7.28 7.48 7.52 7.38

TE5 8.19 7.05 7.32 6.85 6.86 7.4 7.53 7.47

Average 8.07 7.19 7.25 7.20 6.79 7.21 7.26 7.14

Note: 1 = strongly disagree, 5 = neither agree of disagree, 7 = agree, 9 = strongly agree
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For the two pilot training events (TE1 and 
TE2), data analyses revealed statistically signifi-
cant increases in participants’ knowledge, confi-
dence, and attitude to collaboration post-training 

(White et al., 2009).
• Knowledge: There was a statistically signifi-

cant increase in knowledge from pre training 
(M = 32.23, SD = 2.78) to post training (M = 

Table 5: Themes and sub-themes of reaction measures (from the Feedback Survey)

Themes Sub themes

Training structure Great variety of topics; lots of information in short amount of time; well organiZed and 
structured.

Presentation format

Good mix of delivery modes (lectures, workshops, videos); group activities were a highlight 
that reinforced learning and sharing of ideas; more interaction and less reliance on 
PowerPoint presentations

Presentation content

Balance of topics covered; specific topics noted; in-depth; practical examples; case studies; 
relevant and applicable to workplace; evidence based practice

Presenters Style; knowledge and experience; passion and enthusiasm

Training resources Resources and handouts; practical tools to take away

Attitude towards knowledge/ 
learning

Perceptions that training was a consolidation and expansion of knowledge and skills, 
refresher/ revision, and entry level

Collaboration Networking opportunities; multidisciplinary; interagency; holistic approach; need to include 
education perspective

MH and ID More on mental health aspects of intellectual disability

34.23, SD = 2.40), t(130) = - 8.64, p < 0.0005 
(two tailed). The 95% confidence interval 
ranging from -2.39 to - 1.50. The eta squared 
statistic (0.36) indicated a large effect size.

• Confidence: There was a statistically signifi-
cant increase in overall confidence levels from 
pre training (M = 4.48, SD = 1.41) to post 
training (M = 6.10, SD = 1.20), t(130) = -1.83, 
p < 0.0005 (two tailed). The 95% confidence 
interval ranged from -1.42 to 1.83. The eta 
squared statistic (0.66) indicated a large effect 
size.

• Collaboration: There was also a statistically 
significant increase in attitude towards col-
laboration from pre training (M = 6.70, SD = 
0.99) to post training (M = 7.56, SD = 0.85), 
t(130) = -11.99, p < 0.0005 (two tailed) . The 
95% confidence interval ranged from -0.99 to 
-0.71. The eta squared statistic (0.53) indicat-
ed a large effect size.

For the final training event (TE5), data analyses 
revealed statistically significant increases in par-
ticipants’ knowledge, confidence, and some aspects 
of collaboration post-training (White, 2010).

• Knowledge: There was a statistically signifi-
cant increase in knowledge from pre training 
(M = 32.37, SD = 3.07) to post training (M = 
33.80, SD = 2.32), t(34) = - 2.98, p <0.005 (two 
tailed). The 95% confidence interval ranging 
from -2.40 to -2.45. The eta squared statistic 
(0.09) indicated a moderate effect size.

• Confidence: There was a statistically signifi-
cant increase in all confidence ratings, as out-
lined in Table 6.

• Collaboration: There was also a statistically 
significant increase in three out of five col-
laboration ratings from pre training to post 
training (see Table 7). Participants’ percep-
tions of the importance of collaboration in 
their professional practice and the use of one 
client plan across professionals and agencies 
was already exceptionally high before train-
ing and only slightly higher post training 
which did not result in statistical significance.

l 3 Behavior
Forty-nine percent of participants from the 

two pilot training seminars (TE1 and TE2) com-
pleted the 3-month post-training questionnaire 



65July/August    Volume 20    Number 4

The NADD BULLETIN

about the transfer of learning to the work place. 
Analyses of the responses revealed the following 
(Farah, 2010; as cited in White, 2010).
1. The most useful aspects of the training: Par-

ticipants noted that most useful aspects were 
the opportunity to network and collaborate 
with different professionals and agencies; dis-
cussion of case studies and the work group 

activities; and the practical strategies pre-
sented.

2. Change in knowledge post training: Some 
participants felt that the training seminar 
refreshed and consolidated their skills and 
knowledge, and validated their work prac-
tices. These participants also felt the training 
increased their knowledge base in intellectual 

Table 6: Statistical analyses of pre and post-training ratings of confidence for TE5

Confidence Ratings Mean N Std. t 95% confidence Sig.

Deviation interval (2-tailed)

Lower Upper

Understanding quality of life

       PRE-training confidence 5.37 35 1.41 -7.78 -2.09 -1.22 0.0005

       POST-training confidence 7.03 35 1.01

Integrating scientific approaches

       PRE-training confidence 3.97 35 1.70
-8.25 -2.31 -1.40 0.0005

       POST-training confidence 5.83 35 1.31

Understanding impact of disability

       PRE-training confidence 5.20 35 1.72 -4.97 -2.21 -0.93 0.0005

       POST-training confidence 6.77 35 1.35

Interventions for skill development

       PRE-training confidence 4.69 35 1.71 -8.76 -2.35 -1.47 0.0005

       POST-training confidence 6.60 35 1.33

Understanding mental health

       PRE-training confidence 4.09 35 1.93
-8.81 -2.91 -1.82 0.0005

       POST-training confidence 6.46 35 1.19

Integrating service systems

       PRE-training confidence 4.74 35 1.80 -8.96 -2.48 -1.56 0.0005

       wPOST-training confidence 6.77 35 1.16

disability and identified that the holistic na-
ture of the framework and the training meth-
ods (case studies and workshops) contributed 
to this. To a lesser extent, some participants 
felt that the information presented in the semi-
nar was more appropriate for participants new 
to the field of intellectual disability.

3. Change in confidence post training: The ma-
jority of participants reported an increase in 
confidence when working with clients with 
intellectual disability. However some par-
ticipants reported no differences in levels of 
confidence or reported decreased levels of con-
fidence due to not being able to apply what 
they had learnt or they had more awareness 

of their limited knowledge (e.g., “made me 
more aware of what I don’t know”).

4. Change in intervention strategies used: Par-
ticipants commented on how they had in-
corporated different interventions into their 
practice such as augmentative and alterna-
tive communication (e.g., comic strip conver-
sations, video social story), teaching levels of 
emotions, genograms, and attachment theory.

5. Change in how work was done with clients: 
Participants noted that they were more holis-
tic in their work and also had more awareness 
and understanding of the impact of mental 
health issues on clients with disability and 
their families. Participants also noted the im-
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Table 7: Statistical analyses of pre and post-training ratings of collaboration for TE5

Collaboration Ratings Mean N Std. t 95% confidence Sig.

Deviation interval (2-tailed)

Lower Upper

Collaboration is essential to my practice

       PRE-training collaboration 8.31 35 0.90
-0.88 -0.56 0.22 0.384

       POST-training collaboration 8.49 35 0.78

One plan across multiple agencies

       PRE-training collaboration 7.24 34 1.30 -0.76 -0.75 0.34 0.451

       POST-training collaboration 7.44 34 1.48

Know when to seek collaboration

       PRE-training collaboration 6.74 35 1.57 -3.38 -1.46 -0.36 0.002

       POST-training collaboration 7.66 35 0.90

Knowledge and skills to contribute to 
collaboration

       PRE-training collaboration 6.06 35 1.60
-5.36 -1.81 -0.81 0.0005

       POST-training collaboration 7.37 35 1.26

Know role, responsibilities and limitations 
in collaboration

PRE-training collaboration 6.37 35 1.28
-6.31 -1.73 -0.89 0.0005

POST-training collaboration 7.69 35 0.86

portance of reflection and how they were able 
to reflect on their current work behavior and 
incorporate different approaches learnt at the 
training to meet the needs of their clients.

6. Change in teamwork and collaboration with 
other agencies: After training, participants 
reported an increased willingness to engage 
in collaboration with other team members 
and services whose expertise would further 
benefit their clients. The training program 
also reinforced the importance of interagen-
cy collaboration, and increased their aware-
ness and understanding of others’ roles in 
the process. Some participants commented on 
how collaborative practice was already estab-
lished in their workplace, while others noted 
that the training highlighted the difficulties 
in establishing collaboration between mental 
health and disability services at a local level.

7. Aspects of the training applied in work: Par-
ticipants had applied some strategies learnt 
at the training into their work including com-
munication and visual supports for routines, 
emotions, and behavior; the practical aspects 

of working together; and the networking and 
building partnerships with other profession-
als and agencies

8. Workplace factors that assisted in application 
of learning: Managerial and supervisor sup-
port, a supportive flexible workplace environ-
ment, information sharing opportunities, and 
peer supervision were important in facilitat-
ing transfer of learning into the workplace. 
Having the opportunity and autonomy to 
implement ideas and interventions from the 
training was also highlighted by participants 
as important factors in applying learning to 
the workplace.

9. Barriers or challenges to application of learn-
ing: Resource constraints were the greatest 
challenges for participants in applying their 
learning to the workplace.
This included the negative impact of financial 
limits on the continuity of care and service 
funding, time pressures and role demands, 
and the impact of staff shortages and conse-
quent waiting lists for clients to access ser-
vices.
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Discussion
The goals of the Training Curriculum Project 

were achieved and resulted in the development 
of a framework of core interventions, implemen-
tation and evaluation of a 2-day seminar and the 
subsequent publication of a book to support the 
interdisciplinary educational program (Dossetor 
et al., 2015; White et al., 2010b). In this way the 
workforce issues for clinical skill development in 
this area were addressed with 526 professionals 
throughout NSW attending the 2-day seminar 
across five training events (White, 2010).

Analyses of the evaluation measures revealed 
that there were positive reactions to the seminar 
immediately following each training event. There 
was also statistically significant improvement in 
the majority of learning outcomes for knowledge, 
confidence, and attitude to collaboration, and 
transfer of learning to the workplace occurred for 
some participants (White et al., 2009). The results 
of this evaluation study were in line with previ-
ous research that found that training programs 
had a positive impact on professionals’ knowledge 
of psychopathology, confidence in working with 
individuals, attitudes to services and transfer of 
knowledge into clinical practice (Costello et al., 
2007; Gibbs & Priest, 1999; Mohr, et al., 2002; 
Tsiantis, et al., 2004; Whitehurst, 2008).

This evaluation study had several strengths. 
Firstly the sample size of professionals was large 
enough for results to be considered statistically 
reliable, and, secondly, this study is thought to 
be the largest interdisciplinary training program 
focused on the mental health of children and 
adolescents with intellectual disability to report 
evaluative findings. The development and use of 
such an interdisciplinary education program is 
an essential first step in being able to develop, 
assess, and refine best practice in mental health 
and intellectual disability. However, this study 
had weaknesses, in that the evaluation only fo-
cused on professionals’ responses to training and 
short term behavior change but did not measure 
the impact that training had on the outcomes 
and quality of life of children and young people 
with intellectual disability and mental health is-
sues. This is a common failing in other studies on 
training programs (MacDonald & McGill, 2013).

The sustainability of any education program 
is always of concern to project teams following 
the extensive amount of resources that goes into 
the training needs analyses, development, imple-
mentation and evaluation of such programs. The 
educational program developed as part of the 
Training Curriculum Project was no exception. 

Investigation of sustainability options revealed 
that the core framework and 2-day seminar pro-
vided the participants with a foundation level of 
knowledge for working with young people with 
intellectual disability and mental health needs. 
There was varied feedback to the modified for-
mat of the seminar (video vs. live presentations 
at TE5); however most of the satisfaction ratings 
were comparable to those achieved for the two 
metropolitan Sydney training events (TE3 and 
TE4, see Table 5).

Qualitative data on the modified seminar for-
mat and individual video presentations were also 
diverse with suggestions made for improvements 
to this approach. Importantly, the modified for-
mat had no impact on learning outcomes with 
statistically significant improvements being made 
for knowledge and confidence measures, and 
most aspects of collaboration. The most interest-
ing outcome of the evaluation, however, was that 
to enable transfer of learning from the seminar, 
whether it included an e-learning component or 
not, required some face-to-face contact with pro-
fessionals with content expertise to allow for both 
knowledge and skills transfer to the workplace.

Implications
The outcomes of this educational program have 

highlighted a number of implications for curric-
ulum design and implementation that may be 
transferable to other interdisciplinary programs 
for professionals, notably:
• A variety of teaching and learning strategies 

need to be employed to assist with the learn-
ing needs of adults, for example, lecture-style 
presentations, workshops with interactive 
and practical activities, written material to 
support topic areas, DVDs.

• Program content needs to have a good bal-
ance of theoretical and practical information 
that is relevant and meaningful to the partici-
pants’ clinical context. This will assist in en-
suring transfer of learning from the training 
environment to clinical practice.

• Interactive group activities and opportunities 
for networking help establish local connections 
between participants and their organizations. 
This is important for collaboration across agen-
cies and for peer support in the workplace.

• Supportive supervisors and an understand-
ing of the value of reflective practice in learn-
ing may enable participants to change work 
practices and implement new strategies when 
supporting young people with intellectual dis-
ability and mental health issues.



68 July/August 2017    Volume 20    Number 4

The NADD BULLETIN

• Having a sustainability plan for use of the 
training materials (i.e. seminar manual, 
handouts, DVD of videoed seminar presenta-
tions) needs to be considered from the outset 
of any curriculum development project.

Future Directions
Since the completion of the Training Curricu-

lum Project, the partnership between the State-
wide Behaviour Intervention Service (ADHC) 
and the Department of Psychological Medicine 
(CHW) has continued and resulted in additional 
service development activities. This has included 
joint work through:
• School-Link Initiatives, for example, contribu-

tions to the Journal of Mental Health for Chil-
dren and Adolescents with Intellectual and 
Developmental Disabilities: An Educational 
Resource (www.schoollink.chw.edu.au), the 
“Meet Jessica”
Animation Project, and the Promoting the 
Mental Health of Adolescents with Intellec-
tual Disability Project;

• Extension of specialist skills, for example, 
Emotion-Based Social Skills Training (Rat-
cliffe, Grahame, & Wong, 2010); and,

• Integration of framework domains and project 
outcomes into work practices, for example, 
Practice Improvement Framework (Turner, 
2015).

Additionally, the recommendation from 
O’Brien, et al. (2014) to review the Training Cur-
riculum Project outcomes led to a small scale sur-
vey being conducted at the 2016 World Congress 
of the International Association for the Scientific 
Study of Intellectual and Developmental Disabil-
ities (IASSIDD). An adapted stakeholder survey 
from the Training Curriculum Project was used 
to determine whether the Interdisciplinary Prac-
tice Framework of Core Interventions (on which 
the Training Curriculum Project educational 
curriculum was based) reflected current thinking 
by multidisciplinary practitioners in the sector.

Preliminary analysis of survey results indicat-
ed that the framework had withstood the test of 
time and that most components continued to be 
seen to have a high level of importance within 
the framework, although it should be noted that 
there had been a shift in the level of importance 
that practitioners assigned the different compo-
nents of the framework. It is envisaged that any 
future revision of the Training Curriculum Proj-
ect educational curriculum will need to take into 
consideration the emergence of new research, 
shifts in referral trends and patterns, the avail-

ability of new resources and training curricula, 
and the evolution of clinical practice.
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The TRE-ADD Program: Intensive Classroom-
Based Behavioural Services for School Aged 
Children and Youth with Autism Spectrum 
Disorder and Intellectual Disability
Danielle A. Baribeau, M.D., F.R.C.P.C., University of Toronto Susan Morris, R.S.W., 
N.A.D.D.-D.D.S., Surrey Place Center, and Vikram Dua, M.D., F.R.C.P.C., Surrey 
Place Center and University of Toronto

Context: I am a resident physician at the Uni-
versity of Toronto (U of T), specializing in Child 
and Adolescent Psychiatry. During our fifth year 
of residency at U of T, residents are required 
to participate in, and learn about, Integrated 
and Collaborative Mental Health Care Models 
(through clinical placement, required readings, 
lectures, and assignments). Collaborative/Inte-
grated Mental Health Care Programs involve the 
structured and systematized delivery of mental 
health services, often in primary care settings, 
where psychiatrists work alongside other health 
professionals to provide evidence-based, stream-
lined, and proactive care to a target population 
(Woltmann et al., 2012). There is a growing evi-
dence base to support Collaborative/Integrated 
Mental Health Care Models for the management 
of depression, anxiety, and serious mental ill-
ness in general family practice (Woltmann et al., 
2012). The relevance of these models to behav-
ioral interventions for children and youth with 
developmental disabilities, particularly in school 
or community settings, is less well studied.

Program and Setting: For my Integrated 
Care rotation, I chose to spend six months con-
sulting to the TRE-ADD program (Treatment 
and Research in Autism and Developmental 
Disabilities) at Surrey Place Centre, in Toronto, 
Ontario. This program serves a small group of 
children and youth (n=10-24, ages 6-18) with Au-
tism Spectrum Disorder (ASD) and moderate or 
greater intellectual disabilities (ID) who exhibit 
severe aggressive, self-injurious, and/or disrup-
tive behaviors. For most referred clients, signifi-
cant safety concerns create barriers to commu-
nity participation and have led to reduced school 
attendance (i.e. attending only for partial days, if 
at all.) In order to be eligible for TRE-ADD ser-
vices, clients must have exhausted less intensive 
resources and have behaviors that are operantly 
driven (i.e. amenable to behavioral intervention).

TRE-ADD offers eligible children and youth 
a 6-24-month admission to one of our six day-
treatment classrooms throughout the Greater 

Toronto Area. Each classroom has between 4-6 
students. During the admission, TRE-ADD pro-
vides an intensive behavioral program, modeled 
partially on the services and framework laid out 
by the Neurodevelopmental Unit at the Ken-
nedy Krieger Institute in the United States, an 
internationally recognized treatment setting for 
children with ASD/ID and challenging behaviors 
(Kennedy Krieger Institute, 2017).

Each TRE-ADD classroom is staffed by a clini-
cal team trained in Applied Behavior Analysis, 
as well as a teacher and educational assistant to 
develop and direct the student’s academic curric-
ulum. Students have a minimum of 1:1 staffing 
with an ‘instructor therapist’

(IT) and may require 2:1 or even 3:1 staffing 
ratios at different stages of the admission. IT’s 
administer the treatment intervention that is de-
veloped based on various assessments (such as 
Functional Analyses, Preference Assessments, 
Treatment Evaluation), overseen by an onsite 
‘supervising therapist’ (ST). Each student’s be-
havioral support plan (BSP) is developed and 
refined by a ‘clinical supervisor’ (CS) who is a 
Board Certified Behavior Analyst. For particu-
larly challenging or atypical behaviors, the CS’s 
can seek virtual consultation with experts from 
the Kennedy Krieger Institute.

At TRE-ADD, the behavioral team works in 
an integrated fashion with other health profes-
sionals including a child psychiatrist, a psycholo-
gist, a registered nurse, and a social worker. The 
psychologist provides cognitive and learning as-
sessments to more precisely gauge the level of 
intellectual disability and learning problems, to 
inform a comprehensive developmental formula-
tion. The psychiatrist and nurse provide medical 
and psychiatric assessment and ongoing care to 
clients. The social worker provides family sup-
port and assessment and aids in resource navi-
gation. Opportunities for case review and team 
formulation occur weekly, both through program 
wide and school specific team meetings. The 
TRE-ADD team also provides consultation to the 
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community school both before admission and af-
ter discharge to facilitate effective transitions. 
Outside of the classroom setting, TRE-ADD cli-
ents have access to therapeutic respite through 
Community Living Toronto and to the TRE-ADD 
summer camp program; educational and support 
groups are also available to families.

Trainee Role: Working alongside the clinical 
director of the program, a child and adolescent psy-
chiatrist, my role was to provide input/consultation 
to the team around psychopharmacology, comorbid 
mental health conditions, and medical assessment. 
I also participated in interdisciplinary meetings 
and case formulation with respect to client eligi-
bility and treatment planning. Assessments and 
observation of clients took place in clinic, through 
parent report, and through school based observa-
tion. I also participated in a longitudinal Quality 
Improvement initiative at TRE-ADD focused on 
reducing staff injury in the workplace.

Funding: The TRE-ADD program is funded par-
tially through the Ministry of Child and Youth Ser-
vices (clinical services) and partially through the 
Ministry of Education via four local School Boards 
(academic staff and classroom environment). Phy-
sician services are partially funded through the 
Ministry of Health via the Ontario Health Insur-
ance Plan fee for service model. TRE-ADD was pre-
viously housed in an institutional setting (called 
‘Thistletown’), but operations were transferred to 
Surrey Place in 2013, as part of provincial shift to 
deinstitutionalization. Since then it has undergone 
significant structural change and evolution, with 
input and external review from other agencies, in-
cluding the Kennedy Krieger Institute.

Population: Many of the children and families 
served face significant socioeconomic adversity. 
Most come into the program in crisis due to the 
severity of the behaviors. The majority are from 
lower socioeconomic groups (many receiving social 
assistance), and many of the families are also new 
to Canada, with English as a second language.

Integrated Care Model: The University of 
Washington AIMS Center (Advancing Integrat-
ed Mental Health Solutions) has put forward a 
framework, implementation guide, and checklist 
for evaluating Integrated Mental Health Care 
Programs (University of Washington AIMS Cen-
ter, 2014). AIMS defines the core components of 
an Integrated Care program as follows: 1) pa-
tient centered care (behavioral health providers 
work together on a shared care plan), 2) popula-
tion-based care (including a defined patient reg-
istry and regular case review and tracking), 3) 
measurement-based treatment targets (routine 

measurement and tracking of goals, with treat-
ment adjustments as needed), 4) evidence-based 
care (the care provided has evidence to support 
its efficacy), and 5) accountable care (providers 
are reimbursed for quality care and outcomes).

Applying the AIMS checklist to the TRE-ADD 
program identifies many areas of strength. Specifi-
cally, TRE-ADD provides highly patient centered 
care, including a variety of client, school, and fam-
ily support services and providers working together 
on shared goals. Care is very much measurement 
based, with constant tracking of behaviors, both 
quantitatively by frequency and on standardized 
metrics. Evidence based care is provided wherever 
possible, with rigorous application of behavioral in-
terventions and pharmacological treatments based 
on the most up to date (although limited) data. A 
population registry is not required/utilized given 
the small group of clients, although detailed track-
ing and regular review of all enrolled clients ensure 
those who are not improving receive updated treat-
ment plans. Additionally, although the program 
is accountable to the school boards with respect to 
service utilization and outcomes, reimbursement 
is not tied to results. Overall, TRE-ADD performs 
exceptionally well on the Core Components and 
Tasks laid out by the AIMS Center (University of 
Washington AIMS Center, 2014). Although TRE-
ADD appears to apply many components of an In-
tegrated/ Collaborative Mental Health Care model, 
further research into scalable care models for be-
havioral health services for youth, and especially 
emerging adults, with developmental disabilities is 
greatly needed.
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A Trauma Informed Approach to Understanding 
and Improving Challenging Behavior 
Diane Gould, LCSW, BCBA 

Many children and adults with intellectual dis-
abilities or autism have challenging behavior. 
Professionals in the field understand that this is 
for a variety of reasons including communication 
challenges. When challenging behavior becomes 
serious, a behavior analyst or specialist may be 
called. I have been in that role many years and 
have learned that sometimes my interventions 
are ineffective when the individual has a history 
of trauma. This observation resulted in my be-
coming interested in learning more about the im-
pact of trauma. There was nothing in my training 
as a social worker in the 1980s or as a behavior 
analyst in the early 2000s that helped prepare 
me for working with this unique population. It is 
unfortunate that ABA and trauma professionals 
don’t try to work together on a more consistent 
basis. As is often the case, it is my clients who 
have taught me the most. 

When using a trauma informed framework for 
behavior change, there are some specific things 
to keep in mind that impact both how the behav-
ior needs to be understood and the interventions 
required. This is true for schools, residential set-
tings, day programs, and recreational programs. 
Clients carry their trauma history with them. 
The following is a simplified explanation of the 
neuroscience related to trauma. The experience 
of trauma impacts the central nervous system 
(CNS). All emotions and thoughts are coordinat-
ed by the CNS. When the central nervous system 
is imbalanced, the autonomic responses get acti-
vated. Challenging behaviors exhibited by those 
who have been traumatized are often reflective 
of the current condition in the body. It is an acti-
vated, automatic response without being guided 
by intentionality. When the autonomic nervous 
system is dysregulated, it responds with survival 
strategies at the expense of many skills that are 
necessary for growth, learning, and even rest. A 
brain that is focused on survival and safety can’t 
focus on learning. The neurons responsible for 
safety and survival are being over used at the ex-
pense of the neurons used for learning and explo-
ration. This makes educating children who have 
experienced trauma especially challenging. 

The lack of focus impacts adult clients in their 
homes and in their work places. When a person 

is traumatized, that person is overwhelmed and 
less able to cope with feelings of fear, horror or 
helplessness. There are many behaviors associ-
ated with trauma including what we think of as 
“fight, flight, or freeze” responses. These instinc-
tive strategies dominate our responses when we 
feel under attack. The person may display accom-
panying behaviors such as aggression, tantrums, 
defensiveness, and hyperactivity. The trauma-
tized person may display more passive responses 
such as clinging, withdrawal, and inaction. A 
person may dissociate and appear to “space out” 
or ignore others. 

The behaviors of inattention and impulsivity, 
frequently considered problematic classroom be-
haviors, may be trauma-related responses. Stu-
dents may be out of their seat, walk around the 
classroom, or leave a designated area without 
permission. These behaviors can be displayed 
by children or adults. These are understandable 
reactions to perceived threat. They may happen 
even when the staff with the student or client 
does not believe that a threat is present. This is 
important for professionals to keep in mind. A 
client may constantly feel that there is danger, 
even in a safe classroom, group home, or work 
setting. The person who perceives himself to be 
threatened may display avoidance and escape 
behaviors, which may be seen as the function for 
maladaptive behaviors rather than recognized 
as trauma-related. This can happen even if the 
person is escaping aversive stimuli that can’t be 
detected by others.

Individuals focused on survival often appear 
selfish or narcissistic to others. When an individ-
ual has experienced trauma, he or she may shift 
into dominance behavior (seeking control). The 
person may say things such as “you can’t make 
me do it” or “I don’t have to listen to you.” This 
is just evidence of the individual’s dysregulated 
state. The feeling of control counteracts the feel-
ing of helplessness. The person’s body is signal-
ing, that he is in danger so his actions serve the 
purpose of making him powerful and safe. The 
behavior makes sense and is protective in that 
context. In a classroom or day program, the staff 
may experience those words, understandably, as 
disrespectful. It is important, not to “push back” 



73July/August    Volume 20    Number 4

The NADD BULLETIN

on the person, showing him or her “who is boss” 
as it only will increase the person’s need for domi-
nance. Words and conversation are not helpful 
when an individual is emotionally unregulated. 
Discussions about behavior or completing reflec-
tion sheets will only lengthen the time the person 
is unavailable for learning. Speech centers in the 
brain can shut down in time of extreme stress. 
Logic, reasoning, and planning may also may 
shut down. These are not “teaching moments.” 
Behavioral systems that set up an atmosphere of 
competition and dominance such as level systems 
are not recommended for individuals who have 
experienced trauma. Any intervention that feels 
punitive is not helpful. These include detentions 
and suspensions. People who have experienced 
loss and change sometimes have huge emotional 
responses to having something taken away from 
them as a behavioral consequence. This is a fre-
quent punishment in most schools and residential 
settings. At times adults even take away objects 
that students or residents use to help them calm 
down or feel better. Staff may mistakenly worry 
that the object distracts the individual or serves 
as a reward. Calm and predictable school class-
rooms and residential milieus help these clients. 

Helping individuals learn and use relaxation 
and self-regulation skills are important. Trauma 
overwhelms the senses so using sensory strate-
gies to calm the system is important. Individuals 
cannot improve their behavior when their body 
is in an activated state. Supportive relationships 
are critical for helping the child feel safe. Persons 
who have experienced trauma often don’t sleep as 
deeply as others and may be tired and need rest. 
Offering food and drinks can be helpful. Rocking 
and smelling good things can be calming. These 
interventions should be individualized based on 
what works for the student or client. It is impor-
tant to remember that a person is using the most 
effective coping skills that he or she can at any 
given moment. They often use what worked at 
the time of the trauma. Those instinctive coping 
skills have generalized to other environments 
including school or work. Individuals need to be 
taught and supported to use new skills for these 
new environments. 

In order to use these new skills, a person needs 
to feel safe. Adults need to be vigilant in estab-
lishing safety not only between themselves and 
the client but in the whole environment. The 
topic of safety needs to be continuously talked 
about in a productive noncorrecting way. Sup-
portive adults need to surround the individual. 
The common approach of isolating individuals 
who are exhibiting challenging behavior also has 
additional complications for people who have ex-
perienced trauma. A quiet and supportive adult 
being with the person helps make them feel safe. 
Being left alone by well meaning adults to allow 
them to “calm down” is counterproductive. The 
most important thing a professional can do to 
help is to stay emotionally regulated him or her-
self. When working to change the behavior of a 
person who has experienced trauma, profession-
als need to look beyond reinforcement and pun-
ishment. Behaviors associated with trauma need 
to be viewed as natural and adaptive responses 
to a physiological state instead of “bad behav-
ior.”. Clients will be best served by a supportive 
approach that offers a feeling of safety and se-
curity rather than one that emphases good and 
bad choices. Looking at behavior and behavior 
change through a trauma informed lens will im-
prove the individual’s behavior more effectively 
while preparing them for the future. In fact, it 
makes us, as professionals focused on behavior 
change, more effective with all the individuals 
we serve.

Further Reading on This Topic
Trauma-Informed Behavioral Intervention What 

Works and What Doesn’t by Karyn Harvey. 
2012 published by The American Association 
on Intellectual and Developmental Dis-
abilities. 

A Trauma-Informed Toolkit for Providers in the 
Field of Intellectual and Developmental 
Disabilities written by Seven Marcel, Psy. 
D. and Shawn Trifoso, LMSW.

For further information, contact Diane Gould 
at Dgould847@gmail.com.

 
Write for the NADD Bulletin. Contact Editor Lucy Esralew at drlucyesralew@gmail.com. 
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Neuroscience Reviews

Science and the Philosopher’s Stone
Jarrett Barnhill, MD, DFAPA, FAACAP, UNC School of Medicine

For Harry Potter fans and a few stray alche-
mists, the philosopher’s stone (sorcerer’s stone in 
American editions) is a source of transformation. 
Later in the Potter series, the stone re-emerged 
in the Deathly Hallows as the resurrection stone. 
Each time it brought the possibility of power and 
a means of restoring life. In the ancient Sumeri-
an poem, the Epic of Gilgamesh, superman-king 
wanted to avoid death after watching Enkidu 
(his closest friend) waste away and die. An un-
nerved Gilgamesh sought immortality from Ut-
napishtim, but he lost. He returned to Uruk and 
sought immortality in great works. In his early 
sonnets, Shakespeare offered another option. He 
espoused the Renaissance ideal of immortality 
through procreation. He seemed more ambiva-
lent about the other poetic option – immortality 
through literature that could endure far longer 
than monuments and statues. 

In the Judeo-Christian tradition, there were 
two trees in the Garden of Eden – one of Eter-
nal Life and the Tree of Knowledge. Gilgamesh 
already worked on immortality but a serpent de-
prived him of his chance. In the Genesis myth, 
the serpent did not tempt the first couple with 
immortality, but instead offered the fruit from 
the tree of knowledge. The outcome according to 
John Milton was “man’s first disobedience.” Yet 
in our rush to acquire knowledge, we usually for-
get to plea for wisdom, the quest for knowledge of 
all things continues to haunt us. What would we 
be willing to give up to be successful, win a Nobel 
Prize or be knowledgeable, wise, and loved? 

So what on earth does this tirade have to do the 
neurosciences, dual diagnosis, or even NADD? I 
would argue that it has everything to do with it. 
NADD is an organization with a birth, youth, 
and now adulthood. Many of the original crew 
are dead or retired. A second generation assumed 
the mantle but even those of us in this cohort are 
no longer “spring chickens.” From humble begin-
nings, the NADD eventually birthed two diag-
nostic manuals, an acclaimed certification sys-
tem, and a slew of publications, webinars, and 
multiple regional, national and international 
conferences. But the rise to international acclaim 
has a silent predator. We rushed so fast to make 
NADD great that we lost track of time. Now it is 

gently reminding us of what Gilgamesh tried to 
avoid – another passage awaits us. 

I never knew some of our original godpar-
ents – Melonascino, Sovner, and others. I am a 
relatively late comer. By the time I knew what 
NADD meant, it was already carving out a niche. 
I learned about the organization from Ann Poin-
dexter. She used her magical art of persuasion 
to convert me. I came to love and struggle with 
her curmudgeon-hood, skill as both gadfly and 
tireless optimist to pull me into NADD (I miss 
her too; things are too quiet without her). Once 
inside I found a marvelous, openly welcoming, 
peer group of contemporaries who became genu-
ine friends and fellow warriors. We worked hard, 
had a few too many drinks from time to time, but 
managed to accomplish a few positive things. 
Now we are the elders who find ourselves fading 
a touch as we watch a group of younger, truly tal-
ented folks clamoring behind us. It will be their 
job to keep building, and cleaning up the many 
messes, we made. They are our ticket to redemp-
tion and remembrance. 

Throughout this journey, there was one con-
stant star, Rob Fletcher. He did so even in times 
of personal tragedy, helped us survive times 
when circumstances tried our souls, and some-
times dragged us into our tumultuous present. 
Rob was the Ever Ready Bunny, a tireless cheer-
leader, promoter, walking advertisement, and 
the soul and mouthpiece for NADD. Of course, he 
was never a saint, but he is a decent man who fol-
lowed his bliss and honored us with a glimpse it. 
We laughed, cried, ranted, and worried together. 
I spent 12 years on the Board and got to see many 
sides of this man. There were times when being 
on the bored (no typo), when we boiled in the caul-
dron, burned in the crucible, silently prayed for 
an end to the meetings (it is called mindfulness 
nowadays), and wondered how in the hell this or-
ganization would survive. But we did. I worked 
closely with Rob on two DM-IDs. I marveled at 
his optimism. He even tried to convert a far less 
talented, salesperson like me into the crusade. In 
retrospect, I had recurring nightmares of endless 
conference calls and struggles with doubts and 
fears that extinction was around the corner. The 
angst grew as the DM-ID-2 publication Dooms-
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day loomed. Nevertheless, we made it. Now I am 
serving a personal penitence for doubting. Even 
in Purgatory, I think we did a pretty good job in 
spite of ourselves – even though Ed Seliger be-
came the Dumbledore of this project. 

However, Rob is mortal and time is a trick-
ster that always fools you into believing other-
wise. He no longer wears the costume of dark 
hair and beard. He begins his process of moving 
on and leaving us, and “young’uns’ to deal with 
the Herculean task of accepting his departure. 
I will sorely miss his brash, New Yorker-ness, 
boundless extroversion, devotion to NADD that 
exhausted most mortals, and his magic of never 
meeting a stranger or ending a first conversa-
tion without the victim knowing all about, or re-

cruited into, NADD. For one who is inherently 
introverted like myself, this was a challenge and 
an honor that I will never forget. So farewell fond 
friend and let us hope that your work will indeed 
be immortalized. Throughout it all, there is no 
moment that I would not gladly relive, well may-
be except for some of the Board meetings. Even 
those sparkled, but paraphrasing Samuel John-
son on Milton’s Paradise Lost: “none wished them 
longer”. Even though it sounds a bit bizarre, we 
are all Rob’s proud children, and Rob will find 
his chance at immortality through NADD and its 
future members. Live long and prosper. 

For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu

US Public Policy Update

The Challenge of Inclusion- Breaking Down 
Siloes
Jane Finan Mullin, LCSW-R, Jawonio, Inc.

In light of the move to the many, ever chang-
ing efforts towards health care reform in the 
United States, the needs of both children and 
adults with intellectual/developmental dis-
abilities (IDD) and co-occurring mental illness 
continues to require special focus and serious 
attention.  Jawonio, Inc., a lifespan provider of 
services to adults and children with IDD and 
co-occurring mental illness, located in New 
City, New York, is a champion of the 2014 
NADD Position Paper, Including Individuals 
with Co-Occurring Intellectual/Developmental 
disabilities and Co-Occurring Mental Illness: 
Challenges that Must Be Addressed in Health 
Care Reform (available at http://thenadd.org/
wp-content/uploads/2013/10/NADD-Poisi-
tion-Statement-on-letterhead1.pdf).  As the 
transition to Managed Care becomes a reality 
for this constituency, Jawonio’s efforts to in-
fluence state policies and regulations coincides 
with and supports the NADD US Health Care 
Policy Committee’s advocacy to influence pol-
icy on the federal level. It does so by ensuring 
that care required for persons with IDD and co-
occurring mental illness are recognized, under-
stood, and included in all policy decisions.  

In New York State, persons with primary diag-
noses of IDD historically receive services funded 
through the New York State (NYS) Office for 

Persons with Developmental Disabilities (OP-
WDD).  Those persons with primary diagnoses of 
a mental illness receive services funded through 
the NYS Office of Mental Health (OMH). Tradi-
tionally, funding is siloed and does not cross over 
diagnostic categories – a major challenge in this 
social service and health care industry and a ma-
jor issue within health care reform. 

Advocacy for persons with disabilities and 
special needs, including those with IDD and co-
occurring mental illness, has been the hallmark 
of Jawonio, Inc. since its inception.  In 1947, five 
families, in an effort to find resources for their 
children diagnosed with cerebral palsy, became a 
grass roots coalition that took Rockland County, 
NY government by storm.  They stopped at noth-
ing to create a special place where their children 
could enjoy the same recreational, supportive, 
and therapeutic services that all children de-
served.  Camp Jawonio was implemented that 
year, and there has been no looking back. 

Fast forward to the Jawonio of today and that 
same spirit of advocacy has multiplied exponen-
tially to serve children and adults with special 
needs in all social domains of health, including 
physical and behavioral health.  From its incep-
tion, Jawonio recognized that persons with IDD 
and co-occurring mental illness need and desire 
the opportunity to receive person- centered ser-
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vice opportunities.  NADD defines dual diagno-
sis as “a term applied to the co-existence of the 
symptoms of both intellectual or developmental 
disabilities and mental health problems” (http://
thenadd.org/resources/information-on-dual-di-
agnosis-2/ ). Jawonio’s early recognition of the 
needs of individuals with a dual diagnosis has 
led to its innovative service delivery. 

Jawonio serves children with dual diagnoses in 
its early childhood and school age summer edu-
cation programs and serves and adults with dual 
diagnoses within its onsite, pre-vocational train-
ing programs, residential, vocational training, 
and day programs. These programs are funded 
by different New York State offices.  Jawonio’s 
residential programs serve adults with IDD and 
with IDD and co-occurring mental illness. They 
are funded by the NYS OPWDD and have always 
provided behavioral health support through in-
terdisciplinary treatment teams. These teams 
include psychologists, social workers, house 
managers, treatment providers, and direct sup-
port professionals that work with the individuals 
every day.   

As noted earlier, in New York State, funding 
for services for persons with special needs is tra-
ditionally siloed, based on the primary diagnosis 
with which the person enters the system.  Those 
with a developmental disability traditionally re-
ceive services funded via the OPWDD and those 
with a diagnosis of mental illness enter through 
the NYS OMH. Integrated health care, a model 
of service provision which addresses the needs 
of the whole person through person centered, 
coordinated care, is especially important for the 
person with IDD and co-occurring mental illness.  
In New York State, persons diagnosed with IDD 
and co-occurring mental illness can receive both 
physical and psychiatric care via a Federally 
qualified health center or a health center desig-
nated as a NYS Article 28 provider (that is, one 
that accepts Medicaid and Medicare), There are 
currently no OMH funded behavioral health day 
services available for individuals with IDD and 
co-occurring mental illness. Care coordination is 
a challenge for this constituency as the resources 
addressing their recovery-oriented socialization 
and habilitation needs are limited.

Despite Jawonio’s services addressing the 
unique needs of these individuals by providing 
person-centered medical and behavioral health 
treatment, the organization recognized that 
other needed services were not available in the 
local community.  Leadership found that the 

community based providers were not equipped 
to serve the IDD/MI population. To meet this 
need, Jawonio approached the NYS Department 
of Health to open a NYS certified diagnostic and 
health clinic, able to accept Medicaid and Medi-
care payments and staffed to include individuals 
with a co-occurring diagnosis of IDD and mental 
illness by hiring a primary care physician and 
psychiatrists who specialized in serving these in-
dividuals. Advocacy on the local and state level 
commenced.  As a result of those efforts, in 1992, 
Jawonio launched its certified diagnostic and 
health center providing services to individuals 
with IDD and mental illness.   Staff were trained 
in working with this population. True integrat-
ed, inclusive care was launched. In Jawonio’s 
integrated health care setting, primary care and 
mental health services are co-located and pro-
viders easily consult with each other, with the 
individual, and with the entire provider team to 
ensure consistent, coordinated, person-centered 
care, 

In 2011, Jawonio opened its Personalized Re-
covery Oriented Services (PROS) – an OMH fund-
ed program for adults, age 18 and above, with 
behavioral health challenges. Jawonio’s PROS 
program calls itself PROmiSe – a reflection of the 
positive goals of those in the program.  Despite 
a model that would naturally lend itself to serv-
ing individuals with a dual diagnosis, funding 
restrictions created a challenge. The hope had 
always been that a track would be developed and 
offered to serve this cohort, tailored to each indi-
vidual’s specific needs.  Jawonio was reminded, 
though, that a person with IDD was not eligible 
for this service due to funding restrictions – for 
example, that the federal Center for Medicare 
and Medicaid Services (CMS) would not approve 
Medicaid funding for  this State-supported pro-
gram. 

Effective advocacy knows no limits, and cer-
tainly no shyness when it comes to seeking re-
sources.  During a meeting of the NADD U.S. 
Health Policy Committee in 2015, the results of 
Jawonio’s efforts to provide integrated behavior-
al health services in PROmiSe for its large cohort 
of adults diagnosed with IDD and co-occurring 
mental illness was mentioned.  The committee 
members’ reactions were instantaneous, and en-
lightening. One member noted that this was not 
accurate, that, in fact, just the opposite was true, 
as he was already providing such services in his 
state.  This moment gave impetus to Jawonio’s 
renewed advocacy efforts. A phone call with the 



77July/August    Volume 20    Number 4

The NADD BULLETIN

NADD committee member, this writer, and the 
director of PROmiSe was arranged, resulting in a 
positive learning and coaching opportunity.

Emboldened by the guidance from NADD, a 
series of high level advocacy meetings were held 
with representatives from the regional OMH 
field office, resulting in a meeting in which the 
commissioners from both OMH and OPWDD at-
tended.  The final meeting included the discus-
sion of a young man whose diagnosis was autism 
and who was not able to access needed behav-
ioral health services and who ultimately took his 
life.  Upon his passing, the family found money 
that he had saved, with the intent of donating 
it to Jawonio. As a result of a Go-Fund Me page 
created by his family and friends, an endowment 
was established and upon the request of his par-
ents, Danny’s Promise was instituted – held on 
Saturdays to provide programs that meet the 
socialization challenges of adults on the autism 
spectrum, challenges that are especially difficult 
on weekends.

As a result of this intense advocacy effort, Ja-
wonio received authorization to pilot the only 
PROmiSe program in NYS serving individuals 
with IDD and co-occurring mental illness.  Since 
the initiation of Danny’s Promise in August 2016, 
and the subsequent endowment, and the authori-
zation to include persons whose primary diagno-
sis is IDD but also who have a co-occurring men-
tal illness, 30% of admissions to the PROS Pro-

gram have been these adults, and the number is 
expected to rise.  A recreational off-shoot, Front 
Porch, counts 20% of its members as individuals 
diagnosed with IDD and co-occurring mental dis-
orders. The Front Porch is a NYS grant funded, 
entirely peer staffed program which provides so-
cial and recreational activities for persons with 
mental health challenges, including those with 
IDD. 

 Demonstrated results paired with relentless 
advocacy on the state level has resulted in edu-
cating New York State’s legislators and policy 
makers.  The integration of behavioral health 
services into Jawonio’s formerly silo-funded pro-
grams reflects the actions of NADD and its con-
tinued efforts to influence states and U.S. Health 
Care Policy to serve individuals diagnosed with 
intellectual/developmental disabilities and co-oc-
curring mental disorders by presenting promis-
ing and evidence-based results.

For further information, please contact Jane 
Mullin at  jane.mullin@jawonio.org. 

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 Eileen Elias, Editor of the U.S. Pub-
lic Policy Update at eelias@jbsinternational.com. 

DSP Interests and Concerns

Working as a Career Consultant
Michelle Thompson, NADD-DSP

I am Michelle Thompson, a direct support pro-
fessional. I work for Charles Lea Center in Spar-
tanburg, South Carolina. I have been working as 
a DSP for the last five years. Prior to that I had 
been doing home health care and working as a 
caregiver in several fields since 2003. I have a 
very big heart, and I definitely have a love for 
helping, which is a necessity for my job. I have 
found a new love since working with the Charles 
Lea Center. Working with the people that we 
support keeps a smile on my face and warmth in 
my heart. I wouldn’t trade it for anything in the 
world.

About a year ago I started a new venture work-
ing as a Career Consultant for the Charles Lea 

Center rather than working in a residential set-
ting. I took the position in spite of not knowing 
what the position entailed. Being a career con-
sultant definitely has its perks and disadvan-
tages. I have learned a lot throughout this year 
though, especially how to teach people “not to 
judge a book by its cover.”  

For example a lot of jobs look at our pool of in-
dividuals and just because they are part of the 
Charles Lea Center, meaning they are “special,” 
they would not give us the time or day for employ-
ment. But with a great team such as our Transi-
tion Coordinator, staff from residential, and an 
individual’s drive, enthusiasm, and willingness 
to work, we show employers that our individuals 
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are worth hiring. 
Also I have conquered a lot of my fears of pub-

lic speaking since I have to talk to potential em-
ployers every day.  Networking is a big part of 
my job to help ensure the success of my clients. 
With the networking and our awesome team, it 
has allowed us to place the majority of our clients 
quickly with only a few pending.

Some of my clients do suffer with having dual 
diagnosis, but with the right training, commu-
nication, and active listening skills with the cli-
ents and those who support the client, successful 

placement is usually the outcome.

For further information, contact Michelle 
Thompson at michelle.thompson@charleslea.org. 

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. 

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  
“Our NADD program accreditation was an 
invaluable experience. Not only did it help 
us assess and monitor team performance, 
but we now have solid, ongoing processes 
that ensure we are consistently following 
industry best practices for helping those 
most in need.” 
 
Bob Coles, Jr. LCSW 
Regional Vice President 
 Meridian Health Services 
 
 
Competency-Based Specialist 
Certification   
“This provided me with a fresh perspective 
on work that I had been doing for a number 
of years.”  
 
Susan Morris, MSW, RSW, NADD-DDS 

Competency-Based Clinical 
Certification  
“The process of obtaining certification was 
rigorous, thorough and collegial, as well as 
a valuable opportunity to reflect upon and 
consolidate my knowledge and experience 
in working with clients with intellectual 
disabilities and mental health challenges. 
NADD clinical certification has the added 
benefit of promoting awareness of 
IDD/MH dual diagnosis among colleagues 
and the public.”  
 
Jerrold C. Edelberg, PhD, NADD-CC 
 
Competency-Based DSP Certification  
 “To have my training and work validated 
when I passed the test was very rewarding.” 
 
Erin Paul, NADD-DSP 
Meridian Services Corp. 
Richmond, Indiana 

 
Visit http://thenadd.org/products/accreditation-and-certification-programs/  or click the 
Accreditation/Certification icon on the NADD home page (www.thenadd.org) for 
details.   



Note from the editor
White, Dossetor, and Whatson overview a phased, integrated 

approach to training professionals working with children and 
youth across disabilities, healthcare and academic settings. Our 
Canadian colleagues Drs. Baribeau, Morris, and Dua present the 
Tre-ADD program (Treatment and Research in Autism and Devel-
opmental Disabilities), an integrative, transdisciplinary approach 
to mental health care for children and youth in Toronto. Diane 
Gould considers a trauma-informed framework for behavioral 
change. Dr. Jarrett Barnhill celebrates the accomplishments of 
NADD’s soon-to-be retired Founder and Chief Executive Officer, 
Dr. Rob Fletcher. Jane Finan Mullin describes the work and ad-
vocacy of Jawonio, Inc. in New York within the U.S. Public Policy 
Update and Michelle Thompson shares thoughts about her work 
as a Career Consultant for Charles Lea Center in South Carolina 
within the DSP Interests and Concerns column.

Thank you to our contributors for providing us with thoughtful 
and informative material. NADD awaits hearing from you about 
your program models, interventions, and research. I encourage 
you to share your good work with our clinical community.

Lucy Esralew, Ph.D., NADD-CC
drlucyesralew@gmail.com 
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DM-ID-2 
 
Edited by 
 
Robert J. Fletcher, DSW, ACSW, NADD-CC, Chief Editor 
Jarrett Barnhill, MD, DLFAPA, FAACAP 
Sally-Ann Cooper, MD, FRCPsych 
 
 
Improved outcomes for individuals with co-
occurring intellectual/developmental disability 
(IDD) and mental illness depend upon 
effective psychiatric treatment.  Effective 
treatment requires an accurate psychiatric 
diagnosis.  Obtaining that accurate psychiatric 
diagnosis for individuals with IDD has been, 
and remains, very challenging.  This book was 
written to address this challenge. 
 
The groundbreaking publication of the 
Diagnostic Manual-Intellectual Disability 
(DM-ID): A Textbook of Diagnosis of Mental 
Disorders in Persons with Intellectual 
Disability in 2007 gave clinicians and 
providers in the field of dual diagnosis 
(IDD/MI) the resource they needed to provide 
a more accurate psychiatric diagnosis for 
individuals with IDD.  It has become the “gold 
standard” in psychiatric diagnosis for 
individuals with IDD. 
 
More than 100 experts from around the world have now updated the DM-ID to accompany the 
DSM-5.  The DM-ID-2 was developed to facilitate an accurate psychiatric diagnosis in persons 
who have intellectual disabilities and to provide a thorough discussion of the issues involved in 
reaching an accurate diagnosis.  The DM-ID-2 provides state-of-the-art information concerning 
mental disorders in persons with intellectual disabilities.  Grounded in evidence based methods 
and supported by the expert-consensus model, DM-ID-2 offers a broad examination of the issues 
involved in applying diagnostic criteria for psychiatric disorders to persons with intellectual 
disabilities.  The DM-ID-2 is an essential resource for every clinician who works with 
individuals with a dual diagnosis (IDD/MI).  
 
Member Price: $105 ● Non-member Price: $135  
Product #: DA16-061B 
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Visit the NADD website at www.thenadd.org for more information on upcoming 
conferences and trainings. Updated information is posted as available.

Upcoming Conferences/Trainings
************************************

11th European Congress of Mental Health  
in Intellectual Disability

September 21-23, 2017 * Luxembourg

State of Ohio 15th Annual MI/DD Conference
September 25-26, 2017 * Columbus, Ohio

NADD 34th Annual Conference & Exhibit Show
November 1-3, 2017 * Charlotte, North Carolina




