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Note from the editor
Finally, it is Spring! This issue contains thoughtfully written 

and thought provoking articles for your review. Dr. George 
Zukotynski writes about events and strategies that have led to 
a change in the use of restraints to address severe maladaptive 
behaviors within a large state system. Drs. Darin Schiffman 
and Richard Biagioli consider health conditions that influence 
the occurrence of challenging behaviors among individuals with 
dual diagnosis. Dr. Jarrett Barnhill uses the metaphor of a tree 
to describe the connections among catatonia, autism spectrum 
disorder, and intellectual and developmental disability. Sue 
Gamache argues for the value of integrated services and care to 
address the complex needs of individuals with dual diagnosis. Dr. 
Michael Wolff and Kristen Read Campos illustrate how client care 
can be improved by educating DSPs about the importance of their 
personal thoughts and feelings about the provision of care.

This issue marks the inauguration of our Family Corner column. 
Emilie Corthell helps us understand how a child with challenges 
might come to see the big ball that the children play with as that 
“stupid ball”.

We invite you to share material relevant to your programs, 
services and research with our readership.

Lucille Esralew, Ph.D. NADD-CC
lesralew@trinitas.org
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Texas Living Centers: Restraint Reduction 
Strategies
George E. Zukotynski, PhD, BCBA-D, Texas Department of Aging and Disability 
Services

Introduction
The use of restraint for individuals with intel-

lectual disabilities presents an array of ethical di-
lemmas and risk issues. Restraint use can result 
in injuries to the person and the staff, can rein-
force the challenging behavior (Favell, McGinsey, 
& Jones, 1978), can result in escalating behav-
iors to avoid restraint (Luiselli, Treml, Kane, & 
Young, 2004), and in rare cases, can cause death 
(Williams, 2010). Additionally, there is the emo-
tional stress encountered by the individuals and 
staff as restraints are implemented, which may 
impact trauma-induced behavior (Painter et al., 
2014). Despite these issues, when faced with the 
imminent danger of life threatening aggression 
to self or others, restraints may be necessary for 
protection from harm. The Texas Department of 
Aging and Disability Services (DADS) in support-
ing 3391 persons with intellectual disabilities in 
13 State Supported Living Centers (SSLCs) has 
recognized the importance of reducing and possi-
bly eliminating restraints in their residential fa-
cilities. This article reviews the events and actions 
that have occurred over recent years that have in-
fluenced the development of a culture of change in 
the use of restraints across the Centers and pres-
ents summary restraint data for 2012-2014. The 
events and strategies are “ecobehavioral” (Fer-
linger, 2008) in scope and include staff training, 
revision of restraint rules and policies, develop-
ment of a computer based documentation system, 
the passing of a state law specific to restraints in 
Supported Living Centers, and implementation of 
a Department of Justice Settlement Agreement.

The restraints permitted in SSLCs are: crisis 
intervention, medical/dental, and protective me-
chanical restraints. Rules and state policy list 
approved physical and mechanical restraints and 
prohibited restraints, including prone, supine, 
and restraint chairs. 

Crisis intervention restraints are physical, me-
chanical, or chemical restraints that are neces-
sary to protect the individual or others from life 
threatening, imminent danger. If there is a pat-
tern of crisis restraints, a crisis intervention in-
structional plan may be developed with consent 
and approval by a Behavior Therapy Committee 
and a Human Rights Committee. 

A medical or dental restraint is a health-related 
protection prescribed by a primary care provider 
(PCP) or dentist that is absolutely necessary for 
the conduct of a specific medical or dental pro-
cedure or is only absolutely necessary for pro-
tection during the time that a medical or dental 
condition exists, for the purpose of preventing an 
individual from inhibiting or undoing medical or 
dental treatment. A medical or dental restraint 
includes physical, mechanical, and pretreatment 
chemical restraint. 

A protective mechanical restraint for self-inju-
rious behavior is a mechanical restraint applied 
before an individual engages in self-injurious 
behavior (SIB) for the purpose of preventing or 
mitigating the danger of the SIB and intensive 
supervision and treatment have not yet reduced 
the danger of self-injury. Examples include, but 
are not limited to, protective head gear for life 
threatening head banging, arm splints for eye 
gouging, or mittens for severe hand-biting. All 
protective mechanical restraints must have a 
fading plan that is implemented with high levels 
of treatment integrity. 

Methodology
Given the complexities of state services, there 

was little control on the sequence of variables 
that took place over this review period. Thus, 
this is a continuing case study, and there are 
clear limitations to conclusions regarding any 
causative factors. The strategies and actions are 
presented in the practical realities of Texas ac-
tions over the last several years. Other states 
may find one or more strategies appropriate to 
their setting contingencies and may benefit from 
the Texas experience. This section will be used to 
present the chronology of events and actions dur-
ing this time period. 

An important action that supported a cultural 
of change was the training provided by the Hogg 
Foundation of Texas during 2005-2006 on the six 
core strategies to reduce the use of seclusion and 
restraint (Huckshorn, 2006). Initially the focus 
was on mental health facilities, but the training 
provided an array of tools to implement research 
supported core strategies that had potential ap-
plication to the SSLCs restraint reduction efforts. 
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The SSLCs have operationalized these six core 
strategies into their local procedures. As part of 
the core strategy of leadership towards orga-
nization change, all levels of the DADS organi-
zation are focused on reducing or eliminating fac-
tors that relate to restraint and providing a safe 
living environment for all individuals. The use 
of data to inform practice has been processed 
through detailed restraint checklists completed 
for each use of restraint and the data are entered 
into a local and a state wide data base. Two Cen-
ters now have the capacity to enter restraint in-
formation directly into the computer at the time 
of the restraint and no longer use a paper sys-
tem. These data are used to measure progress in 
reducing restraint and to develop supports and 
treatments to reduce dangerous behaviors that 
might lead to the application of restraints. Work 
force development of skills to reduce the oc-
casions that lead to restraint and to effectively 
de-escalate crisis situations are incorporated into 
new employee orientation, which includes train-
ing on positive behavior supports, restraint use, 
de-escalation techniques, and crisis intervention 
techniques. DADS sponsors the training of Board 
Certified Behavior Analysts at all the Centers 
through the University of North Texas to provide 
effective positive behavior supports. Two Centers 
have received training on trauma influenced be-
havior from Dr. Karen Harvey, a national expert, 
and have incorporated the concepts into new em-
ployee orientation. 

The other core strategies are the use of pre-
vention tools to support emotional self-man-
agement, enhancing consumer roles and the 
use of debriefing techniques. Emotional as-
sessments and debriefings occur as soon as possi-
ble after each crisis intervention restraint. Video 
records of the episode are available for review. 
Person-centered thinking and planning is em-
phasized and teams discuss the history of each 
individual’s experience with restraint, including 
any trauma influenced behavior. Positive behav-
ior support plans are used to develop replace-
ment behaviors for challenging behaviors and to 
help individuals more effectively communicate 
needs and wants. 

Under the sponsorship of the Hogg Founda-
tion, the Texas Seclusion and Restraint Reduc-
tion Leadership Group was formed in 2007. 
This diverse group, including advocates, family 
members, administrators, clinicians, and a rep-
resentative from the SSLCs, exchanges ideas and 
develops educational materials to aid in the re-
duction of restraint in all settings, including the 

SSLCs. This is a valuable source for new ideas on 
restraint reduction and informing state govern-
ment on restraint issues.

In 2009, the State of Texas and the United 
States Department of Justice (DOJ) entered into 
a Settlement Agreement regarding services pro-
vided to individuals with developmental disabili-
ties in SSLCs, as well as the transition of such 
individuals to the most integrated setting appro-
priate to meet their needs and preferences. The 
Settlement Agreement has had a profound im-
pact on the reduction of restraints in the SSLCs, 
and Monitoring Teams review performance at 
each Center every six months. The Monitors re-
view and report on all aspects of restraint pre-
vention and use, including: documenting that 
restraints are not used for staff convenience, as 
punishment, as an alternative to treatment, or 
when contraindicated; termination of restraints 
occurs as soon as there is no longer danger; all 
staff are trained prior to any restraint use; timely 
review of restraints; and comprehensive reviews 
whenever there are more than three restraints in 
a 30 day rolling time period. 

The Texas legislature became actively involved, 
and on June 17, 2011 Senate Bill 41was passed, 
prohibiting the use of restraint in a positive be-
havior support plan, and eliminating program-
matic restraint at the Centers by state law. 

 The Hogg Foundation continued their advo-
cacy and initiated a two year project on trauma 
informed care at two Centers serving alleged of-
fenders starting in February 2012. Training and 
technical assistance was provided by Dr. Harvey, 
a national expert (Painter et al., 2014).

On April 10, 2012. DADS distributed a new 
policy on restraint. This policy defined crisis in-
tervention, medical/dental, and protective me-
chanical restraints and required restraint plans 
for each. It clarified the role of the interdisciplin-
ary team in reviewing emergency restraints and 
approving restraint plans. It required three dif-
ferent types of restraint checklists to document 
information for crisis restraints, medical/dental 
restraints, and protective mechanical restraints.

On May 6, 2013. DADs adopted new restraint 
rules, and on May 4, 2014 DADs distributed a re-
vised restraint policy that is currently in effect 
These rules included the determination of pro-
hibited restraints (e.g., prone, supine, restraint 
chairs), the requirements for the IDT, and the 
necessity for all restraint plans to be reviewed by 
both the Behavior Support Committee and the 
Human Rights Committee. The revised restraint 
policy clarified the difference between medical 
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mechanical restraint and protective mechani-
cal restraint, pretreatment chemical restraint, 
and when a desensitization activity would be 
required for a medical restraint. It established 
maximum durations for crisis intervention re-
straint, medical mechanical, and protective me-
chanical restraint. 

Results
Displayed below are three graphs showing the 

frequency of crisis intervention, medical, and 
dental restraints from May 2012-May 2014. All 

graphs show the increase in data collected as the 
2012 restraint policy was trained in April and 
May, 2012, and variable trends over this review 
period. It is anticipated that with the training 
and implementation of the 2014 restraint policy, 
all three graphs will show a downward trend. 
Protective mechanical restraints remained low 
over this time period and are not displayed. Pro-
tective mechanical restraints were used with less 
than 15 individuals across all the Centers during 
this period.
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Conclusions
Conclusions on the factors contributing to these 

trends are limited due to the confounding of mul-
tiple variables changing over time and the case 
study format. One explanation for the dental re-
straint upward trend is that state rules and poli-
cy emphasized the documentation of the restraint 
information which resulted in increased levels. 
It is expected that this trend will stabilize over 
time. The impact of the new April, 2014 policy on 
rates of restraint is still to be determined. Howev-
er, the project does suggest that operationalizing 
the six core strategies within the Center culture 
can have an effect on restraints in a large state 
system. Other factors that appear to have influ-
enced the system change have included DADs 
administrative leadership, state law, and the De-
partment of Justice Settlement Agreement. An 
emphasis has been placed on the person centered 
approach along with increased levels of clinical 
skills related to trauma influenced behavior and 
applied behavior analysis to reduce the dangerous 
behaviors that lead to crisis restraint use. Practi-
cal challenges include the need for training and 
retraining staff due to staff turnover, and helping 
staff and clinicians to consider that safety can be 
maintained at acceptable levels with a minimal 
level or total absence of restraints. New creative 
approaches have been required to reduce medi-
cal and dental restraints, especially pretreatment 
chemical restraint. The Centers continue to re-
fine their quality assurance and self-assessment 
approaches to help maintain an emphasis on 
restraint reduction as the 2014 restraint policy 
is implemented. More actions will be needed to 
sustain this “ecobehavioral” approach (Ferlinger, 
2008) to restraint reduction.
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Improving Antecedent Assessment and 
Intervention of Challenging Behaviors Associated 
with Health Conditions in the MI-I/DD population 
Darin D. Schiffman, PsyD and Richard A. Biagioli, PhD

There are a wide range of variables, circum-
stances, and conditions that influence the occur-
rence of challenging behavior. Health conditions, 
in particular, can exert a tremendous -- albeit not 
always well-understood – effect upon mood and 
problem behavior within the IDD population. 
By “health conditions,” we are referring to any 

acute, chronic, or longstanding physical injury, 
illness, or impairment -- even if cyclical or alter-
nating in intensity -- that has an overall negative 
impact on the individual’s well-being. 

Overall, persons with an intellectual disability 
have more health care needs than the general pop-
ulation. Not only do they have a greater prevalence 
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of physical problems, but the more severe the level 
of intellectual disability, the more it tends to be as-
sociated with multiple- health care needs. One poi-
gnant example is that 44 to 83% of children with 
autism spectrum disorders have sleep problems 
(independent of degree of intellectual disability), 
whereas the incidence of sleep anomalies is only 
reported to be at 11% in children without develop-
mental disabilities (Kennedy & Thompson, 2000). 
Moreover, a recent study by the Centers for Dis-
ease Control and Prevention (CDC) indicated that 
compared with their normally developing counter-
parts, children with autism spectrum disorders 
(ASD’s) are more than 3.5 times more likely to be 
affected by constipation or chronic diarrhea. Other 
studies confirm major differences in the quan-
tity and types of gut bacteria in healthy patients 
compared with children on the spectrum (Nation-
alGeographic, 11/14/2014). It has even been sug-
gested that ASD’s might be triggered or worsened 
in some children by abnormal bacteria produced in 
the gut (Autism Speaks, 5/22/14).

Health conditions can exacerbate certain aspects 
of the behavior-environment relationship, working 
in tandem to shape and maintain aberrant behav-
ior. An interdisciplinary approach is needed in 
working to assess and provide the most effective 
interventions for those with health care conditions 
exhibiting challenging behaviors. It is highly rec-
ommended that individuals possessing in-depth 
backgrounds and training in health conditions 
combine their efforts with those having behavior-
analytic skills to analyze and describe the relative 
contributions of biological and environmental fac-
tors impacting the individual’s behavior. Moreover 
the development, implementation, and monitoring 
of these interventions often requires that these 
professionals maintain their collaborative affilia-
tion (Kennedy & Thompson, 2000). 

The function of challenging behaviors with 
medical etiologies can often be overdetermined, 
while the significant reasons for their continued 
occurrence might be misunderstood at several im-
portant levels. For example, an individual with 
a severe sensitivity to noise (i.e., hyperacusis) 
might experience everyday sounds, i.e., two staff 
members having a conversation, as painfully 
loud. As a result, s/he may “move to eliminate 
this noxious stimulus,” perhaps by hitting himself 
or the person(s) creating the “noise.” The sound, 
therefore prompted the individual to “remove and 
modify” his own environment. However, to the in-
experienced, or perhaps just disinterested observ-
er, the connection between these events is never 
made. Instead, the occurrence is classified as an 

“incident of self-abuse” (or something along those 
lines) with no apparent antecedent. Now imagine 
how likely this scenario is to play out when the 
individual engaging in the self-abuse is non-ver-
bal and has an IQ of 10 with a developmental age 
of 6 months. It’s nearly a perfect justification for 
claiming this individual has emotional or behav-
ioral problems “stemming from that disability.”

We are accustomed to thinking that a person 
who has a physical disability might also have emo-
tional or behavioral problems as a result of his or 
her poor health. But we do not usually search for a 
physical cause of certain psychological symptoms. 
Merely receiving a psychological diagnosis might 
be a marker signaling clinicians to examine their 
patients very closely for comorbid factors that 
would suggest a higher incidence of specific symp-
toms, syndromes, or even medical conditions. In 
our experience it is this bias in the way clinicians 
tend to think about their patients that thwarts a 
comprehensive analysis of patients’ strengths and 
needs, and allows an incomplete picture of a pa-
tient’s problems to take hold, hindering the for-
mulation of appropriate interventions. Repeated 
observations of this type of thinking have led us 
to conclude that whenever a patient presents a 
“challenging” behavior “out of the blue,” there is 
an underlying medical condition that has gone 
unrecognized and undiagnosed; the “challenging” 
behavior is the result of the patient’s unsuccess-
ful adaptations to a hidden impediment to higher 
functioning. For example, in persons on the au-
tism spectrum, pain from gastroesophageal reflux 
disease (GERD) may result in increased chal-
lenging behaviors, self-injury being among them. 
Pushing out one’s jaw, straining the neck, or tap-
ping one’s throat are all possible indicators that 
an individual is experiencing these sometimes 
painful symptoms (Autism Speaks, 5/22/14).

Thus, if we were to re-assess the individual 
in the absence of a medical condition, we might 
find a concomitant decrease in the frequency and 
intensity of challenging behavior. That is not to 
suggest that there is always an alternative medi-
cal explanation for some or most behavioral chal-
lenges. It does suggest, however, that if a medical 
issue has caused and been sustaining a challeng-
ing behavior, it is not always readily apparent. 
But it might be painful to miss it.

References
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Neuroscience Reviews

Catatonia, ASD, and ID: How Might They Be 
Related?
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

The search for the missing link between cata-
tonia, intellectual disability and autism spec-
trum disorder (ASD) remains unfinished. It is 
complicated by the significant heterogeneity of 
each syndrome and their frequent co-occurrence. 
In previous articles we discussed the diversity of 
clinical subtypes, especially among individuals 
with ASD and IDD, and the high prevalence rates 
of a diverse group of behavioral and psychiatric 
disorders. These findings create a problem for 
the DSM-5 model of descriptive diagnoses that 
are specifiers arising from different mixtures of 
symptoms, age of onset, treatment response, and 
long term course (phenomenological subtyping). 
As a result, we struggle with a diversity of pheno-
copies (different etiological subgroups within the 
schizophrenia spectrum disorders). The number 
of phenocopies confound researchers, especially 
geneticists studying these complex disorders. In 
this paper the search is on for a method to syn-
thesize descriptive criteria for ASD, IDD, and 
catatonia with etiopathogenesis. 

In the DSM 5 catatonia can be subdivided into 
a primary and secondary forms: this distinction 
hinges on the presence and/or absence of co-oc-
curring primary psychiatric and known medical 
conditions (American Psychiatric Association, 
2013). We can hypothesize a similar dichotomy 
for ASD. The search grows more complicated with 
IDD. There are hundreds of genetic disorders as-
sociated with IDD. Thus far we have described 
only a handful of behavioral phenotypes and 
even fewer direct linkages to specific psychiatric 
disorders (Coffey, 2012; Smith, Smith, Philbeick, 
& Kumar, 2012). The overlap between these com-
plex neuropsychiatric disorders suggests that we 

are dealing with dimensional (semipermeable 
boundaries) rather than discrete syndromes. We 
are making slow progress in understanding the 
complex polygenic and epigenetic foundation of 
each. To date, there is no definitive model to ex-
plain the genotype to phenotype transactions as-
sociated with this spectrum of relationships. 

In this paper, the author will resort to an ana-
logical approach (metaphorical) to understand-
ing complexity. Yggdrasil in Norse mythology (a 
version of the concept was in the movie AVATAR 
where you got a glimpse of it) is the great ash 
tree that connects many worlds and dimensions. 
This is our model for understanding ASD, IDD, 
and catatonia, beginning in the microscopic roots 
(etiologies) and ending at the tiniest twig or leaf-
lets (phenomenological subtypes in the DSM-5). 
This model holds that no matter where we start 
or end, there are many pathways to get there. Re-
searchers can move in both directions. The het-
erogeneous observable behaviors and psychiatric 
symptoms are the limbs, twigs, and leaflets; the 
categorical diagnostic approaches (DSM-5 and 
DM-ID) represent the trunk; and the etiological-
ly-driven models focusing on ecological, genetic, 
molecular neurobiological, and neuropharmaco-
logical underpinnings represent the root system. 
But there is a glaring problem. As we narrow our 
focus to microscopic roots and leaves, we may 
lose sight of the fact that we are looking at a tree. 
With this caveat in mind, we will explore the fol-
lowing hypothesis: there is an imbalance in brain 
systems that involves multiple excitatory/inhibi-
tory networks systems that serve as a final com-
mon pathway for catatonia (Fink & Taylor, 2009; 
Northoff, Eckert, & Fritze, 1997; Stone & Iguchi, 

Kennedy, C.H & Thompson, T. (2000). Health 
conditions contributing to problem behavior 
among people with mental retardation and 
developmental disabilities. In J. K. Luisel-
li (Ed.), Antecedent Assessment and Interven-
tion: Supporting Children and Adults with 
Developmental Disabilities in Community 
Settings(pp. 73-97). Baltimore,MD: Paul H. 
Brookes Publishing Co.    

National Geographic Website. http://news.nation-
algeographic.com/news/2014/11/141114-
autism-gut-brain-probiotic-research-bi-
ology-medicine-bacteria. Autism’s Gut-
Brain Connection. Melissa Pandika.

For further information, contact Dr. Schiffman 
at Dschiffman@optimum.net



30 March/April 2015    Volume 18    Number 2

The NADD BULLETIN

2011). Most research is reduced to a single as-
pect of these processes – we can’t see the tree for 
leaves and roots. 

The Trunk and Limbs
Catatonia, ASD, and IDD are complex disorders 

that clinicians tend to lump together for practical 
reasons (trunk). But many psychiatric disorders 
display a high level of clinical or symptomatic het-
erogeneity (twigs and leaflets). As we noted in the 
initial paper in this series, factor analytic studies 
suggest that the diagnostic criteria for catatonia 
can be subclassified based on specifiers (Kruger, 
Bagby, Hoffler, & Baunig, 2003). Clinicians tend 
to begin symptoms and specifiers (tree limbs) that 
include catatonia, catatonia associated with medi-
cal and psychiatric disorders. Clinical researchers 
may then fine tune these by drawing upon factor 
analytic studies in order to create phenomenologi-
cal subtypes (smaller branches) for more detailed 
study. These researchers hope to develop focused, 
evidenced-based treatments that best match a 
precisely clinical subtype. For example, catato-
nia with schizophrenia spectrum specifier, might 
respond to antipsychotic treatments and specific 
treatments for the co-occurring catatonia. In this 
model, schizophrenia may be the primary disor-
der, and catatonia is superimposed on it. The re-
maining question is whether schizophrenia, anti-
psychotics, or a yet undefined “hit” are risk factors 
or specific triggers for this subtype of catatonia 
(Fink & Taylor, 2009; Penland, Weber, & Tampi, 
2006). 

The Knobby Trunk 
The excitatory/inhibitory imbalance hypothesis 

is best conceptualized as the neurobiological final 
common pathway. Each subgroup of catatonia 
represents a convergence of many neurobiological 
insults that ultimately disrupt the homeostatic 
mechanisms that maintain the adaptive balance 
for many systems (neurochemical, immunologi-
cal, ecological, and trauma and stress response 
dysregulation). But the catatonias, unlike ASD 
or IDD, are state phenomenon (a time limited re-
action to some event). In this sense it has more 
in common with episodic psychiatric disorders, 
seizures, or delirium. The increased prevalence 
of catatonia in ASD/IDD suggests that these con-
ditions are also akin to setting events or predis-
posing traits (stable patterns) that increase the 
probability that catatonic symptoms will emerge 
under the right conditions. The relative imbal-
ance between the many forms of excitation/in-
hibition are also trait phenomena (vulnerability 

factors). These include specific genetic risk for 
epilepsy, ASD, and IDD that affect the clinical 
threshold for catatonia (Coleman, 2005; Northoff 
et al., 1997). 

The Roots, Trunk, Xylem, and 
Phloem: Two Hits Should Do 

For the non-biologist, xylem and phloem are 
the connecting pathways for nutrients going up 
to leaves and for glucose and other products go-
ing downward to the roots. Although stretching 
our metaphor a bit, we could explain the trans-
actional nature of gene X environmental inter-
actions and stress diathesis models in terms of 
these connections. Gene-environmental interac-
tions are the foundation for the stress diathesis or 
“2 hit models” for most neurodevelopmental and 
neuropsychiatric disorders. Without exposure to 
a number of biopsychosocial stressors, genes in 
many cases may be insufficient to produce cata-
tonia. In other words it requires additional trig-
gers (perhaps including conditioned stimuli or 
cues) for the full syndrome to appear. The large 
roots of catatonia are an imbalance between the 
dysregulation of the limbic system and the top 
down regulation associated with higher corti-
cal functions (Fink & Taylor, 2009). Catatonia 
in this sense appears to be a disconnection and 
dysregulation analogous to girding the tree and 
stopping the flow of xylem and phloem. In sum-
mary, many behavioral and psychiatric disorders 
are disconnection syndromes that interrupt the 
normal balance, communication, and regulation 
of many networks in the brain. The xylem and 
phloem connect these. Interrupt their flow and 
the tree as a complex ecosystem falls apart. 

Back to the Woods 
Most clinicians deal mainly with state related 

changes (challenging behaviors and many psy-
chiatric disorders). In the past we were generally 
unable to modify the underlying bio-psychologi-
cal risk factors (traits). Although there are an 
increasing number of possible disease modifying 
treatments on the horizon, most current treat-
ments do not correct the underlying genetic, 
epigenetic, or metabolic risk factors associated 
with catatonia. Neuroleptic malignant syndrome 
(NMS) may best illustrate this caveat. NMS is as-
sociated with antipsychotic/neuroleptic drugs, but 
they may not be the sole determinant for this con-
dition. Current research suggests that there are 
genetic and metabolic factors that increase one’s 
vulnerability to dystonia, autonomic instability, 
and thermoregulation (changes in core body tem-
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perature) that are core features of NMS. These 
traits can set the stage for NMS in response to an-
tipsychotic drugs (there are other causes). NMS 
is a state that requires eliminating the second hit 
(antipsychotic drug) while trying to modify or re-
store homeostatic balance. The risk remains for a 
substantial minority of patients, suggesting that 
we have not corrected the remaining risk factors 
(Lee, 2010; Smith et al., 2012). 

Some forms of catatonia closely resemble NMS. 
Another subgroup include individuals with specif-
ic antibodies to a population NMDA glutamate re-
ceptors (Fink & Taylor, 2009; Lee, 2010; Northoff 
et al., 1997). There is a relationship between these 
two and a group of other drug induced disorders 
with catatonic features. Further discussion of this 
topic is beyond the scope of this paper.

The Next Step – Three Trees from One 
Root System, the Metaphor of Birch Trees

Catatonia and ASD can be subdivided into 
several etiological domains (subtypes) (Coffey, 
2012; Fink & Taylor, 2009; Kruger, et al., 2003). 
As noted earlier we can create two large fami-
lies of ASD. One family is composed of complex 
genetic syndromes associated with IDD, or other 
neurodevelopmental, genetic/metabolic/chromo-
somal disorders frequently associated with se-
vere forms of “secondary” ASD. Their patterns of 
inheritance are most often linked to mutations or 
specific genes. The second family is represented 
by polygenic inheritance (multiple genes): high 
rates of heritability, less severe IDD, and no ob-
vious genetic syndromes such as PKU or meta-
bolic disorders. Instead, these individuals ap-
peared to lie on a continuum with traits found in 
unaffected first degree relatives – the expanded 
“phenotype” is a form of dimensional variability 
(Lee, 2010; Smith et al., 2012). 

The prevalence rates of ASD falls off as we look 
among other members of the extended family. 
Such a pattern of distribution supports polygenic 
inheritance (or some shared ecological factor or 
both) that is diluted by distance from the affect-
ed family. It might also predict a higher risk for 
multiply affected children (multiplex families). 
Genetic studies show an association between 
selected gene markers for ASD, IDD, learning/
language disability, epilepsy, and perhaps tic 
and other neuropsychiatric disorders (Coleman, 
2005; Piven & Palmer, 1999). Several of these 
disorders are also associated with catatonia, but 
to the author’s knowledge there are no genetic 
studies about the similar polygenetic effects and 
influences in catatonia. 

Aside from the link between passive autism 
and catatonia noted by Wing, there is still no de-
finitive association between with subtype of ASD 
leading to an increased risk for catatonia (Cole-
man, 2005; Krey & Domletsch, 2007). Although 
speculative we could argue that the risk for cata-
tonia (and specific subtypes) differs in the two 
“families” of ASD discussed in this paper. A fam-
ily affected by this expanded phenotype might 
express catatonia in response to stressors (abuse 
or neglect) activating specific gene markers for 
catatonia; whereas the secondary or symptom-
atic forms may be related to medical, metabolic, 
drug-induction: primary psychiatric disorders; 
epilepsy, and/or the presence of other neurode-
velopmental disorders. There is one problem 
with this analysis; it remains speculative, and 
many individuals have IDD, neuroleptic-induced 
catalepsy or NMS, and a genetic risk for mental 
disorders but do not develop catatonia. This job 
remains a work in progress. 

At This Point the Branches and Roots 
Become Sufficiently Small, and Once 
Again, Can We Lose Sight of the Tree? 

What are genes doing and how might they play 
a role in this overlap between catatonia, ASD, 
and IDD? One explanation (at least an analogi-
cal explanation) involves an imbalance between 
excitatory and inhibitory pathways both within 
and between frontal, striatal, limbic and parietal 
connections (Krey & Domletsch, 2007; Strober, 
2001). In the cerebral cortex and basal ganglia 
there are different populations of neurons and gli-
al cells that regulate already programmed modes 
of perception, integration, and expression by 
stimulating inhibitory pathways. Many of these 
pathways run on multiple neuromodulators, neu-
ropeptides and neurotransmitters. This makes it 
less likely that a single malfunction is responsible 
for complex disorders like catatonia, ASD, IDD, 
or primary psychiatric disorders (Coffey, 2012; 
Coleman, 2005; Krey & Domletsch, 2007). For 
example, the dopaminergic neurons that degen-
erate in Parkinson’s disease lead to an apparent 
disinhibition of many groups of neurons involved 
in regulating motor speed, initiation of activity, 
motor oscillations (tremor), and neuromuscular’s 
tone. The first effective treatment for Parkinson’s 
disease was L-DOPA, a precursor in the synthetic 
pathway for DA, NE, and epinephrine.

But the picture is more complicated than just do-
pamine deficiency. There are many Parkinson-like 
syndromes that differ both clinically and in terms 
of patters of inheritance. Others may be the result 
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of neuro-immunological or specific neurobiological 
insults. There may be a relationship between PD-
like symptoms and a subset of catatonia that over-
laps with neuroleptic malignant syndrome (NMS). 
NMS may lie on a continuum with neuroleptic-
induced catatonia (catalepsy in animal models), 
intoxication with neurotoxins (PCP), serotonin 
syndrome, withdrawal syndromes (alcohol, ben-
zodiazepine withdrawal), and some anti-neuronal 
antibody syndromes with delirium and severe 
autonomic instability (Lee, 2010; Northoff et al., 
1997; Penland et al., 2006). Very quickly we have 
moved beyond any single neurotransmitter system 
or mechanism. 

This returns us to the imbalance hypothesis 
that is crudely expressed in a ratio of relative 
excitatory/inhibitory activity. In a grossly over-
simplified model, increasing excitatory activ-
ity without adequate inhibitory feedback may 
create different problems when there is an in-
crease in inhibitory activity and no feedback 
or compensatory excitatory activity. In Parkin-
son’s disease (PD), the dopamine/acetylcholine 
ratio shifts towards inhibitory activity because 
dopamine neurons are dying out. Antipsychot-
ic drugs block DA neurons and mimic this ef-
fect. Tardive dyskinesia and some hyperkinetic 
movement disorders like Huntington’s chorea 
represent a slight version of the imbalance the-
ory – the inhibitory pathways are overwhelmed 
by destruction (HD) or increases in excitatory 
activity (TD). This ratio model has limited util-
ity in the real world in which multiple networks, 
interconnections, and many other neurophar-
macological forces are active. Neuroleptic ma-
lignant syndrome (NMS), neuroleptic-induced 
or dopamine agonist withdrawal-induced dys-
tonia, toxin-related Parkinson’s disorder, phen-
cyclidine (PCP) toxicity, malignant hyperther-
mia, serotonin syndrome, and anti-neuronal 
antibody syndromes represent destabilized ho-
meostatic/regulatory networks that converge to 
express catatonia (Coleman, 2005; Smith et al, 
2012; Stober, 2001; Stone & Iguchi, 2011) 

Now into the Forest – Carry Your 
Pebbles in your Pocket 

Catatonia arises from a destabilization of al-
ready homeostatic mechanisms that normally 
maintain the balance of excitatory/inhibitory 
networks (final common pathway). Various com-
binations of specific neurobiological insults and 
traumatic events serve as precipitating events 
or second hit in a stress diathesis model. These 
pathways to catatonia present problems for any 

reductionist hypothesis, so how can we justify 
treating them in the same way? 

Next time – how do we go about treating cata-
tonia?
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US Public Policy Update

Integrated Care Coordination – A Parent’s 
Perspective
Sue Gamache, Parent and Member of NADD Family Issues Committee

Note from the Column Editor: The following 
policy article, provided by Sue Gamache, pro-
vides the basis for this parent’s perspective policy 
article. This article supports the challenges and 
barriers individuals with IDD and co-occurring 
MH disorders and family members/caregivers 
experience in obtaining treatment and support 
services across healthcare, mental health, and 
IDD service systems.

As a parent of an adult daughter who has an 
intellectual/developmental disability (IDD) and 
co-occurring mental health (MH) disorder, I was 
honored and thrilled to participate in the October 
20, 2014 NADD Sponsored Health Care Position 
Strategic Planning Forum (http://thenadd.org/
wp-content/uploads/2013/10/NADD-Poisition-
Statement-on-letterhead1.pdf).  I am sure  those 
of you familiar over the years with NADD are 
not surprised that parents were invited to give 
their perspective on the position paper along 
with an impressive list of professional attendees.  
We were made aware that our presence, along 
with those professionals who also have children 
with co-occurring disabilities, would help ground 
the meeting by creating a reminder of what all 
this  work is for.   

Parent’s Perspective
I am a parent of a 31 year old daughter, Emilie, 

who is on the autistic spectrum and suffers from 
an anxiety disorder.  My family has two other 
members with co-occurring IDD diagnoses and 
MH disorders.  While there are many issues that 
arise from parenting my daughter, this article’s 
focus is on the importance of integrated care co-
ordination in today’s healthcare, MH and IDD 
systems. 

Our children, regardless of whether they are 
chronologically children or adults, do not fit into 
one system.  There are just too many factors that 

any one system does not meet.  It doesn’t matter 
if that system is healthcare, MH, or IDD.  Our 
kids need multiple systems.  And, there are just 
too many service gaps between systems, not al-
ways within one.  This is a primary reason why 
services and supports often fall apart or are not 
provided.  

The following exemplifies the challenges of 
not receiving needed services and gaps that re-
sult. This is about a family with a 13 year old 
son who has IDD and co-occurring MH disor-
ders.  He presents impulsive behaviors that put 
him and those around him at risk of injury.  He 
has injured his mother, sister, grandmother, and 
staff at the treatment program he attends, send-
ing one to the emergency room.  He continues to 
be discharged home from the treatment facility 
based on the managed care organization’s deci-
sion that is not based on functioning but on an 
intensive treatment 60 day cap.  He is unable to 
stay at this treatment facility until a permanent 
placement is found.  With each discharge, com-
munity integration fails, which is traumatic for 
all involved.  The pain and level of fright for this 
young man must be great as he is continually 
forced into a situation where he becomes panicky 
and loses control. This situation has been repeat-
ed a number of times. The mother has been ad-
vised to sign her guardian rights over to the state 
so that her son can obtain needed treatment. Al-
though this family’s issues may be assessed as 
extreme, it is not unusual.  Similar situations oc-
cur constantly across the nation.   

Here we have a facility that is meeting the 
child’s multiple needs, but its provision of ser-
vices is short term. Here we have a family that 
is very functional, supportive of, and loves their 
son. Here we have a child who everyone involved 
thinks is appropriately diagnosed and has a 
treatment plan that works within a predictable 

American Journal of Medical Science, 4(3), 
124-133.

Strober, G. (2001). Genetic predisposition and 
environmental causes of periodic and sys-

tematic catatonia. European Archives of Psy-
chiatry and Clinical Neurology, 251: s21-24.

For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu
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and controlled environment.  Even with these 
significant positive pieces in his life, the ‘plan’ 
is a disaster and traumatic because of the gaps 
across the multisystems.  

Recently, a member of the NADD Family Is-
sues Committee made a comment that ‘things 
are calm in her life now, but they don›t know 
what will happen tomorrow.’  While none of us 
has a crystal ball and can tell the future, and we 
all feel that life is precious and can change on a 
dime, in our lives, with our children, our lives do 
change on a dime all the time. The anxiety of liv-
ing each day with this reality is more than most 
people have to experience.

Sometimes, I am not sure which is worse -- the 
crisis or the calm times, because the calm times 
always feel like the ‘calm before the storm.’  And 
that feeling exists largely because of the gaps in 
and across systems.  When a crisis occurs and I 
know who or where to turn, it is a very different 
experience than when a crisis occurs and I have 
no clue where to turn or what to do.

I’m really lucky in that I have many resources at 
my disposal to address my daughter’s needs.  I am 
lucky to have the financial resources, family and 
emotional support, she has good health insurance 
right now, and I have the time to attend to her 
needs.  Even with all of these, her care is incred-
ibly time consuming.  And by care, I mostly mean 
the planning that takes place.  It takes resource-
fulness, patience, and the motivation to stay on 
task until it’s done.  All of this is very stress-
ful.  And I consider myself lucky.  Take any one 
of those resources away, and you have a situation 
that is not good for anyone, including providers.

When systems are fragmented, parents/guard-

ians are the only ones who see our children as a 
whole.  I am the one who knows how my daugh-
ter interacts at school, with family and socially, 
who her other healthcare providers are and their 
plan of care is, what will work in Emilie’s life, 
and what won›t.     

With an integrated system, much of the diffi-
culties with navigating a system are reduced, so 
many of the gaps are gone, and our children are 
seen much more holistically.  When a system is 
fully integrated:
•	 Cross training will occur when staff from dif-

ferent disciplines learn from each other
•	 Less overlap in services which is more cost ef-

fective
•	 More adaptability to respond to a crisis which 

is also more cost effective 
•	 More accountability for the whole system to 

work rather than one part
•	 Better focus on prevention
•	 More likely that the services are going to be 

patient-centered
And with all these in place I can only dream 

about the tremendous impact this could make in 
our children’s life, my family’s life and the lives of 
so many families across our country.

Thank you.

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

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
Enhancing Awareness of Psychological 
Contributors to Care 
Kristin Read Campos, M.S. and Michael Wolff, Ph.D., CADC

This submission is based upon a poster pre-
sented by the authors at the 2014 NADD Nation-
al Conference entitled “DSP Psychological Char-
acteristics and Caregiving Behavior”, which was 
granted the 2014 Conference Poster Award. We 
appreciate this opportunity to share our research 
with a wider audience.

Responding effectively to challenging behav-
ior is just plain, well, challenging.  Whether it 

is a parent responding to his or her child’s very 
public temper tantrum or a teacher dealing with 
a group of highly disruptive students, working 
with challenging behavior is daunting and re-
quires much from caregivers.  This is certainly no 
different for direct support professionals (DSPs) 
working with individuals with intellectual and/
or developmental disabilities (IDD), given that 
DSPs provide the majority of support to individu-
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als with IDD in community placements and have 
been described as the linchpin of the care process 
(Rice & Rosen, 1991). 

Much of the training and support provided 
for DSPs focuses on critical and relevant top-
ics including characteristics of individuals with 
IDD, assessment and observation, behavior sup-
port, crisis prevention and intervention, health 
and wellness, and community collaboration and 
teamwork (NADD, 2013). As behavioral con-
sultants frequently tasked with the training of 
direct care staff, we have come to believe that 
while these topics are necessary, they may not be 
sufficient ingredients to provide a solid founda-
tion for those facing disruptive and challenging 
behaviors.  

Research has demonstrated that staff psycho-
logical characteristics including DSP attribu-
tions for client behavior, DSP burnout, and DSP 
negative emotional reactions to client behavior 
may also be important to consider in DSP train-
ing and support (Bailey, Hare, Hatton, & Limb, 
2006; Phillips & Rose, 2010; Skirrow & Hatton, 
2007). We recently completed a study that ex-
amined staff psychological characteristics asso-
ciated with increased hostile interactions with 
clients (e.g., arguing, grumbling, frustration, 
anger (Willems, Embregts, Hendriks, & Bosman, 
2012). Our findings suggest that the amount of 
hostile caregiving a DSP displays is related to (1) 
how they think about client behavior (i.e., attri-
butions of control) and (2) how much they get out 
of their role as a DSP (i.e., personal accomplish-
ment). These findings suggest a complex inter-
play between the client and the DSP in the deter-
mination of DSP caregiving behavior.

Many of you reading this have had firsthand 
experiences supporting clients with challenging 
behavior. Take a moment to think about the last 
time that a consumer may have cursed at you, 
broke another’s possession, ran away, or became 
aggressive. How much control did you think s/he 
had over that behavior? Did you think something 
like, “S/he is doing that on purpose so that s/he 
can...” If so, chances are you think the consumer 
had a good amount of control over the behavior 
and could have (and perhaps should have) chosen 
another response. Such explanations are very 
common and completely understandable. In fact, 
we are hard wired to perceive the behavior of oth-
ers as caused by their internal characteristics as 
opposed to the external situation (Jones & Har-
ris, 1967). However, our research, along with the 
research others (see review by Willner & Smith, 
2008), suggests that these “attributions of con-

trol” may be detrimental to client care. 
Now take a moment to consider what you get 

out of your professional role as a DSP. How “good” 
do you feel at your job? How much achievement 
do you feel on a daily basis? If you are confident 
in your position and believe that your work is 
important, our research suggests that you may 
show less hostility in your work. Alternatively, 
if you have low confidence in your work and are 
unsure of the impact you have in your role, you 
may be at higher risk for more negative inter-
actions with consumers. This is called “personal 
accomplishment” and is one component of staff 
burnout (Maslach, 1982) that our research sug-
gests should be considered in training and sup-
port of DSPs. 

How should staff attributions and personal ac-
complishment be addressed in the workplace? 
One challenge facing the DSP and training com-
munity is the highly personal nature of these 
topics.  We have worked with DSPs who have 
been told to “work through” their own apprehen-
sions after sharing detail about stress and client 
conflict. This creates a problem because individ-
ual staff may not have the skills or resources to 
adequately address their emotional reactions or 
their symptoms of burnout. Ultimately, if these 
DSP experiences are left unattended the effec-
tiveness of DSP support will decrease. 

Our research indicates that client care would 
benefit from the education of DSPs regarding 
the importance of their personal thoughts and 
feelings about their work and the clients they 
serve, and that these reactions not be ignored 
or minimized. Agency administration must take 
care to normalize these private, “personal reac-
tions” and provide a space to speak about these 
reactions and understand related consequences. 
A first step to this may be including training on 
DSP psychological characteristics in staff train-
ing. Not only can this help to create a culture 
of safety in which DSPs are encouraged to seek 
support for their natural reactions to the chal-
lenges of their work, but the DSP may improve 
their awareness of internal experiences related 
to consumer support. Promoting awareness of 
internal reactions along with providing appro-
priate outlets for these responses may limit the 
impact of DSP psychological characteristics upon 
the people who are at the heart of our efforts: the 
consumers we serve. 
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DSP Interests and Concerns is an ongoing 
column in The NADD Bulletin. We welcome 
your comments, suggestions, and submissions 
for this column. To learn more or to contribute 
to this column, you may contact Melissa 
Cheplic, Editor of DSP Interests and Concerns 
at cheplima@rwjms.rutgers.edu. 
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Family Corner

Stupid Ball: A Consumer’s Experience
Emilie Corthell

We were playing with the big ball again. I stood 
silently in my allotted place in the circle, torn 
whether to feel hopeful or fearful. Nobody ever 
passed the ball to me. This loneliness was easier 
to face when we were playing side-by-side. I could 
lose myself in make-believe then. That wasn’t an 
option with the stupid ball. Nobody ever passed 
it to me. Well, they hardly ever passed it to me. 
If they did, it was because the teacher told them 
to or some kid was trying to be nice. Nobody ever 
passed it because they wanted to.

On the other hand, maybe today was the day I 
dreamed about. Maybe today they’d actually like 
having me around. There were these two boys 
who did everything together. You never saw one 
without the other. I’d willingly give away all my 
toys for a best friend. I’d love for some kid to love 
me more than all the other kids. Maybe I was a 
little weird, but I was their best friend. It was 
part of the package.

Unfortunately, today didn’t seem to be the day. 
I watched with growing impatience as the crum-
my ball went everywhere except for me. One half 
of Bert-and-Ernie was passing it to his counter-
part. I decided I had enough and grabbed the ball 
mid-course.

Stupid boys. I thought bitterly. Stupid every-
body. Now can you see me now that I’ve interrupt-

ed your fun?
The teacher was still blind. She asked 

me why I did that. I told her that I was 
sick of the ball never coming to me. She 
told me I had to wait my turn. I hesi-
tated, wanting her to understand. After 
a minute I passed the ball back to its 
original target. I simply didn’t have the 
words to explain. Even worse, now I was 
never going to get the ball because my 
teacher thought I needed to learn a little 
patience. Why couldn’t she understand? 
I have been nothing but patient It never 
pays off.

Stupid, ugly ball.

Emily’s mother’s email: sue.gamache0@gmail.
com.

This is the first article published in Family 
Corner, which will be an ongoing column in The 
NADD Bulletin, published under the auspices of 
the NADD Family Issues Committee. We welcome 
your comments, suggestions, and submissions 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.

 
 

Share Your Expertise in 
Treatment and Services for 

Individuals with a Dual Diagnosis 
 

Submit an Article for the NADD Bulletin 
 
The NADD Bulletin welcomes submissions of articles from practitioners, academics, managers, policy 
makers, family members, and Direct Support Professionals, who are involved in delivering care to people 
with intellectual disabilities and mental health needs. Manuscripts of interest include articles related to 
clinical application, policy, training, and perspectives related to supports for persons with intellectual or 
developmental disabilities and mental illness.  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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NADD Spring Webinar Series 
 
Tuesday, May 5, 2015 

Top 10 Things You Can Do to Prevent Caregiver / Staff Burnout 
Joseph Stein 
 

Thursday, May 7, 2015 
Adapted CBT Group Therapy for Youth Who Have a Dual Diagnosis 
Brian Tallant, LPC  
 

Tuesday, May 12, 2015 
Research Made Easy 
Dr. Patricia Oliver 
 

Tuesday, May 14, 2015 
Management and Redirection of Destructive Behavior (DSP level) 
Bruce Davis, PhD, Department of Intellectual and Developmental Disabilities, 
Murfreesboro, TN  
 

Tuesday, May 19, 2015 
Trauma Informed Care Support for Individuals with I/DD & Co-Occurring 
Behavioral Disorders  
Eileen Elias, MEd 
 

Thursday, May 28, 2015 
Medical Evaluation of Behavior Changes in Adult with I/DD 
Garey Noritz, MD, FAAP, FACP  
 

Wednesday, June 3, 2015 
Wrong to Strong: Positive Group Psychotherapy for Adults with Intellectual 
Disabilities 
Daniel Tomasulo  
 

Monday, June 8, 2015 
Community Capacity to Provide Mental and Behavioral Health Services to People 
with IDD 
Amie Lulinski, PhD  
 

Wednesday, June 10, 2015 
Transition from School to Adult Life for Young People with IDD/MI 
Daniel Baker, PhD; NADD-CC, 
 

Friday, June 12, 2015 
Creating Pathways to Justice™ for People with Intellectual and Developmental 
Disabilities (I/DD) in the Criminal Justice System 
Kathryn Walker, JD, MPH, Leigh Ann Davis, 
 

Thursday, June 18, 2015 
Autism, Asperger = Autism Spectrum Disorder: It’s not just another Mental Illness 
Larry Lipsitz, MEd 



Note from the editor
Finally, it is Spring! This issue contains thoughtfully written 

and thought provoking articles for your review. Dr. George 
Zukotynski writes about events and strategies that have led to 
a change in the use of restraints to address severe maladaptive 
behaviors within a large state system. Drs. Darin Schiffman 
and Richard Biagioli consider health conditions that influence 
the occurrence of challenging behaviors among individuals with 
dual diagnosis. Dr. Jarrett Barnhill uses the metaphor of a tree 
to describe the connections among catatonia, autism spectrum 
disorder, and intellectual and developmental disability. Sue 
Gamache argues for the value of integrated services and care to 
address the complex needs of individuals with dual diagnosis. Dr. 
Michael Wolff and Kristen Read Campos illustrate how client care 
can be improved by educating DSPs about the importance of their 
personal thoughts and feelings about the provision of care.

This issue marks the inauguration of our Family Corner column. 
Emilie Corthell helps us understand how a child with challenges 
might come to see the big ball that the children play with as that 
“stupid ball”.

We invite you to share material relevant to your programs, 
services and research with our readership.

Lucille Esralew, Ph.D. NADD-CC
lesralew@trinitas.org
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those of NADD or the Editors.

 
 

NADD 32nd Annual Conference & Exhibit Show 
Equality, Recovery, Access: Integrating Treatment & Services for 

Persons with IDD/MI 
November 18-20, 2015 

San Francisco, California 
 

Keynote Speakers 
 

Dave Hingsburger 
Vita Community Services, Toronto, Ontario, Canada 

Topic:  TBA 
 

Brian King, MD, MBA 
Center on Human Development and Disability 
University of Washington, Seattle, Washington 

Topic:  Equality/Recovery/Access: The Future Is Now 
 

Pre-Conference Sessions 
 

Certification/Accreditation for IDD/MH: Raising the Bar 
 

Policy Updates in Addressing Challenges in Health Care Refer for Individuals with 
Intellectual/Developmental Disabilities and Co-Occurring behavioral Health Disorders 

 
Emotion Regulation Skills for Individuals with Dual Diagnosis: Complicating Factors, the 

SKILLS System, and Implementation 
 

Forensics with People with IDD/MI Including Civil and Criminal Issues They May Face 
 

Heterogeneity in the DSM-5/DM-ID-2 Autism Spectrum: Linking Biological Traits, 
Clinical Traits and Treatments 
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Upcoming Conferences/Trainings
************************************

State of Ohio NADD MI/DD 13th Annual Conference
September 21-22, 2015 • Columbus, OH

NADD 32nd Annual Conference & Exhibit Show
November 18-20, 2015 • San Francisco, CA
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