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Note from the editors
We have two featured articles in this edition along with three regular 

columns. The first article provides an overview of the roadblocks to 
diagnosis encountered by clinicians working with persons with both 
mental disorders and intellectual disability. The second focuses on an 
innovative program for individuals with dual diagnoses in Ontario, 
Canada. Both hone in on common problems: accurate diagnosis and 
delivery of services in a large geographic space.

Rozemarijn Staal traces the evolution of the Diagnostic Manual—
Intellectual Disabilities. She addresses the problem of collecting 
accurate and useful diagnostic information from individuals who have 
limited self-reporting, a poor grasp of the interview process, concrete 
views of self and causality, and impaired communication skills. 
Solving these issues still leaves clinicians struggling to fit symptoms 
profiles into diagnostic categories. The problem is that the DSM-IV-TR 
was not designed to accommodate the diagnosis of mental disorders 
associated with IDD. Staal uses the DM-ID to provide examples of 
modifications that are essential for reliable diagnosis.

Patti Turcotte and her associates address a different side of the 
dual diagnosis problem: the impact of psychiatric disorders on the 
availability and carrying capacity of community-based service for 
individuals with IDD. These problems are especially vexing for 
service providers in sparsely populated, large geographic areas 
with a limited number of professionals at hand. Turcotte et al. 
describe a program that uses a blend of technology, hub and spoke 
service model, and a willingness to provide wrap around care on a 
long term basis. This model is a very useful one for others seeking 
a service delivery model for rural, underserved areas.

The remaining articles continue our exploration of policy and 
ethical concerns. Jarrett Barnhill’s article on Fragile X is part of 
a series on the mind-boggling world of genetics and looks at what 
Fragile X syndrome is teaching us about how genes function. In 
the U.S. Public Policy Update, William Gardner addresses training 
needs in state-run psychiatric facilities. The issue of ethical actions 
by direct care workers is examined in DSP Interests and Concerns. 
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Psychotherapy for Individuals with Intellectual Disability
Edited by

Robert J. Fletcher, DSW, ACSW
This book provides the reader with insightful and useful ways to provide psychotherapy treatment for individuals 
who have intellectual disability (ID).  It brings together all three modalities (individual, couple, and group), and a 
variety of theoretical models and techniques are discussed.  The first section, Individual Therapy, offers a variety 
of approaches and techniques including dialectical behavioral 
therapy, positive psychology, mindfulness-based practice, and 
relaxation training. Also included in this section are chapters on 
specialty populations including victims of abuse, people who 
have Autism Spectrum Disorder, and people in mourning. The 
second section is a chapter on group therapy addressing trauma 

issues. The third section is on family and couple therapy. The fourth section covers 
chapters on research, ethics, and training.  The individual authors are respected au-
thorities in the field of providing psychotherapy treatment for persons with ID and all 
have contributed to the professional literature.  

This book is a major contribution to the effort to make psychotherapy available 
to individuals who have ID and should serve to further stimulate interest in the 
provision of psychotherapy treatment for individuals who have ID co-occurring 
with significant mental health problems. 

Price: NADD Member - $49.95 ● Non-Member - $54.95

Visit the NADD Online Store at www.thenadd.org to order.

“The most comprehensive discussion 
of psychotherapies with this 
population ever published”

Steven Reiss, Ph.D.

Psychotherapy 
for 

Individuals 
with  

Intellectual Disability

Edited by  
Robert J. Fletcher, DSW, ACSW

Foreword by Steven Reiss, Ph.D.

Psychotherapy for Individuals with Intellectual Disability
Edited by

Robert J. Fletcher, DSW, ACSW

This book provides the reader with insightful and useful ways to provide 
psychotherapy treatment for individuals who have intellectual disability (ID). It 
brings together all three modalities (individual, couple, and group), and a variety 
of theoretical models and techniques are discussed. The first section, Individual 
Therapy, offers a variety of approaches and techniques including dialectical 
behavioral therapy, positive psychology, mindfulness-based practice, and relaxation 
training. Also included in this section are chapters on specialty populations 
including victims of abuse, people who have Autism Spectrum Disorder, and people 
in mourning. The second section is a chapter on group therapy addressing trauma 
issues. The third section is on family and couple therapy. The fourth section covers 
chapters on research, ethics, and training. The individual authors are respected 
authorities in the field of providing psychotherapy treatment for persons with ID, 
and all have contributed to the professional literature. 

This book is a major contribution to the effort to make psychotherapy available 
to individuals who have ID and should serve to further stimulate interest in the 
provision of psychotherapy treatment for individuals who have ID co-occurring 
with significant mental health problems. 

About the Editor
Dr. Robert J. Fletcher is the Founder and Chief Executive Officer of NADD. 

He has earned an international recognition as an expert in providing services for 
individuals who have an intellectual disability co-occurring with significant mental 
health needs. Dr. Fletcher has over 35 years of clinical experience in providing 
individual, group, and family psychotherapy for persons with a dual diagnosis. 
He has lectured across North America as well as in Europe concerning mental 
health aspects in persons with intellectual disabilities. Dr. Fletcher is the author or 
editor of several books in the field including Therapy Approaches for Persons with 
Mental Retardation, and is the Chief Editor of the Diagnostic Manual – Intellectual 
Disability (DM-ID). 

“THE MOST COMPREHENSIVE DISCUSSION OF PSYCHOTHERAPIES  
WITH THIS POPULATION EVER PUBLISHED”

from the Foreword by Steven Reiss, Ph.D.     Psychotherapy for Individuals with Intellectual Disability      Edited by Robert J. Fletcher, DSW
, ACSW
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The Diagnostic Manual - Intellectual 
Disability (DM-ID): Improving the Diagnosis 
of Psychopathology in Individuals with 
Intellectual Disability
Rozemarijn Staal, Doctoral Candidate, Wright State University

The American Psychiatric Association (APA, 
2000) cites the prevalence rate for Mental Re-
tardation, now referred to as intellectual disabil-
ity (ID), as approximately 1% of the population. 
Studies report the prevalence rates of ID to range 
between 1% and 3% of the general population. 
These differing findings are more than likely due 
to variation in the definition and method used to 
obtain the diagnosis and the population studied 
(Fletcher, Loschen, Stavrakaki, & First, 2007b). 
Prevalence rates of ID may also vary because 
training in academic, social, adaptive, and vo-
cational skills can influence the applicability of 
the diagnosis over a person’s lifetime.  The Indi-
viduals with Disabilities Education Act of 1997 
set forth the standard that diagnosis should be 
determined based on a combination of cognitive, 
adaptive, or achievement measures, as well as 
clinical observation (Oakland, Mpofu, Glasgow, 
& Jumel, 2003). The difficulty lies in the fact that 
tool selection is up to the discretion of the clini-
cian, and there is little guidance or training with 
regard to which measures are most appropriate 
to make a diagnosis of ID based on the individu-
al’s level of functioning. 

Prevalence rates for co-morbidity of mental 
illness and ID in population studies range from 
10% - 39% for children and adults, making men-
tal illness three to five times more common in 
persons with ID than in persons without ID (Re-
udrich, 2010; Sevin, Bowers-Stephens, & Craf-
ton, 2003). Other data suggest that the use of 
specialized assessment tools for persons with ID 
results in higher rates of co-morbid psychiatric 
disabilities. For example, Cooper, Smley, Mor-
rison, Williamson, and Allan (2007) conducted a 
large population study and found that by using 
the Diagnostic Criteria for Psychiatric Disorders 
for Use with Adults with Learning Disabilities/
Mental Retardation (DC-LD), a diagnostic tool 
designed to diagnose psychopathology in individ-
uals with ID that compliments the International 
Classification of Diseases – 10th Edition (ICD-
10), more than twice the number of persons were 
identified with a co-morbid mental illness (35%) 

compared to the number identified by the ICD-
10 and the DSM-IV, which are both standard di-
agnostic tools. Other factors that may influence 
whether or not a psychiatric disorder is found in 
individuals with ID can be dependent on the age 
and gender of the individual, the level of experi-
ence the examiner has with individuals with ID, 
the setting in which the individual resides, and 
the treatment already in place (Sturmey, 2007). 

 Accuracy of Diagnosis of Psychopathology 
in Individuals with ID

A significant amount of research (e.g., Gustafs-
son & Sonnander, 2004; Reiss, 1990, 1994; Reis, 
Levitan, & Szysako, 1982; Rojahn, Warren, & 
Ohringer, 1994; Sturmey, 2007) indicates that it 
is difficult to make a reliable diagnosis of psy-
chopathology in individuals diagnosed with ID. 
This difficulty is due in part to linguistic barriers 
and difficulty separating symptoms of mental ill-
ness from the long-term consequences of abnor-
mal brain development, institutionalization, and 
learned behaviors, and the fact that many diag-
nostic tools rely on individuals’ ability to describe 
their symptoms verbally (Moss, 2001; Moss et 
al., 1998).  Impairment in communication ability 
makes it difficult to diagnose individuals with ID 
because a diagnosis must then be made on the ba-
sis of observable behaviors, changes in patterns 
of behavior, daily living skills, interests, social in-
teraction, and interpersonal relationships, with-
out reliance on verbal interactions (Moss, Emer-
son, Bouras, & Holland, 1997; Tongue, 2007). In 
addition, the adoption of a “cloak of competence,” 
which refers to a person’s attempt to hide the dis-
ability from others (Edgerton, 1967), and acqui-
escence bias, which refers to attempts to please 
the examiner and answer falsely or inaccurately, 
also factor into the evaluation process (Fletcher, 
Loschen, Stavrakaki, & First, 2007c).   

In most cases, clinicians often are heavily de-
pendent upon a third party informant’s report of 
symptoms in order to make an accurate diagno-
sis. The opinion of these persons may be unduly 
influenced by their own personality needs and re-
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lationship with the client (Reiss, 1993; Sturmey, 
2007) or the third party informant may not have 
the discrimination or language skills to report 
clinically relevant information accurately (Stur-
mey, 2007). Challenging or disruptive behaviors 
also can be attributed to the ID rather than po-
tential psychopathology (Reiss & Szyszko, 1983). 
Furthermore, clinicians rarely receive adequate 
training to diagnose psychiatric disorders in 
individuals with ID (Moss et al., 1997). Reiss, 
Levitan, and Szysako (1982) empirically demon-
strated a tendency to underestimate the signifi-
cance of problematic behaviors and called this 
phenomenon diagnostic overshadowing. This re-
search found that individuals with ID were less 
likely to be diagnosed with a psychiatric diagno-
sis than those who were not diagnosed with ID 
when identical behavioral symptoms were pres-
ent. That is, the clinicians identified the mental 
health symptoms as part of the cognitive deficit 
rather than as a separate mental health diagno-
sis. The degree to which behavioral disturbances 
are representative of diagnostic symptoms such 
as depression and anxiety rather than ID has 
been the subject of debate, especially in individu-
als functioning in the profound and severe range 
of ID (Fletcher et al., 2007c). 

Sovner (1986) identified four factors that rep-
resent the main difficulties in examination and 
interpretation during the clinical interview that 
influence selection of diagnoses, namely base-
line exaggeration, intellectual distortion, psy-
chosocial masking, and cognitive disintegration.  
Baseline exaggeration refers to the increase in 
frequency and intensity of pre-existing maladap-
tive behavior during the course of a psychiatric 
diagnosis. For example, there could be an in-
crease in destructive or aggressive behavior due 
to the impact of stress. Intellectual distortion re-
fers to the misinterpretation of unusual speech 
or thought processes due to poor cognitive or 
communication skills. Individuals with ID think 
very concretely and could affirm that they hear 
voices, because of a belief that the question re-
fers to hearing actual voices in their living envi-
ronment, even though the question is meant to 
refer to hearing imaginary voices.   Psychosocial 
masking refers to the effect of clinical presenta-
tion due to the individual’s developmental delay, 
creating difficulty identifying the features and 
target symptoms of psychopathology. In a manic 
individual with moderate ID, for example, it is 
possible that grandiosity might lead the individ-
ual to believe that he or she is capable of a skill 
that is beyond the person’s capability. Finally, 
cognitive disintegration refers to the misinter-

pretation of a patient’s extreme reaction to stress 
due to a lack of cognitive reserve to cope with an 
illness, which may lead the individual to become 
grossly disorganized and express psychotic-like 
symptoms when experiencing a mental disorder.  
The presence of those symptoms does not neces-
sarily mean that the individual should be diag-
nosed as psychotic, however, because the indi-
vidual’s reaction to stress must be taken into ac-
count prior to making a diagnosis (Sovner, 1986). 
It is clinically challenging to make a diagnosis of 
psychopathology in individuals with ID (Poind-
exter, 1996). There is still controversy surround-
ing the diagnosis of ID, because it challenges the 
dominant biomedical model of disability with its 
heterogeneous nature and multiple or unknown 
etiology. This controversy is particularly salient 
when it comes to making a diagnosis of mild ID 
(Sturmey, 2007).

Limitations of the DSM System. 
Most clinicians use the criteria of either the Di-

agnostic Manual of Mental Disorders or the In-
ternational Classification of Diseases to make a 
psychiatric diagnosis in individuals with ID. The 
system of diagnosing presented by the Diagnos-
tic and Statistical Manual relies on self-reported 
signs and symptoms to make a diagnosis, which 
research has shown is increasingly problematic 
as intellectual functioning level decreases (Rush 
& Frances, 2000). Fletcher et al. (2009) conclud-
ed that the Diagnostic and Statistical Manual 
does not adequately address “the issues of prob-
lem behaviors, behavioral phenotypes, inclusion 
of intellectually complex items within categories, 
or the pathoplastic effect that ID has on the psy-
chopathology that presents within categories,” 
meaning the influence that ID has on shaping the 
way that the mental illness is expressed (p. 968). 
Dykens (1995) defines a behavioral phenotype 
from a clinical perspective as “…a heightened 
probability that people with a given syndrome 
will exhibit behavioral or developmental sequel-
ae relative to others without the syndrome” (p. 
523). The American Psychiatric Association’s 
DSM was designed to identify symptoms in pro-
totypical clients as seen in the general clinical 
population (Poindexter, 1996), and this diagnos-
tic system is not designed to take into consider-
ation the intellectual and psychosocial deficits of 
individuals with ID. Categorical, dimensional, 
and etiological frameworks should be integrated 
in view of the complexities of making a psychi-
atric diagnosis in individuals with ID, meaning 
that ID must be included in the calculus of se-
lecting a diagnosis (Barnhill, 2003).  The applica-
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bility of traditional DSM criteria for individuals 
diagnosed with ID has been questioned, and the 
applicability of this diagnostic system becomes 
increasingly suspect as the severity of the ID in-
creases (e.g., Fletcher et al., 2009; Rush & Fran-
ces, 2000; Sturmey, 1995).  

The Diagnostic Manual – Intellectual Dis-
ability (DM-ID): A Clinical Guide for Diag-
nosis of Mental Disorders in Person’s with 
Intellectual Disability 

The National Association for the Dually Di-
agnosed developed The Diagnostic Manual –In-
tellectual Disability (DM-ID): A Clinical Guide 
for Diagnosis of Mental Disorders in Person’s 
with Intellectual Disability (Fletcher, Loschen, 
Stavrakaki, & First, 2007a) in association with 
the American Psychiatric Association in an at-
tempt to improve the accuracy of psychiatric 
diagnoses in individuals with ID. The DM-ID 
incorporates all the major diagnostic categories 
defined in DSM-IV-TR, is designed with a devel-
opmental perspective to help clinicians recognize 
symptom profiles in adults and children with ID, 
and provides clear examples of how symptom 
presentations can be interpreted. In addition, it 
provides information that will help clinicians dif-
ferentiate behavioral problems from psychiatric 
disorders. When applicable, the DM-ID adapted 
the diagnostic criteria of DSM-IV-TR with the 
use of an empirically-based approach, to assist 
clinicians in more accurately diagnosing mental 
disorders in individuals with ID. The authors of 
the DM-ID intended it to be used in conjunction 
with the existing criteria of DSM-IV-TR (Fletch-
er, Loschen, Stavrakaki, & First, 2007c). 

The DM-ID criteria for diagnosis are divided 
into three categories for applicability for indi-
viduals with Mild through Profound, Mild/Mod-
erate, and Severe/Profound levels of ID. Mental 
illnesses and subtypes for which adapted criteria 
from DSM- IV-TR have been adopted for individ-
uals with ID include Major Depressive Episode, 
Hypomanic Episode, Generalized Anxiety Disor-
der, Obsessive Compulsive Order, Somatization 
Disorder, Factitious Disorder, Dissociative Iden-
tity Disorder, Intermittent Explosive Disorder, 
Adjustment Disorder, and Antisocial Personality 
Disorder. The DM-ID provides suggestions on 
how the DSM criteria should be interpreted or 
applied to individuals with ID.  

DSM-IV-TR criteria are adapted by adding 
symptom equivalents, omitting symptoms, chang-
ing the symptom count or modifying symptom 
duration, and modifying the age requirements 
in order to meet criteria. In some instances, the 

DM-ID states that certain diagnostic criteria do 
not apply. In addition, the DM-ID provides ex-
planatory notes regarding assessment and evalu-
ation methods to assist clinicians in recognizing 
the common behaviors of intellectual disabilities, 
as well as differentiating behavioral problems 
from psychiatric disorders. The DM-ID also pro-
vides clear examples that assist diagnosticians 
in applying the modified criteria (Fletcher, 2008; 
Fletcher, Loschen, Stravrakiki, & First, 2007c). 
The following examples of adaptations of DSM-
IV-TR criteria were provided at a conference that 
included a lecture regarding the clinical utility of 
the DM-ID (Fletcher, 2008). 

An example where the DM-ID changed both 
the count and symptom equivalent in order for 
individuals with ID to meet DSM-IV-TR criteria 
can be found in the criteria for Major Depres-
sive Episode. DSM-IV-TR criteria state: “Five or 
more of the following symptoms have been pres-
ent during the same 2-week period and represent 
a change from previous functioning. At least one 
of the symptoms is either (1) depressed mood or 
(2) loss of interest or pleasure” (APA, 2000, p. 
356). The DM-ID modifies these criteria as fol-
lows: “Four or more symptoms have been present 
during the same 2-week period and represent a 
change from previous functioning. At least one of 
the symptoms present needs to be (1) depressed 
mood, (2) loss of interest or pleasure or (3) irri-
table mood” (Fletcher, 2008, p.15). 

An example where the DM-ID has omitted 
symptoms in order to meet DSM-IV-TR criteria 
can be found when looking at Obsessive Compul-
sive Disorder. DSM-IV-TR criteria for Obsessive 
Compulsive Disorder state: “the person attempts 
to ignore or suppress such thoughts, impulses or 
images, or to neutralize them with some other 
thought or action” (APA, 2000, p. 462). The DM-
ID has omitted symptoms in order for individuals 
with ID to meet DSM-IV-TR criteria for Obses-
sive Compulsive Disorder. For example, for in-
dividuals with mild or moderate ID, the DM-ID 
criteria state: “The person’s attempts to ignore or 
suppress thoughts may not be possible to deter-
mine due to cognitive and communicative defi-
cits” (Fletcher, 2008, p.15). 

An example where the DM-ID has modified 
the symptom duration can be found when look-
ing at Intermittent Explosive Disorder. DSM-IV-
TR criteria for Intermittent Explosive Disorder 
include “Several discrete episodes of failure to 
resist aggressive impulses that result in serious 
assaultive acts or destruction of property” (APA, 
2000, p. 667). The DM-ID adapted the criteria for 
this diagnosis for mild to profound ID and states: 
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“Frequent episodes that last for at least two 
months of failure to resist aggressive impulses 
that result in serious assaultive acts or destruc-
tion of property” (Fletcher, 2008, p.16).

An example where the DM-ID has modified the 
age requirement in order to meet diagnostic cri-
teria can be found when looking at Specific Pho-
bia. The DSM-IV-TR criteria for Specific Phobia 
include: “In individuals under the age 18 years, 
the duration is at least 6 months” (APA, 2000, 
p. 449). In the DM-ID, the criteria have been 
adapted for severe to profound ID and state: “In 
individuals under age 18 years and people with 
ID, the duration is at least 6 months” (Fletcher, 
2008, p.16). For individuals with mild to moder-
ate ID the DSM-IV-TR criteria were not modi-
fied.  

Conclusion
The difficulty with making an accurate diag-

nosis of psychopathology in individuals with ID 
lies in the fact that there is no “gold standard” or 
expert consensus that has established the best 
practice in the field that should be used to obtain 
an accurate diagnosis. While the DM-ID is avail-
able as a supplemental diagnostic tool, and re-
search into the clinical utility has indicated that 
it is a valuable resource for clinicians, as of yet 
no research has evaluated the validity of adding 
the DM-ID criteria to the traditional diagnostic 
system, because this resource is relatively new. 
Further research into the validity of the DM-ID 
that demonstrates improved psychiatric diag-
nostic accuracy for individuals diagnosed with 
ID may lead to the use of this tool as a standard 
in clinical practice and consequently lead to the 
establishment of a much needed “gold standard” 
when it comes diagnosing psychopathology in in-
dividuals with ID and improvement in treatment 
outcomes for this population.
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Abstract
The Recovery movement has been gaining more 

ground across Ontario’s mental health system 
(Ministry of Health and Long-Term Care) since 
the 1990s. The developmental service system 
(Ministry of Community and Social Services) has 
utilized many similar philosophies for decades 
under the auspices of Normalization, Communi-
ty Living, and Person-Centred Planning. Despite 
their similarities, their practical application 
across the two systems is fraught with barriers 
for persons with a dual diagnosis (persons with 
developmental disabilities and mental illness). 
Recognizing this, a regional, community-based 
psychiatric outreach service for people with a 
dual diagnosis engaged in a recovery self-assess-
ment exercise to review their own work and iden-
tify quality-improvement measures. 

The Background
There was a philosophical shift in mental 

health care in the early 1980s with the publica-
tion of a major study that demonstrated that the 
course of severe mental illness was not an inevi-
table deterioration (Harding, Harding, Brooks, 
Asolaga, & Breier, 1987). There have also been 
several first-person accounts by consumers who 
described their experiences of mental illness and 
how they had managed to emerge intact or re-
cover (Deegan, 1988; Houghton, 1982; Jacobson 
& Greenley, 2001; Unzicker, 1989). 

Although it has been variably defined, 
most conceptualizations recognize that 
recovery is a highly personal process 
and one that may continue throughout 
a person’s life. Most definitions of recov-
ery include several of the following ele-
ments: hope and faith, self-management 
and autonomy, restoration and personal 
growth, tolerance and forgiveness, adapt-
ability and capacity to change, personal 
responsibility and productivity, peer sup-
port and community life, dignity and self-
respect, acceptance and self-awareness, 
honesty, humility and trust (Sowers, 
2005, p 759).

The application and measurement of recovery 
is, however, open to criticism as there is little 
literature available beyond case reports (Mary 
O’Hagan, opening remarks at International Re-
covery Perspectives Conference on November 16, 
2006 in Toronto, Ontario), which is at odds with 
the current emphasis on “evidence based prac-
tices” approaches to service planning. To add to 
the confusion, various countries, systems, and 
organizations have embraced recovery to varying 
degrees and by varying means. For example, the 
American literature from the 1980s and 1990s 
is described as having an emphasis on the indi-
vidual process of recovery whereas the literature 
from New Zealand has focused on both individual 
process (for example, through connection with 
one’s own culture as a key to recovery) as well 
as on human rights, advocacy, and service user 
partnerships with professionals at all levels of 
services (O’Hagan, 2004). 

Within the mental health field, many see re-
covery as not relevant to persons with a develop-
mental disability or dual diagnosis, as they are 
not seen as candidates for recovery. The devel-
opmental disabilities sector, however, has for de-
cades embraced a philosophy which is consistent 
with the recovery movement through the work 
of people like Jean Vanier. In 1964, Jean Vanier 
opened the first L’Arche community, which of-
fered people with developmental disabilities, who 
otherwise would have been institutionalized, the 
opportunity to live in the community (L’Arche. 
2008). This community adopted normalization 
principles and social role valorization (SRV) 
(Wolfensburger, 1972, 1983), which emphasized 
creating valued roles and supporting people in 
society. The similarities between the recovery 
philosophy and social role valorization/normal-
ization would suggest there exists a shared un-
derstanding of these values and cross-fertiliza-
tion of professional knowledge and practice, as it 
applies to people with a dual diagnosis. 

Ironically, there is evidence that suggests 
that, at times, the recovery philosophies that 
apply to a person’s developmental disability do 
not always follow the person if that person ex-
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periences a mental health concern. In 2003 and 
2005, reports were released that detailed find-
ings from research into persons with a dual di-
agnosis living in Ontario’s 9 specialty psychiatric 
hospitals (PPH) (Lunksy, et al, 2003; Lunksy & 
Puddicombe, 2005). Among the key findings, it 
was noted that persons with a dual diagnosis are 
over-represented in the psychiatric hospital cen-
sus, with as many as 13% of users having a dual 
diagnosis. Further, these users have longer stays, 
higher needs (especially in the areas of self-care, 
aggression, and security/management issues), 
and fewer social supports. A significant propor-
tion of inpatients with a dual diagnosis (37%) 
have been in hospital for longer than 5 years. 
They tend to be inpatients not because of the se-
verity of their difficulties, but because there are 
no appropriate places to discharge them (Lunsky 
& Puddicombe, 2005). The limited spectrum of 
services, inadequate inter-ministerial collabora-
tion, shortage of appropriate housing, and lack 
of knowledge, expertise, and human resources as 
well as aggression/challenging behavior were all 
cited in the research as key determinants of hos-
pital admission and prolonged hospital stays for 
this population. 

In our own regional tertiary care psychiatric 
hospital in Northeastern Ontario, our service re-
viewed the needs of people with a developmen-
tal disability who were inpatients in the longer 
stay “rehabilitation” units (2007). There were 
19 people out of a total of 61 in the general cen-
sus (or 31%) with a developmental disability. 
This was proportionately greater than the 1998 
census that showed that 24% of inpatients had 
a developmental disability. Of the 19 individu-
als reviewed clinically, only 3 were identified as 
requiring continued hospitalization while the 
others were deemed appropriate for discharge. 
When these individuals were presented for con-
sideration at community residential access com-
mittees, they were not, however, considered a 
priority, as they had accommodations, ultimately 
resulting in prolonged hospital admissions.

As well, there is a paucity of research when 
it comes to recovery, as it pertains to dual diag-
nosis. A literature review using the keywords 
“recovery” and “dual diagnosis,” “developmen-
tal disability,” “mental retardation”, “intel-
lectual disability” and “mental illness” via the 
research database, EBSCO, yielded very few 
results. Scholars Portal search query using the 
key words: “mental health recovery” yielded 180 
results in multiple databases, but using “mental 

health recovery and intellectual disability” yield-
ed 0 results, and using “mental health recovery 
and developmental disability” yielded 4 results, 
none of which actually pertained to the query. A 
review of two leading journals in the field of dual 
diagnosis, Mental Health Aspects of Developmen-
tal Disabilities and The NADD Bulletin yielded 
one reference to the utilization of recovery phi-
losophy in the mental health care of persons with 
a dual diagnosis. Finally, a review of the last 10 
years of a leading journal focusing on recovery, 
Psychiatric Rehabilitation Journal, also failed to 
locate an article cross referencing recovery phi-
losophy applied to those with a dual diagnosis. 
In terms of the application of the recovery phi-
losophy, the research that does exist focuses on 
either recovery of people with developmental dis-
abilities from childhood sexual abuse using group 
therapy (Clare & Grant, 1994; Sgroi, 1990) or on 
the efficacy of various medications on symptoms 
of mental illness (Moriyama, Notomi, Nakagawa, 
& Yoshida, 2004).  

Recognizing the above limitations and the 
lack of application of recovery to persons with a 
dual diagnosis, our service explored the degree 
to which we incorporated recovery philosophies 
within our work. This was achieved by using a 
self-assessment questionnaire to explore not only 
our own knowledge of recovery philosophies, but 
also its application in our day-to-day work. The 
hope was that by examining this goals for quality 
improvement would follow. 

Service Description
The Developmental Disabilities Service (DDS) 

is a regional specialized mental health program 
of the Northeast Mental Health Centre (NEM-
HC). Located in Northeastern Ontario, the DDS 
team provides psychiatric assessment and con-
sultation to adults with an identified develop-
mental disability and suspected serious mental 
illness. The service covers a vast geographical 
area that is mostly rural. To overcome barriers 
due to geography and limited human resources, 
the service utilizes a “Hub and Spoke” model of 
care whereby the Hub, or core office, which con-
sists of two psychiatrists, two program secretar-
ies, a mental health clinician, and a co-ordinator) 
in North Bay, partners with district-based men-
tal health clinicians located in key communities 
throughout the region and hosted by community 
mental health agencies. These clinicians, who 
are located in the districts of East Parry Sound, 
Algoma, Nipissing, Temiskaming, and Cochrane, 
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assist in ensuring our service is accessible, rel-
evant to community needs, and able to promote 
community partnerships and promote capacity 
building. 

With district-based clinicians, the client/refer-
ral source’s first contact with the service is with a 
familiar face that is able to navigate local service 
delivery systems for that person’s specific needs. 
The clinician is the point of contact from refer-
ral through the intake assessment process and 
thereafter works in partnership with the consult-
ing psychiatrist to optimize the assessment and 
consultation process. The psychiatric assessment 
takes place typically in the form of clinic days 
scheduled in the district, which may include of-
fice appointments or often appointments in the 
client’s own home environment. The clinician 
provides follow-up with clients during the ap-
plication of the treatment plan and participates 
with other providers to ensure a holistic approach 
to care, while connecting with the consulting 
psychiatrist weekly for clinical supervision. In 
addition to their clinical work, district-based cli-
nicians strive to meet the specific needs of their 
communities, whether it is delivering dual diag-
nosis education to front line staff, participating 
on local Human Rights or Front-Line Mental 
Health Workers committees, or spearheading a 
district-wide abuse prevention policy and educa-
tion for self-advocates.

To optimize communication amongst the team, 
monthly team meetings occur via teleconfer-
ence, there are frequent onsite clinics with the 
consulting psychiatrist, and the service manager 
visits each district annually and is in contact via 
phone and email regularly. Ad hoc phone calls 
and emails are used to share resources and areas 
of expertise. The team, although separated geo-
graphically, enjoys celebrating each other’s mile-
stones, special days, and specific interests. The 
team meets in person twice a year for study days 
for training and education opportunities, and it 
was in the context of a recent study day that the 
self-assessment occurred.

Method
Many practitioners are asking them-
selves how they can integrate recovery 
concepts into their work. In many in-
stances, the needed changes are sub-
tle and can be incorporated through a 
greater understanding of our own beliefs 
about our work and the manner in which 
we relate to individuals seeking our help 

(State of Connecticut Department of 
Mental Health and Addictions Services, 
2003). 

The DDS team had previously explored recov-
ery philosophies during team meetings and was 
therefore eager to explore recovery further. They 
engaged in a process of evaluating their clinical 
and personal experiences and how this related to 
the services they provide. This process was not 
intended to be a program review but rather an 
informal self-reflection exercise. 

To accomplish this, two DDS team members 
combined existing recovery self-assessments, ar-
ticles about elements of recovery (State of Con-
necticut Department of Mental Health and Addic-
tions Services, 2003), and literature on guidelines 
for recovery-oriented services (Sowers, 2005) to 
create their own recovery self-assessment ques-
tionnaire for the team (refer to Appendix A), 
which served to provide structure for the individ-
ual reflections. Given the geographical area and 
the need for the team to complete the question-
naire in advance of the scheduled study day, the 
questionnaire was distributed via Survey Monkey 
(SurveyMonkey.com, n.d.), which is a confidential 
online tool. Each staff was asked to rate him- or 
herself as a service provider. The online tool tabu-
lated the results for DDS as a whole. 

Findings
The three principles that the team most close-

ly identified with included: collaboration with 
others, spending time with the client and/or care-pending time with the client and/or care-
givers evaluating treatment plans, and incorpo-
rating key concepts of recovery in day-to-day work 
respectively. These results were not surprising, 
as these are an integral part of the DDS’s val-
ues and vision. As well, they continue to guide 
the DDS’ approach to service delivery. From its 
inception, one of the primary goals of the DDS 
was to collaborate with others. This has been 
achieved by creating and developing partner-
ships with MoHLC and MCSS transfer payment 
agencies as well as numerous other partners 
including the clients, their families, and loved 
ones. It has been the DDS’s experience that when 
there is active participation from the partners, 
the client achieves greater success overall. With 
respect to spending time with the client and/or 
caregivers evaluating treatment plans, the very 
nature of DDS’s work involves regular meet-
ings with the clients and their supports to dis-
cuss their concerns and provide information on 
the various treatment options, to ensure that the 
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client has optimized community supports and 
that all areas of the person’s life are considered. 
The ongoing follow-up provided by the mental 
health clinicians and psychiatrist provides an op-
portunity to review these plans on a regular basis 
to ensure that the needs are being met and the 
goals are being achieved. As with the two previ-
ous philosophies, incorporating key concepts into 
our work has continued to be at the forefront of 
service delivery. The treatment plans include not 
only psychiatric concerns, but also attempts to 
address other areas of the person’s life. Environ-
mental, social, and support issues must be con-
sidered and addressed. Moreover, it is essential 
to capture the experience and knowledge that the 
client and his or her caregivers have regarding 
strengths, successful coping strategies, needs 
and wants, as well as struggles and challenges. 

The three principles that the team least identi-
fied with included: inquiring about previous voca-
tional/educational experiences, discussing sexual 
and spiritual needs and interests, and incorpo-
rating recovery philosophy in day-to-day life re-
spectively. It has been the DDS’s experience that 
traditional types of vocational opportunities are 
fading for people with intellectual disabilities. 
There are limited spaces within workshops, sup-
ported employment programs, and educational 
opportunities. Despite the principles of Person-
Centred Plans, Normalization, and SRV, the 
fact remains that people with Intellectual Dis-
abilities continue to encounter further barriers 
to recovery. In the article, “Reported Barriers to 
the Implementation of Person-Centred Planning 
for People with Intellectual Disabilities in the 
UK,” facilitators were asked to rate the extent to 
which 23 potential barriers stood in the way of 
the goals set at person-centered planning meet-
ings. The most prevalent barriers noted were: 
reluctance of people in the local community to 
give their time and support, limited choice of day 
services, and waiting lists for services (Robertson 
et al., 2007). Based on team discussions, similar 
community and systemic barriers have been 
identified within this service’s catchment area, 
and this was believed to be in part, responsible 
for the minimal focus on the client’s vocational/
education experiences. With respect to discuss-
ing sexual and spiritual needs and interests, the 
team considered the sensitivity of these topics to 
both clinician and client as a potential deterrent 
to discussion. It was recognized, however, that 
it is important to create opportunities for these 
conversations. 

People with developmental disabilities 
are sexual beings and have the right to be 
sexual; sex and sexuality are positive as-
pects of all people’s lives; and it is our re-
sponsibility and duty as professionals to 
provide persons who have developmental 
disabilities with support and information 
about sexuality (McLaughlin, 2004). 

In terms of spiritual needs, in her book Angel 
Unaware: A Touching Story of Love and Loss, 
Dale Evans Rogers (2004) eloquently speaks 
about how her daughter’s disability strength-
ened her family’s faith, and through her how 
they grew in grace. Spirituality is individu-
alized and can also include closeness to earth 
and interconnectedness with self, others, and 
other areas which promote integrity and per-
sonal meaning in life (Mount, Lawlor, & Cassell, 
2002). It was recognized that for many, spiritu-
ality is the cornerstone of recovery. The team 
did concur that, for the most part, working with 
people with developmental disabilities is very 
spiritual work. Like Jean Vanier (2003), by 
spending time with people with developmental 
disabilities, we become more human. Finally, in 
considering how the team members incorporate 
recovery philosophy into their day-to-day life, it 
was agreed that team members were skilled at 
extending hope to others, but not necessarily to 
themselves. There was also the perception that 
being viewed as being the “expert” limited their 
willingness to ask for help.  

Discussion
The DDS is committed to continually evolving 

in their practice in order to best meet the needs 
of the people that they service. The results from 
the DDS self-assessment questionnaire provided 
the team with an opportunity not only to exam-
ine their strengths, but also to explore the areas 
in which they could continue to improve. This 
resulted in the following quality improvement 
suggestions.

In terms of vocational/educational experienc-
es, the team made a commitment to be more ex-
plicit about inquiring not only about the client’s 
aspirations and interest, as it relates to voca-
tional and education issues, but also about other 
roles in the community where the individual saw 
himself or herself as being able to make a valu-
able contribution. Although these considerations 
fall outside the scope of the DDS’s direct service 
provision, the DDS team believes that it is es-
sential to consider opportunities for meaningful 
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roles beyond referrals to vocational services with 
lengthy waiting lists, as it can have an impact on 
the person’s recovery. The DDS team members 
also committed to acting as a resource to the in-
dividual in these pursuits. 

As it relates to discussing sexual and spirit-
ual needs, the team agreed that, although these 
topics may differ, they do have some similarities 
in that these conversations can be difficult and 
awkward to broach and therefore are often dis-
cussed in an indirect manner. The team agreed 
that it was important to provide opportunities for 
the people to discuss sex and sexuality as well 
as spirituality and beliefs. In discussing this, it 
was determined that the DDS intake assessment 
would be used as a springboard for broaching 
these sensitive topics. Using the existing ques-
tions related to medical issue, medications, and 
relationships would ensure that sexual needs 
and spirituality are not overlooked; for example, 
asking about levels of intimacy within the con-
text of the individual’s relationships, asking 
about sexual dysfunction in the context of medi-
cation side effects, and asking about the individ-
ual’s spiritual needs. Once this dialogue begins, 
it is hoped that there could be further exploration 
of the individual’s needs, wants, and aspirations.

The Recovery Self-Assessment exercise provid-
ed the team with an opportunity to explore how 
recovery principles can be utilized within their 
own lives. In recognizing that promoting recov-
ery in their work was meaningful, team members 
agreed that as professionals it was equally im-
portant to incorporate these principles in their 
day-to-day lives and that this was a learning pro-
cess. To achieve this, one would ideally engage 
in a process of observing and reflecting on his or 
her actions that either support or impede recov-
ery principles within his or her life, and make 
changes as needed.

In retrospect, the team acknowledged that 
there were limitations to this exercise. The recov-
ery self-assessment questionnaire was the result 
of combining a number of existing assessments 
and articles on recovery and therefore posed po-
tential limitations in that the team may have ex-
cluded relevant recovery elements or questions. 
Consequently, the ensuing discussions did not 
fully capture all elements of a recovery-oriented 
service. Despite this, the team was committed 
to making changes to be as recovery-focused as 
possible and to continue with ongoing learning 
and sharing of how recovery principles could be 
implemented into their practice. 

Conclusion
This exercise demonstrates the applicability 

of recovery principles in a dual diagnosis service 
and the utility of examining strengths as well as 
areas to improve as quality improvement mea-
sures. Similarly, self-assessment exercises such 
as the questionnaire utilized by the DDS team 
could be used in any developmental disability or 
dual diagnosis service, whether it be community- 
or hospital-based. Looking at recovery principles 
at work across the entire continuum of supports 
for people with a dual diagnosis could assist dif-
ferent services to speak a common language and 
to work toward common goals, and thus be a 
powerful catalyst for minimizing barriers to cli-
ents’ movement across the continuum.
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APPENDIX A 

Question Strongly 
Disagree Disagree Agree Strongly 

Agree
Don’t 
Know

Not  
answered/
skipped 
question

1. I am knowledgeable about what it means to offer recovery-oriented services.      

2. I incorporate key concepts in my work with clients, such as hope, personal 
responsibility, education, self-advocacy and support. 

      

3. Recovery is a concept that can be easily incorporated in my day to day work.       

4. Recovery is a deeply personal experience in which the individual determines their own 
definition of recovery, including making their own treatment and life choices when capable. 

      

Never Sometimes Usually Often
Does 
not 
apply

Not 
answered/
skipped 
question

5. I convey a sense of hope to clients seeking DDS services.       

6. In my work I ask about my client’s interests, wishes, hopes and dreams.       

7. I teach skills and strategies for dealing with psychiatric symptoms. I enlist others (i.e. 
client, caregiver, family, professionals etc.)in this process. 

      

8. I make a conscious effort to identify the client’s strengths and incorporate this in the 
overall treatment process. 

      

9. I inquire about the client’s previous vocational or educational experiences and build 
upon these whenever possible. 

       

10. I explore and help to resolve barriers that impede the client’s engagement in services 
(intra-agency as well as within the community at large). 

      

11. I consider the role culture (i.e. faith, family, language etc.) may play in the client’s life 
and I am sensitive to the ways that it may impact or influence them. 

      

12. I collaborate with others (i.e. client, service providers, caregivers etc.) as per their 
wishes and consent, and whenever possible, in the development of the client’s overall 
treatment goals. 

     

13. I spend time with the client and/or caregivers evaluating the effectiveness of 
the proposed interventions/plan and I am willing to solicit open feedback regarding 
modifications they believe will be useful. 

      

14. I believe it is important to incorporate and practice recovery principles in my daily life.       

15. I develop crisis plans, alongside consumers and/or caregivers, employing a 
progression of interventions designed to de-escalate volatile situations. 

      

16. I have a process in place to inform clients and/or their caregivers regarding the 
treatment plan options, and to discuss the pros and cons of each, prior it being 
implemented. 

      

17. Most of the service I provide is in the client’s natural environment (i.e. work, home, 
school).

      

18. The client is given the opportunity to discuss their sexual and spiritual needs and 
interests. 

      

19. Consumers, caregivers and community agencies are given the opportunity to provide 
input into the service via satisfaction measures, which help to guide service quality 
improvement projects. 
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Neuroscience Reviews

What Fragile X Syndrome Is Teaching Us 
About How Genes Function? Part I
Jarrett Barnhill, M.D., DFAPA, FAACAP
Lombroso, P.J. & Ogren, M.P. (2008). Fragile X 

syndrome: Keys to the molecular genetics of 
synaptic plasticity. Journal of the American 
Academy of Child and Adolescent Psychia-
try, 47(7), 736-39.

Ogren, M.P. & Lombroso, P.J. (2008). Reversing 
the effects of Fragile X syndrome. Journal 
of the American Academy of Child and Ado-
lescent Psychiatry, 47(8),863-7.

The next three articles will focus on the rap-
idly changing and increasingly esoteric world of 
gene-environmental interactions. Compared to 
the simple genetic models proposed by Mendel, 
this new stuff requires us to boldly leap where 
most non geneticists are gasping for air. My job 
is to translate these exciting research findings in 
Fragile X and gene-environmental interactions 
into plain English.

Fragile X (FRAXA) is the common inherited 
form of moderate-severe intellectual disability. 
The original clinical descriptions of FRAXA fo-
cused on males with dysmorphic facial features, 
testicular enlargement at puberty, joint hyper-
extensibility, intellectual disability, and an in-
creased prevalence of complex partial seizures. 
Most of us are also familiar with the later con-
cept of the FRAXA behavioral phenotype: gaze 
aversion, social anxiety and avoidance behaviors, 
speech and language disorders, and co-occurring 
autism (16% FRAXA with ASD). For many years 
we augmented this descriptive approach with 
chromosome analyses. These studies pinpointed 
the fragile site on the “X” chromosome as the 
defining characteristic.  But it didn’t take long 
for geneticists and clinicians to realize that we 
were missing something—the heterogeneity of 
FRAXA challenged the validity and sensitivity of 
this approach.   

Advancing technology, new data from molecu-
lar genetics and recognition of the importance 
of FMR1 protein provided new insights into the 
pathophysiology of FRAXA. From these studies 
we learned that FRAXA was a syndrome asso-
ciated with an expansion of repeating trinucleo-
tide sequences of DNA (>200 repeats of Cytosine 
Guanine Guanine (CGG) in a region of a gene de-
voted to the production of the FMR-1 protein. In 

non jargon terms Fragile X could be recognized 
as a structural abnormality in the basic three nu-
cleotide language of gene action. Ultimately this 
expansion derailed the regulation and synthesis 
of FMR-1 protein. 

Additional research linked the increased 
length of these CGG repeats and reduced lev-
els of FMR1 protein to an increased likelihood 
of severe ID, dysmorphology, and behavioral 
phenotype noted above. These observations also 
pointed to an incompletely understood phenome-
non—these mothers were carriers of   expanding 
CGG repeats and passed them on to their male 
offspring. The complete expression of the FRAXA 
phenotype was only part of the story. There were 
many additional wrinkles such as: 
1. When compared to control mothers, female 

carriers inherited longer CGG sequences (pre-
mutational forms) from their fathers,

2. These segments were more likely to expand 
during meiosis and ova formation in  these 
pre-mutational mothers, 

3. Some pre-mutational mothers and daughters 
revealed subtle deficits in cognitive and social 
behavior when compared to non affected fe-
males, 

4. Some female offspring of pre-mutational moth-
ers developed the full syndrome (FRAXA) 
based on the well-known process of inactivat-
ing an X-chromosomes during early in embry-
ological development (Lyon-ization). 

5. Some neuro-typical males with expanded 
CGG sequences were at risk for developing 
a syndrome associated with tremors, ataxia, 
mental disorders, and dementia later in life. 

6. Other forms of FRAX suggested that the ge-
netics of FRAXA involved more than quanti-
tative differences in CGG repeats.   

Our understanding of how all of this occurred 
leaped forward with the discovery of the role 
played by DNA-methylation in FRAXA. The ex-
tended CGG sequences attracted enzymes (meth-
yltransferases) that stuck methyl groups on the 
cytosine nucleotides in the sequence. A critical 
number of methylated trinucleotide repeats de-
railed the DNA polymerases, preventing them 
from transcribing DNA into RNA. In FRAXA, 
methylating DNA was like hitting the off switch 
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US Public Policy Update

The Need for Trained Personnel to Provide 
Care to Individuals with IDD/ MI Who Reside 
in State Operated Psychiatric Facilities
William Gardner, Ph.D.

As a component of litigations filed in state and 
federal courts, a central finding of mental health 
system evaluations has been the general absence 
or inadequacy of staff training to treat persons 
with ID who also present with psychiatric/be-
havioral issues. Simply stated, staff, ranging 
from daily care to professional, did not have the 
knowledge or skills to provide adequate psychiat-
ric, psychosocial treatment and related support 
services to persons with ID. Mental illness treat-
ment models, deemed appropriate when used 
with acute psychiatric and related behavioral is-
sues with inpatients without ID, were routinely 
used in the diagnostic, treatment planning, and 
treatment delivery process with patients with 
ID. This resulted in poor, and sometimes harm-
ful, care.

As a result of this lack of sensitivity to the spe-
cific medical, psychiatric, and psychological needs 
of persons with ID, persons with ID and mental 
health issues frequently were misdiagnosed and 
provided treatment and related support servic-
es that not only were inappropriate but also in 
numerous instances resulted in intensifying the 
psychiatric and behavioral issues. An excessive 
use of medication and other management/control 
procedures were substituted for more adequate 
psychiatric and psychosocial treatments. In addi-
tion, once deemed “unresponsive” to generic men-

tal health approaches, many of the individuals 
reviewed were not considered able to make the 
progress needed to return to community life. 

These findings involving a number of mental 
health systems in a number of west coast, mid-
west, and east coast states resulted in settlement 
agreements involving state and/or federal courts 
to provide, among other improvements, special-
ized training to both professional and daily care 
support staff. 

Two illustrations of the changes in staff train-
ing that resulted from these litigations are of-
fered to demonstrate the types of policy changes 
needed (a) to insure that current staff are trained 
to provide adequate treatment and related sup-
ports for individuals with ID and (b) to provide 
an ongoing process for insuring that staff remain 
current and that future staff are trained as an 
essential component of the hospital’s staff devel-
opment program.

The initial example involves the specialized 
treatment unit (Habilitative Mental Health 
Treatment Program-HMHTP) for persons with 
ID at Western State Hospital in the State of 
Washington. All persons with ID admitted to the 
hospital for psychiatric/behavioral issues diag-
nostic and treatment services are provided care 
and treatment within and by staff of a special-
ized unit (HMHTP).  The related training policy 

on the promoter regions of the gene responsi-
ble for the FMR-1 protein. This error cascaded 
through a series of steps that resulted in prob-
lems transporting RNA (FMR1’s job) to dendrites 
for localized protein synthesis. This misstep is 
critical to the development of FRAXA.   

We will return to this specific dendritic mal-
function in later articles. It is sufficient for now 
to provide only deep background for FRAXA. As 
part of this series we will also peek into the ba-
sic molecular genetics of other gene-environment 
interactions. This exploration leads us into the 
realm of epigenetics—the process of changing 

gene expression (phenotype) without chang-
ing the DNA sequences (genotype).  Epigenetic 
changes play a critical role in neuroplasticity. 
Neuroplasticity plays a central role in learning 
(long term potentiation and depression) and ul-
timately cognitive development and behavior. 
Epigenetic processes are critical to brain devel-
opment and function. In this sense FRAXA is but 
one illustration of this process gone awry. 

For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu. 
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defined the core competencies and process of in-
suring that the current and future HMHTP staff 
acquire these and remain current. The Policy 
specifies content areas within (a) the required 
hospital orientation and discipline specific orien-
tation (e.g., Management of Aggressive Behav-
iors; Use of Non Restrictive Interventions; Crisis 
Communication; Positive Behavior Support Mod-
el; Trauma Informed Care, (b) initial specialized 
competencies (e.g., Habilitative Mental Health; 
Presentation of Mental Illness in the Context of 
ID; Understanding Challenging Behaviors, (c) 
advanced competencies (e.g., Monitoring of Side 
Effects Scale; Autism; Advanced Training of Psy-
chiatric Presentations in ID, and (d), specialized 
training of clinical team members (e.g., Anxiety; 
Sleep Disorders; Medication Regime/Off Label 
Use; Pros/Cons of Polypharmacy; Appropriate 
Use of PRNs). 

A second example of staff training efforts that 
resulted from a recent agreement filed with the 
federal court involves the state psychiatric hos-
pital system within Pennsylvania. In recogniz-
ing the training needs for hospital staff serving 
inpatients with ID and concurrent psychiatric/
behavioral issues, each of the six state hospitals 
has developed a Comprehensive Dual Diagnosis 
Training Plan for staff members, peers, fam-
ily members, and advocates that are part of a 
recently developed Multidisciplinary Team for 
Residents with Intellectual Disabilities (MTIDs). 
The MTID at each state hospital has the respon-
sibility for monitoring the treatment and dis-
charge of individuals with ID. 

Minimum membership of the MDIT in each 
hospital consists of psychiatrists, physicians, 
psychologists, nurses, vocational therapists, oc-
cupational therapists, and social workers from 
the Mental Retardations Centers and Mental 
Health Hospitals, County Staff, Office of Devel-
opmental Programs, and interested others, in-
cluding family members. All state hospital direct 
care and clinical staff members (who need this 
training to perform their duties) will be provided 
with specialized training.  

The Training Plan consists of multiple levels in 
which the training topics are geared to the staff 
member’s roles, addressing the unique responsi-
bilities of each type of staff person. The Plan in-
cludes mandatory introductory training of all new 
state hospital staff members (who require this 
training to perform their assigned duties) as part 
of their orientation. A number of training topics 
specific to various professional and support staff 
are designated in the Plan.  Examples of topics in-
clude:  learning and treatment challenges of resi-
dents with ID, integrated mental health treatment 
model, trauma-informed care, objective means of 
evaluating treatment outcome data, appropriate 
candidates for psychotropic drug regimens, use of 
multiple drugs in the same consumer, PRN/STAT 
medications, empirically-based psychosocial ther-
apies for persons with ID; psychopathology in 
persons with ID, Positive Behavior Supports, and 
individualizing incentive systems.

In many locations in the U.S., state-operated 
psychiatric facilities continue to serve as the 
safety net for the community to provide treat-
ment to those with severe and persistent mental 
health needs, including those with ID. It is essen-
tial to insure that individuals with co-occurring 
ID and mental illness who are admitted to state 
inpatient facilities receive appropriate and active 
treatment. This cannot occur without trained 
personnel.  It is essential that policy makers ad-
dress the need for training and ongoing expert 
consultation in facilities that are used to treat 
this population in order to ensure that effective 
care takes place and to avoid unnecessarily long 
term placements and harmful outcomes.

For further information, please contact Dr. 
Gardner at:  wgardner@wisc.edu .

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

Ethics
The competent direct support professional 

(DSP) is knowledgeable, skilled, experienced, and 
guided by ethics. In developing the NADD DSP 
certificate the NADSP Code of Ethics was adopted 
as a component of certification.  This code is vali-
dated and broadly accepted by DSPs and others 
in the field.  Applicants for NADD certification 
will be required to sign the code and demonstrate 
the ability to incorporate ethics into practice dur-
ing the certification evaluation process.

National Alliance of Direct Support 
Professionals Code of Ethics

Preamble
Direct Support Professionals (DSPs) who sup-

port people in their communities are called upon 
to make independent judgments on a daily basis 
that involve both practical and ethical reasoning. 
The people who assume the support role must ex-
amine and call upon values and beliefs, as well 
as creative vision, to assist them in the complex 
work they perform. 

A primary purpose of the DSP is to assist peo-
ple who need support to lead self-directed lives 
and to participate fully in our communities and 
nation. This emphasis on empowerment and par-
ticipation is critical because the prejudices of so-
ciety form powerful barriers that prevent many 
people with mental or physical disabilities from 
enjoying a high quality of life. And, too often, the 
very social policies and service systems designed 
to help can create other barriers. 

Therefore, it must be the mission of the DSP 
to follow the individual path suggested by the 
unique gifts, preferences, and needs of each per-
son they support, and to walk in partnership 
with the person, and those who love him or her, 
toward a life of opportunity, well-being, freedom, 
and contribution. Unfortunately, there have been 
no set criteria to guide these journeys as there 
are for other professional groups (such as doctors, 
nurses, service coordinators, and social workers) 
who have intimate knowledge of and responsibil-
ity for another person’s emotional, financial, or 
physical being. There is no other position today 
in which ethical practice and standards are more 
important than direct support. DSPs are often 
asked to serve as gatekeepers between people 
needing support and almost every aspect of their 
lives, including access to community, personal 
finances, physical well-being, relationships, em-

ployment, and everyday choices. The whole land-
scape of a person’s life can change with the com-
ing and going of these critical support people. 

As a result of these work duties, DSPs face eth-
ical decisions on a daily basis and consistently 
feel the tension between the ideals of the profes-
sion and its practice. There are numerous pres-
sures coming from organizations, government, 
social policy, and societal prejudice that can shift 
focus and allegiance away from those supported. 
In order to maintain the promise of partnership 
and respect that must exist in a helping relation-
ship, a strong ethical foundation is critical to 
help DSPs navigate through the maze of influ-
ences that bombard them.

This issue has lead to the efforts on the part of 
the National Alliance for Direct Support Profes-
sionals (NADSP) to identify the kinds of ethical 
situations that DSPs face and to develop a set 
of ethical guidelines. The NADSP convened a 
national panel of DSPs, advocates, families, pro-
fessionals, and researchers who constructed this 
code of ethics. Focus groups and surveys regard-
ing the draft language were conducted through-
out the country and were integrated to create 
the final code. This Code of Ethics is intended to 
serve as a straightforward and relevant ethical 
guide, shedding some light on the shared path to 
a self-directed life. It is intended to guide DSPs 
in resolving ethical dilemmas they face every day 
and to encourage DSPs to achieve the highest 
ideals of the profession. 

The skills and knowledge of community sup-
port practice must be joined with the ethical prin-
ciples to create the environment needed to fully 
support people. To do so effectively, we must all 
work toward recognizing DSPs as professionals 
who have skills, knowledge, and values that con-
stitute a unique and important profession. There 
must be a commitment to hiring, developing, 
and supporting DSPs who have a healthy sense 
of their own worth and potential, and the worth 
and potential of the people they support, and 
who can infuse these beliefs into practice. DSPs 
themselves must know that it is part of their role 
to foster a spirit of cooperation and mutual re-
sponsibility with other DSPs regarding ethical 
practice. 

Direct Support Professionals, agency leaders, 
policymakers, and people receiving services are 
urged to read the Code and to consider ways that 
these ethical statements can be incorporated into 
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daily practice. The beliefs and attitudes that are 
associated with being an effective human service 
professional are the cornerstones of this code. 
This code is not the handbook of the profession, 
but rather a roadmap to assist us in staying the 
course of securing freedom, justice, and equality 
for all. 

1. Person-Centered Supports
As a DSP, my first allegiance is to the person I 

support; all other activities and functions I per-
form flow from this allegiance. 
As a DSP, I will - 

· Recognize that each person must direct his or 
her own life and support and that the unique 
social network, circumstances, personality, 
preferences, needs and gifts of each person I 
support must be the primary guide for the se-
lection, structure, and use of supports for that 
individual. 

· Commit to person-centered supports as best 
practice. 

· Provide advocacy when the needs of the sys-
tem override those of the individual(s) I sup-
port, or when individual preferences, needs or 
gifts are neglected for other reasons. 

· Honor the personality, preferences, culture 
and gifts of people who cannot speak by seek-
ing other ways of understanding them. 

· Focus first on the person, and understand that 
my role in direct supports will require flexibil-
ity, creativity and commitment. 

2. Promoting Physical and 
Emotional Well-Being

As a DSP, I am responsible for supporting the 
emotional, physical, and personal well-being of 
the individuals receiving support. I will encour-
age growth and recognize the autonomy of the in-
dividuals receiving support while being attentive 
and energetic in reducing their risk of harm. 

As a DSP, I will - 
· Develop a relationship with the people I sup-

port that is respectful, based on mutual trust, 
and that maintains professional boundaries. 

· Assist the individuals I support to understand 
their options and the possible consequences of 
these options as they relate to their physical 
health and emotional well-being. 

· Promote and protect the health, safety, and 
emotional well-being of an individual by as-
sisting the person in preventing illness and 
avoiding unsafe activity. I will work with the 
individual and his or her support network to 

identify areas of risk and to create safeguards 
specific to these concerns. 

· Know and respect the values of the people 
I support and facilitate their expression of 
choices related to those values. 

· Challenge others, including support team 
members (e.g. doctors, nurses, therapists, co-
workers, family members) to recognize and 
support the rights of individuals to make in-
formed decisions even when these decisions 
involve personal risk. 

· Be vigilant in identifying, discussing with oth-
ers, and reporting any situation in which the 
individuals I support are at risk of abuse, ne-
glect, exploitation or harm. 

· Consistently address challenging behaviors 
proactively, respectfully, and by avoiding the 
use of aversive or deprivation intervention 
techniques. If these techniques are included 
in an approved support plan I will work dili-
gently to find alternatives and will advocate 
for the eventual elimination of these tech-
niques from the person’s plan. 

3. Integrity and Responsibility
As a DSP, I will support the mission and vital-

ity of my profession to assist people in leading 
self-directed lives and to foster a spirit of part-
nership with the people I support, other profes-
sionals, and the community. 

As a DSP, I will - 
· Be conscious of my own values and how they 

influence my professional decisions. 
· Maintain competency in my profession through 

learning and ongoing communication with oth-
ers. 

· Assume responsibility and accountability for 
my decisions and actions. 

· Actively seek advice and guidance on ethical 
issues from others as needed when making 
decisions. 

· Recognize the importance of modeling valued 
behaviors to co-workers, persons receiving 
support, and the community at-large. 

· Practice responsible work habits. 

4. Confidentiality
As a DSP, I will safeguard and respect the 
confidentiality and privacy of the people I 
support. 

As a DSP, I will - 
· Seek information directly from those I sup-

port regarding their wishes in how, when and 
with whom privileged information should be 
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shared. 
· Seek out a qualified individual who can help 

me clarify situations where the correct course 
of action is not clear. 

· Recognize that confidentiality agreements 
with individuals are subject to state and agen-
cy regulations. 

· Recognize that confidentiality agreements 
with individuals should be broken if there is 
imminent harm to others or to the person I 
support. 

5. Justice, Fairness and Equity 
As a DSP, I will promote and practice justice, 

fairness, and equity for the people I support and 
the community as a whole. I will affirm the hu-
man rights, civil rights and responsibilities of the 
people I support. 
As a DSP, I will - 

· Help the people I support use the opportuni-
ties and the resources of the community avail-
able to everyone. 

· Help the individuals I support understand 
and express their rights and responsibilities. 

· Understand the guardianship or other legal 
representation of individuals I support, and 
work in partnership with legal representa-
tives to assure that the individual’s prefer-
ences and interests are honored. 

6. Respect
As a DSP, I will respect the human dignity and 

uniqueness of the people I support. I will recog-
nize each person I support as valuable and help 
others understand their value. 
As a DSP, I will - 

· Seek to understand the individuals I support 
today in the context of their personal history, 
their social and family networks, and their 
hopes and dreams for the future. 

· Honor the choices and preferences of the peo-
ple I support. 

· Protect the privacy of the people I support. 
· Uphold the human rights of the people I sup-

port. 
· Interact with the people I support in a respect-

ful manner. 
· Recognize and respect the cultural context 

(e.g. religion, sexual orientation, ethnicity, 
socio-economic class) of the person supported 
and his/her social network. 

· Provide opportunities and supports that help 
the individuals I support be viewed with re-

spect and as integral members of their com-
munities. 

7. Relationships 
As a DSP, I will assist the people I support to 

develop and maintain relationships. 
As a DSP, I will - 

· Advocate for the people I support when they 
do not have access to opportunities and edu-
cation to facilitate building and maintaining 
relationships. 

· Assure that people have the opportunity to 
make informed choices in safely expressing 
their sexuality. 

· Recognize the importance of relationships and 
proactively facilitate relationships between 
the people I support, their family and friends. 

· Separate my own personal beliefs and expec-
tations regarding relationships (including 
sexual relationships) from those desired by 
the people I support based on their personal 
preferences. If I am unable to separate my 
own beliefs/preferences in a given situation, 
I will actively remove myself from the situa-
tion. 

· Refrain from expressing negative views, harsh 
judgments, and stereotyping of people close to 
the individuals I support. 

8. Self-Determination
As a DSP, I will assist the people I support to 

direct the course of their own lives. 
As a DSP, I will - 

· Work in partnership with others to support 
individuals leading self-directed lives. 

· Honor the individual’s right to assume risk in 
an informed manner. 

· Recognize that each individual has potential 
for lifelong learning and growth. 

9. Advocacy
As a DSP, I will advocate with the people I sup-

port for justice, inclusion, and full community 
participation. 

As a DSP, I will - 
· Support individuals to speak for themselves in 

all matters where my assistance is needed. 
· Represent the best interests of people who 

cannot speak for themselves by finding al-
ternative ways of understanding their needs, 
including gathering information from others 
who represent their best interests. 

· Advocate for laws, policies, and supports that 
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promote justice and inclusion for people with 
disabilities and other groups who have been 
disempowered. 

· Promote human, legal, and civil rights of all 
people and assist others to understand these 
rights. 

· Recognize that those who victimize people 
with disabilities either criminally or civilly 
must be held accountable for their actions. 

· Find additional advocacy services when those 

that I provide are not sufficient. 
· Consult with people I trust when I am unsure 

of the appropriate course of action in my advo-
cacy efforts. 

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 
column, you may contact Kathleen Olson, Editor 
of DSP Interests and Concerns at kolson@ku.edu.

NADD Offers 
Consultation & Training Services

NADD offers state of the art consultation and training to individual agencies, consortia of 
organizations, and governmental units concerning a broad spectrum of areas on mental health 
issues in persons with intellectual disability.

Training and consultation topics may include:

· Development of collaboration between the mental health and developmental disability 
 systems.
· How to effectively use an interdisciplinary team and a psychiatric consult.
· The distinctions or similarities between a behavioral problem and a psychiatric disorder.
· How to conduct a bio-psycho-social mental health assessment diagnosis.
· Appropriate medication treatments for specific psychiatric disorders.
· How to effectively integrate mental health treatment with behavioral approaches.
· Essential elements in the assessment and treatment of sexually inappropriate behaviors.
· How to provide individual and group therapy that works.
· How can a youth make a successful transition from the school environment to the adult world
· Important components in the design of a successful day program
· How to transition from an institutional setting to community-based services.

For information about how NADD can address your training and consultation needs contact 
Dr. Robert Fletcher, NADD Founder and CEO at rfletcher@thenadd.org, (800) 331-5362. 

NADD Needs Your Support
Consider making a donation to help support NADD’s mission of advancing mental well-

ness for persons with developmental disabilities through the promotion of excellence in mental 
health care. Donations from NADD members and friends provide the additional funds to assist 
us in our work. As a 501(c)(3) nonprofit, NADD maintains its annual operating budget through 
service fees, publication sales, grant support, and charitable contributions. Tax deductible do-
nations allow NADD to make a difference in the quality of life for the people we serve.

For additional information, or to donate on line or by check, visit https://www.thenadd.org/
pages/news/gift.shtml 

Thank you for your continuing support.
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This Year in Nashville

NADD 28th Annual Conference & Exhibit Show

Building Partnerships for Successful Service Systems: 
“You’ve Got to Have Friends” ID/MH

November 2-4, 2011

Keynote Addresses:

The Rhythm of the Future: Service System Integration to Support Persons 
with Co-Occurring Disorders – Elisabeth Dykens, PhD

The Concerns with Self Injurious Behaviors in People with Intellectual Dis-
ability – James Harris, MD

Pre-Conference Sessions (Wednesday, November 2):

The NADD Accreditation and Certification Program – Donna Nagy-McNe-
lis, PhD, Daniel Baker, PhD, Kathleen Olson, PhD, and John McGonigle, 
PhD

Health Care Reform and Its Impact on People with a Dual Diagnosis – 
Terry McNelis, MPA, Eileen Elias, Med, and others

Overview of DM-ID: Proper Diagnosis Including Case Illustrations – Robert 
J. Fletcher, DSW, ACSW, Clifton Tennison, Jr., MD, and Brian Bonfardin, 
MD

Side Effects with Psychoactive Medications – Laurie Charlot, PhD and others

Across System Sexuality Issues in Persons with Developmental Disabilities 
– Shelley Watson, PhD, Debbie Richards, BA, Nancy Miodrag, MA, PhD 
Candidate, and Dorothy Griffiths, PhD

Serving Persons with Prader-Willi: An Interagency Community Partner-
ship – Elizabeth Roof, MA and Clayton R. Cea, MS, BCBA

Further information will be available at www.thenadd.org.



Note from the editors
We have two featured articles in this edition along with three regular 

columns. The first article provides an overview of the roadblocks to 
diagnosis encountered by clinicians working with persons with both 
mental disorders and intellectual disability. The second focuses on an 
innovative program for individuals with dual diagnoses in Ontario, 
Canada. Both hone in on common problems: accurate diagnosis and 
delivery of services in a large geographic space.

Rozemarijn Staal traces the evolution of the Diagnostic Manual—
Intellectual Disabilities. She addresses the problem of collecting 
accurate and useful diagnostic information from individuals who have 
limited self-reporting, a poor grasp of the interview process, concrete 
views of self and causality, and impaired communication skills. 
Solving these issues still leaves clinicians struggling to fit symptoms 
profiles into diagnostic categories. The problem is that the DSM-IV-TR 
was not designed to accommodate the diagnosis of mental disorders 
associated with IDD. Staal uses the DM-ID to provide examples of 
modifications that are essential for reliable diagnosis.

Patti Turcotte and her associates address a different side of the 
dual diagnosis problem: the impact of psychiatric disorders on the 
availability and carrying capacity of community-based service for 
individuals with IDD. These problems are especially vexing for 
service providers in sparsely populated, large geographic areas 
with a limited number of professionals at hand. Turcotte et al. 
describe a program that uses a blend of technology, hub and spoke 
service model, and a willingness to provide wrap around care on a 
long term basis. This model is a very useful one for others seeking 
a service delivery model for rural, underserved areas.

The remaining articles continue our exploration of policy and 
ethical concerns. Jarrett Barnhill’s article on Fragile X is part of 
a series on the mind-boggling world of genetics and looks at what 
Fragile X syndrome is teaching us about how genes function. In 
the U.S. Public Policy Update, William Gardner addresses training 
needs in state-run psychiatric facilities. The issue of ethical actions 
by direct care workers is examined in DSP Interests and Concerns. 

Dan Baker, PhD
Dan.baker@umdnj.edu

Jarrett Barnhill, MD, DFAPA, FAACAP
Jarrett_Barnhill@med.unc.edu 
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Psychotherapy for Individuals with Intellectual Disability
Edited by

Robert J. Fletcher, DSW, ACSW
This book provides the reader with insightful and useful ways to provide psychotherapy treatment for individuals 
who have intellectual disability (ID).  It brings together all three modalities (individual, couple, and group), and a 
variety of theoretical models and techniques are discussed.  The first section, Individual Therapy, offers a variety 
of approaches and techniques including dialectical behavioral 
therapy, positive psychology, mindfulness-based practice, and 
relaxation training. Also included in this section are chapters on 
specialty populations including victims of abuse, people who 
have Autism Spectrum Disorder, and people in mourning. The 
second section is a chapter on group therapy addressing trauma 

issues. The third section is on family and couple therapy. The fourth section covers 
chapters on research, ethics, and training.  The individual authors are respected au-
thorities in the field of providing psychotherapy treatment for persons with ID and all 
have contributed to the professional literature.  

This book is a major contribution to the effort to make psychotherapy available 
to individuals who have ID and should serve to further stimulate interest in the 
provision of psychotherapy treatment for individuals who have ID co-occurring 
with significant mental health problems. 

Price: NADD Member - $49.95 ● Non-Member - $54.95

Visit the NADD Online Store at www.thenadd.org to order.

“The most comprehensive discussion 
of psychotherapies with this 
population ever published”

Steven Reiss, Ph.D.

Psychotherapy 
for 

Individuals 
with  

Intellectual Disability

Edited by  
Robert J. Fletcher, DSW, ACSW

Foreword by Steven Reiss, Ph.D.

Psychotherapy for Individuals with Intellectual Disability
Edited by

Robert J. Fletcher, DSW, ACSW

This book provides the reader with insightful and useful ways to provide 
psychotherapy treatment for individuals who have intellectual disability (ID). It 
brings together all three modalities (individual, couple, and group), and a variety 
of theoretical models and techniques are discussed. The first section, Individual 
Therapy, offers a variety of approaches and techniques including dialectical 
behavioral therapy, positive psychology, mindfulness-based practice, and relaxation 
training. Also included in this section are chapters on specialty populations 
including victims of abuse, people who have Autism Spectrum Disorder, and people 
in mourning. The second section is a chapter on group therapy addressing trauma 
issues. The third section is on family and couple therapy. The fourth section covers 
chapters on research, ethics, and training. The individual authors are respected 
authorities in the field of providing psychotherapy treatment for persons with ID, 
and all have contributed to the professional literature. 

This book is a major contribution to the effort to make psychotherapy available 
to individuals who have ID and should serve to further stimulate interest in the 
provision of psychotherapy treatment for individuals who have ID co-occurring 
with significant mental health problems. 

About the Editor
Dr. Robert J. Fletcher is the Founder and Chief Executive Officer of NADD. 

He has earned an international recognition as an expert in providing services for 
individuals who have an intellectual disability co-occurring with significant mental 
health needs. Dr. Fletcher has over 35 years of clinical experience in providing 
individual, group, and family psychotherapy for persons with a dual diagnosis. 
He has lectured across North America as well as in Europe concerning mental 
health aspects in persons with intellectual disabilities. Dr. Fletcher is the author or 
editor of several books in the field including Therapy Approaches for Persons with 
Mental Retardation, and is the Chief Editor of the Diagnostic Manual – Intellectual 
Disability (DM-ID). 

“THE MOST COMPREHENSIVE DISCUSSION OF PSYCHOTHERAPIES  
WITH THIS POPULATION EVER PUBLISHED”

from the Foreword by Steven Reiss, Ph.D.     Psychotherapy for Individuals with Intellectual Disability      Edited by Robert J. Fletcher, DSW
, ACSW

       C
T 11-051B

ISBN: 978-1-57256-128-1

Spring Teleconference Series

May 9:  Decreasing the Reinforcing Effects of Crisis Intervention Strategies 
Lindsey Parker, B.S.

May 19:  The Interactive Nature of Dual Diagnosis Requires Effective Cross Systems Collaboration 
Peggie Webb, M.A.

May 24:  Evidence-Based Practices for Reducing Bullying Among Students with Disabilities 
Chad A. Rose, Ph.D.

June 1:  The Role of Self-Assessment in Achieving Cultural & Linguistic Competence 
Tawara Goode

June 3:  Behavioral Strategies for Treating Individuals with Mild to Moderate ID and Depression 
Kathleen Collins, Ph.D.

June 7:  The Diagnosis of Mental Illness in Individuals with Intellectual Disability and Pervasive Developmental Disorder 
Steven Fogelman, M.D.

June 9:  “Is The Medication Working?” How to Collect Data on Psychiatric Symptoms and Measure Progress 
Theodosia Paclawskyj, PhD., BCBA

June 22:  Out of Therapy into Life:  Supporting the Counseling Process for Individuals with DD/ID 
J. Kipp Lanning, M.S., LIMHP-CPC

June 27:  How the Behavioral Phenotype of Down Syndrome Relates to their Mental Health
Anna J. Esbensen, Ph.D.

June 28:  Short-Term Intensive Treatment as an Alternative to Long Term Institutional Placement 
Brandi Siroldo, Ph.D. and Amy Greer, Ph.D.

NADD Members: $70 per session Non-Members: $90 per session
Quantity discount (6 or more sessions): $20% off

 
For full descriptions and to register, visit http://www.thenadd.org/pages/conferences/teleconference.shtml.
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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 NADD Conferences
***************************************

Massachusetts One-Day Symposium - 2011
June 16, 2011 (Th)

Sheraton Framingham Hotel & Conference Center
Framingham, MA

***************************************
Ohio State 9th Annual ID/MH Conference - 2011

September 19 & 20, 2011 (M & T)
Crowne Plaza Columbus North

Columbus, OH
***************************************

NADD 28th Conference & Exhibit Show-2011
November 2-4, 2011(W-F)

Loews Vanderbilt Hotel- Nashville
Nashville, Tennessee

****************************************
NADD 29th Conference & Exhibit Show-2012

October 17-19, 2012 (W-F)
Omni Interlocken Resort

Broomfield, CO
For further information on upcoming conferences/trainings, consultation services, and products, visit our website at

www.thenadd.org. Updated information is posted as available.


