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Note from the editors
Clinicians from Trinitas Regional Medical Center in New Jersey 

describe the continuum of care model for MI/DD children and adults 
in this issue. Lucy Esralew provides an overview of the services 
which include crisis response, psychiatric inpatient services, 
clinical outreach and clinical case management. Ted Calefati and 
Nicole Livingston describe a unique, fifteen year clinical case 
management program for adults. Deepak Patwardhan, Bonny 
Life and Jason Rechtman describe a statewide crisis response 
and clinical intervention team that manages over one thousand 
episodes of crisis presentation per year. Michelle Perna and Matthew 
Brightman describe a unique inpatient psychiatric service for 
children and adolescents with dual diagnosis. Michael Guglielmino, 
Dana Melici and Jatin Shah describe inpatient psychiatric services 
for dually diagnosed adults.

Jarrett Barnhill continues his series of Neuroscience Reviews, 
considering the behavioral pharmacology of extinction.  Our US 
Public Update comes from Julie Moser, who describes the blended 
learning approach utilized by START with their web-based 
trainings.

As we reach summer’s end, the Editors hope that our readership 
have had the time to relax and refresh. We invite you to submit 
articles describing your clinical work.

Jarrett Barnhill,MD, DFAPA, FAACAP
Jarrett_Barnhill@mednet.unc.edu  

Lucy Esralew, PhD
lesralew@trinitas.org
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Innovations, Collaboration & Quality of Life (IDD/MH) 
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Cognitive Disability, Dual Diagnosis and Emerging 
Technologies in an Era of Economic Uncertainty 
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the law, sexuality, parenting, and daily living, with the goal of exploring the 
history of concerns and barriers to rights enactment. Examples of rights 
promotion programs are described and strategy recommendations are 
provided for organizations and self-advocates committed to the promotion 
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Th e H
uman Rights Agenda for Persons with Intellectual Disabilities

Griffiths
O

wen 
W

atson

SI12-054B

SI12-054B

ISBN:978-1-57256-145-8

244 pages |  ISBN: 978-1-57256-145-8  |  NADD No.: SIO12-054B
NADD Members: $49.95 |  Non-Members $59.95

Visit the NADD On-Line Store.  
Click the “Products” tab on the NADD home page, www.thenadd.org

NEW FROM THE NADD PRESS



75September/October 2012    Volume 15    Number 5

The NADD BULLETIN

In systems that do not adequately provide op-
portunities for proactive, preventative interven-
tion and longer term behavioral health stabili-
zation, many individuals’ first access to mental 
health services is through crisis and screening 
centers. Just as individuals who lack routine 
medical care may go to the emergency room for 
a bad chest cold, many consumers arrive in the 
emergency room for supposed psychiatric reasons 
which are untreated medical problems or exac-
erbation of long-standing behavioral disorders. 
Since crisis services is often an individual’s first 
contact with mental health services, the clinical 
crisis response team has the opportunity to iden-
tify who is a good candidate for acute care ser-
vices and who needs other types of mental health 
and behavioral supports. By helping consumers, 
families, mental health and disabilities workers 
understand the role of emergency services and 
differentiating these from longer term stabiliza-
tion services, the crisis team can promote more 
appropriate use of mental health services for the 
population of adults with dual diagnosis.

Clinical response to an individual in a mental 
health or behavioral crisis is qualitatively dif-
ferent than interventions with someone during 
an office visit (Barbanel & Sternberg, 2006). In 
addition to the obvious acuity of symptoms of 
someone in crisis, the crisis itself is often not best 
understood as occurring on an individual level. 
Crises are often social or public events that in-
volve families, co-workers, neighbors, and staff. 
This involvement may take the form of others 
witnessing a disturbing episode during which 
a consumer is behaviorally dyscontrolled. This 
event can be experienced as distressing, even 
traumatizing, not only for the person in crisis but 
for staff, families, and other consumers. A crisis 
episode may include injury to self or others, prop-
erty destruction, and damage to interpersonal 
relationships. The individual may need medical 
treatment, sustain criminal charges, lose place-
ment, lose employment, or lose the support of 
family or staff. Crisis response involves not only 
attention to the consumer and others during the 
acute episode but in the aftermath as everyone 
attempts to rebuild a path back towards longer 
term stabilization (Albert, Forster, Zealberg, & 
Currier, 2002)

Early phases of crisis response involve as-
sessing the individual and his or her environ-
ment in order to understand the factors that 
have contributed to the episode. The immediate 
task is to make sure that everyone is safe and 
that there is no further risk of harm. This may 
involve determining whether the person needs 
hospitalization or is safe to return to his or her 
home with enhanced supports. Once safety has 
been established, the task shifts to understand-
ing what personal and extrapersonal resources 
the individual can bring to his situation that 
will promote stabilization (coping skills, support 
network, abilities). The clinician is asked to iden-
tify what about the individual and what about 
the situation has led to a crisis at this point in 
time. What will be needed to lessen crisis acuity 
and prevent the person from recycling into cri-
sis? Lessening crisis acuity involves support and 
education of all involved. The clinician also must 
help the consumer and his or her family and staff 
mobilize their resources, re-examine ineffective 
support patterns, and develop more successful 
longer term supports.

Crisis response may involve brief counseling 
with the consumer, brief counseling with the fam-
ily and staff, and relationship repair so that the 
individual can become successfully reintegrated 
into his or her routine following resolution of the 
crisis episode. Consumers, once they are feeling 
more in control and less distressed, may experi-
ence feelings of guilt, remorse, or shame about 
behavior exhibited during an acute behavioral or 
psychiatric decompensation

For the past 15 years, this author and her 
Trinitas colleagues have developed a non-tradi-
tional continuum of mental health services for 
community-dwelling individuals with dual diag-
nosis. This continuum of care involves dedicated 
inpatient treatment for children and adults with 
dual diagnosis and outreach services including 
crisis response and clinical case management for 
adults. Over time, our efforts have increasingly 
moved away from the emergency room and inpa-
tient units to the community where we provide 
crisis response and clinical follow-along includ-
ing in-services and skills building sessions to in-
dividuals and their supports in order to prevent 
problems form escalating to crises.

Continuum of Care Paradigm for Adults with 
Dual Diagnosis (MI/DD)
Lucille Esralew, PhD, Trinitas Regional Medical Center
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The following is an overview of the features of 
Trinitas Regional Medical Center’s unique con-
tinuum of care model.

History
In 1995 the New Jersey Department of Hu-

man Services identified two state facilities for 
closure, Marlboro State Psychiatric Hospital and 
North Princeton Developmental Center (NPDC), 
a developmental center that sat on 256 acres in 
Montgomery Township in Skillman several miles 
north of Princeton.

The full census for the developmental center 
prior to its closure was 512 residents; the last in-
habitant left the facility in spring of 1998. Many of 
the residents were discharged to the three coun-
ties comprising the upper central region of DDD 
(Division of Developmental Disabilities) Com-
munity Services in New Jersey. The individuals 
went from being case managed by the Habilita-
tive Team Coordinator at their DC unit, to being 
case managed by DDD Transitional Case Man-
agers. Upon discharge to the community, these 
consumers were assigned to local community ser-
vices DDD Case Managers. In anticipation of the 
discharge into the community of individuals who 
had unique support needs, Community Services 
requested the creation of a team to facilitate the 
transition of individuals from institution to com-
munity residence, particularly the adults with 
behavioral disorders that would potentially pose 
a risk for their successful placement in the com-
munity. DDD funding became available through 
redirection of monies from the institutional clo-
sure which was put into community services.

At that time the Vice President of Behavioral 
Health and Psychiatry at the Elizabeth General 
Medical Center was also overseeing the behavior-
al health services through Muhlenberg Regional 
Center, another hospital within Union County. 
ISDT was developed to serve as a hospital-affiliat-
ed clinical case management and outreach team. 
It was originally based in Muhlenberg Hospital, 
a neighboring hospital to Trinitas. Prior to 2000, 
both hospitals shared the same administration for 
psychiatry and behavioral health services.

The Development of Clinical 
Outreach for Community-Dwelling 
Dually Diagnosed Adults

Integrated Service Delivery Team (ISDT)
The office for the team was and still is located 

in Cranford in Union County, a satellite office of 
Elizabeth General Medical Center (now Trinitas 

Regional Medical Center). At the time, ISDT’s af-
filiation was with another Union county hospital, 
Muhlenberg, which shared the administration of 
behavioral health and psychiatry services with 
Elizabeth General Medical Center. The origi-
nal team consisted of a Program Director (social 
worker), the author, who was the clinical lead 
(psychology), an RN, and a BA level behavioral 
specialist. We worked in conjunction with tradi-
tional case managers and the interdisciplinary 
teams onsite at the developmental centers in or-
der to identify 50 individuals who were going to 
the three counties of Upper Central Region and 
were likely to need clinical follow-up.

We were involved with the individual’s dis-
charge planning, developed individualized be-
havioral plans (IHP), and met with prospective 
agency staff. We followed these adults post-dis-
charge from the developmental center to their 
placements in the community. We then shifted 
our work from the developmental center to the 
community by working with DDD Community 
Services. As the depopulation of North Princeton 
continued, the transitional case managers fol-
lowed the consumers on their caseload into the 
community and became their community-based 
DDD case managers. 

As we gradually closed cases from the 50 initial 
individuals who comprised our case load, we re-
ceived new referrals for community-based adults 
who were in need of help in order to preserve 
their community placements. These referrals 
were made to the team by DDD case management 
through the community service offices located in 
Union, Somerset, and Essex Counties.

These referrals received face-to-face assess-
ments. A plan of care was developed which in-
volved such services as short term counseling, 
onsite coaching of the consumer, staff training, 
family support and in-services, and psychiatric 
monitoring. We also had a medical director who 
prescribed medication and consulted with the 
team on medical issues

In 2000, Elizabeth General Medical Center con-
solidated with another Union County based hospi-
tal, St. Elizabeth, to become Trinitas Hospital. At 
that same time, ISDT shifted its affiliation from 
Muhlenberg to Trinitas. In 2006, DDD expanded 
its funding of ISDT to include five counties within 
Lower Central Region. Currently, Integrated Ser-
vice Delivery Team follows all eight counties that 
are considered the Central Region within New 
Jersey. ISDT also expanded its operation from the 
Cranford office to the Wall office and to increase 
staffing to cover additional referrals.
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Statewide Clinical Consultation and Training 
(SCCAT)

In 2000, the New Jersey Division of Men-
tal Health Services funded Trinitas to develop 
a clinical consultation team that could assist 
screening centers and Division of Mental Health 
Services settings when adults with dual diag-
nosis (MI/DD) presented for mental health ser-
vices. This author went from being the clinical 
lead of the Integrated Service Delivery Team 
to assume the program directorship of SCCAT. 
The initial team consisted of this author and two 
Masters level clinicians. We worked in partner-
ship with a health care provider that specialized 
in serving individuals with I/DD. This partner-
ship enabled us to provide some level of clinical 
coverage throughout the state. At the same time, 
UMDNJ was funded to provide psychiatric and 
behavioral supports via its behavior crisis team 
to four of the counties in the southern region of 
the state. In 2007, SCCAT received additional 
funding from DDD that enabled an expansion 
of clinical services. SCCAT now provides crisis 
response and clinical follow along in all 21 coun-
ties in New Jersey. In addition to facilitating ad-
missions to the Trinitas specialized adult MI/DD 
unit ( see below), SCCAT clinicians work with 
all screening centers and provide 24/7 response 
across settings to individuals with mental health 
and behavioral crises.

Referrals are made through a toll free num-
ber. Clinicians assess and work with consumers 
and their supports in their family home, sponsor 
home, agency placements, day programs, work, 
school, emergency room, screening center or in-
patient setting. The purpose of clinical follow 
along is to lessen crisis acuity and help consum-
ers receive relevant mental health and behavior-
al services in the least restrictive setting.

Development of psychiatric 
inpatient services

2D Unit 
In 2003, Trinitas opened a specialized closed 

acute unit for adults 18 years and older with 
MI/DD. This is the only dedicated unit in New 
Jersey for inpatient psychiatric treatment of in-
dividuals with intellectual or developmental dis-
abilities. The unit has 10 beds and is a dedicat-
ed wing adjacent to the general adult inpatient 
psychiatric unit at Trinitas The MI/DD Unit is 
a treatment option for individuals in psychiatric 
or behavioral crisis. The individual receives spe-
cialized treatment including specially adapted 

milieu treatment that would not be available to 
consumers on traditional psychiatric units. The 
focus of the MI/DD Unit is to treat and stabilize 
the individual in order to return the adult into 
the community. 

MI/DD Children’s Unit
In 2006, Trinitas opened a dedicated inpatient 

psychiatric service for children and adolescents 
with dual diagnosis. There are currently ten 
beds. The children have access to treatment, 
structured activities, and academic resources. 
The staff works to return the child to his or her 
family and school placement or link the child 
with appropriate housing and therapeutic ser-
vices for longer term crisis stabilization.

Sample Case Scenario
Lea is a 19 year old female linked with NJ Di-

vision of Developmental Disabilities. Trinitas’s 
crisis response team, Statewide Clinical consul-
tation and Training (SCCAT) received a call that 
she has become aggressive at her group home and 
is displaying both self-injurious and physical ag-
gression to others. She has been brought by her 
staff to a local Screening Center. The Screening 
Center is calling SCCAT to determine if Lea can 
access a bed on the specialized Trinitas inpatient 
psychiatric unit, 2D.

A SCCAT clinician conducts a face-to-face as-
sessment and determines that Lea, who has a 
well-documented history of Bipolar Disorder, ap-
pears to be experiencing a manic decompensation 
which includes periods of unsafe behavior. She 
meets criteria for hospitalization and the screener 
is advised that the SCCAT clinician is recom-
mending inpatient treatment. Our intake worker 
links the Trinitas ER to the screening center and 
the young consumer is admitted for a 13 day stay 
on the adult unit (2D) during which time she re-
ceives medication adjustments and is tried on a 
token economy/contract system. The inpatient 
team meets with her staff supports and family to 
discuss discharge recommendations and how to 
strengthen her supports. 

A SCCAT clinician follows her post-discharge 
to work with her and her team through follow up 
visits, brief counseling, on-site coaching and staff 
and family education about Bipolar disorder. The 
clinician completes a Wellness Recovery Action 
Plan (WRAP) with Lea in order to increase her 
engagement in her own mental health. A review of 
Lea’s records revealed that she had been previously 
hospitalized at age 16 at the Trinitas Child and 
Adolescent Unit for a suicide attempt. The SCCAT 
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clinician is able to access the records pertaining to 
her previous hospital admission in order to craft 
a more effective strategy for crisis stabilization. 
At the point that the SCCAT worker has provided 
trainings to the consumer, staff, and family, a de-
termination is made that Lea will need longer term 
follow-up in the community. Her DDD case manag-
er refers Lea to Trinitas’s clinical case management 
team Integrated Service Delivery Team (ISDT).

Here is a sample case scenario of a consumer 
who has moved through all service components 
of Trinitas’s continuum of mental health care. 
As a teenager, the consumer received specialized 
treatment on the Child and Adolescent Unit in 
a program designed for children and adolescents 
with MI/DD. When she returns to crisis, she 
is seen in the screening center by the crisis re-
sponse team for adults, SCCAT. She is hospital-
ized on the adult specialized inpatient unit, 2D, 
and then followed up for a period of 2 months by 
SCCAT in order to promote her community re-
integration. She is referred to Trinitas’s clinical 
case management team, ISDT, in order to pro-
mote longer term stabilization.

Lessons Learned
In the fifteen years during which Trinitas Re-

gional Medical Center has evolved its continuum 
of care services, there have been many lessons 
learned. Most importantly, individuals who have 
needs that cut across service systems need clini-
cal response that reflects a level of shared involve-
ment and shared engagement. In New Jersey, the 
Department of Human Services has two sister di-
visions, the New Jersey Division of Developmental 
Disabilities and the NJ Division of Mental Health 
and Addiction Services. The needs of MI/DD adults 
cut across the boundaries of these sister divisions. 
DDD usually provides housing, vocational servic-

es, day programming, and individual case man-
agement. DMHAS has the bulk of responsibility 
for inpatient psychiatric, outpatient psychiatric, 
and partial care programming. We need to contin-
ue to evolve paradigms that create opportunities 
for cross-training of disabilities and mental health 
providers, integration of person centered planning 
and treatment into clinical services, adapting and 
applying wellness and recovery principles within 
disabilities setting. Effective response to people 
in crisis involves partnerships between mental 
health and disabilities services providers. 

The four articles that follow are written by ad-
ministrative staff within each of the programs de-
scribed within this overview that constitute Trini-
tas’s clinical service continuum for individuals 
with MI/DD. Taken together, the range of services 
represents a unique multi-component continuum 
of mental health care model begun in 1997 and 
still evolving for the New Jersey based treatment 
and support of individuals with mental illness and 
co-occurring developmental disabilities.

References
Albert, M.H., Forster, P., Zealberg, J. & Currier, 

G. (2002). Report and recommendations 
regarding psychiatric emergency and crisis 
services: A review and model program 
description. Washington, DC: American 
Psychiatric Association. Downloaded from  
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Barbanel, L. & Sternberg, R.J. (Eds.) (2006). 
Psychological interventions in times of crisis. 
New York: Springer Publishing Company.

For further information, contact Dr. Esralew at 
lesralew@trinitas.org. 

The Integrated Service Delivery Team
Ted Calefati LCSW and Nicole Livingston, PhD, Trinitas Regional Medical Center

The Integrated Service Delivery Team (ISDT) 
is a program of Trinitas Regional Medical Center 
grant funded through the New Jersey Division 
of Developmental Disabilities (DDD). ISDT is a 
clinical case management team that is designed to 
address the unique challenges of dually diagnosed 
individual (MI/DD) who are community dwelling. 
The team is a multidisciplinary clinical team that 
addresses mental health and behavioral issues 
by working with the consumer, his or her family, 

and support staff to deal with crises and everyday 
stressors that interfere with successful commu-
nity living. The team works in collaboration with 
DDD case management, families, and disabilities 
provider agencies to develop a coordinated treat-
ment and support approach.

Mission
The mission is to support and maintain com-

munity placements of individuals whenever pos-
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sible and to ensure they are receiving an ade-
quate level of both mental health and behavioral 
supports.

ISDT clinicians are knowledgeable about the 
resources of NJ Division of Developmental Dis-
abilities and the NJ Division of Mental Health 
and Addiction Services, both sister divisions 
within the Department of Human Services. This 
expertise enables the team to take an integrat-
ed approach educating mental health providers 
about the unique needs of the individual with I/
DD and educating disabilities providers about 
the mental health needs of the individual and 
mental health resources. 

Staffing
The team consists of a Program Director, who 

is a licensed clinical social worker, a psychia-
trist, a Ph.D. clinical supervisor, two Masters 
level clinician, LCSW, an MA Clinician, and a 
BA behavioral specialist. The team is subdivided 
into two offices in order to cover the upper and 
lower portions of New Jersey’s central region (Es-
sex, Union, Somerset, Hunterdon, Mercer, Mon-
mouth, Middlesex and Ocean counties).

Clinical Case Management

Criteria for Admission to Service
The team carries approximately 100 cases per 

year between its two offices. Criteria for referral 
includes dual diagnosis (MI/DD), multiple hos-
pitalizations, discharge from a DC or long term 
psychiatric hospitalization, and severe behavior-
al problems which pose a risk of losing residen-
tial, vocational, or educational placements. Divi-
sion of Developmental Disabilities community 
services case managers are the only sources of 
referrals to the team.

Referrals are sent to ISDT by DDD case man-
agement. DDD provides relevant background in-
formation including former psychological reports, 
social history, justification for eligibility for DDD 
services, and medical reports. An ISDT clinician 
conducts an initial assessment usually in the 
setting that has been identified as the location 
in which the consumer has the most problems. 
A comprehensive report is generated included 
whether the case will be open for active follow-
up. Recommendations are included whether or 
not the case is open. ISDT referrals are made 
for individuals that require ongoing crisis case 
management as opposed to a need for emergency 
services.

Scope of Services 
The services include clinical assessment, psy-

chiatric evaluation and treatment, clinical case 
management, crisis management, behavioral 
support plans, and linkages to psychiatric ser-
vices. Services provided to both professional and 
family caregivers include: collaborative treat-
ment planning, case consultation, staff training, 
andintegration of DDD and mental health sys-
tems in crisis support.
·	 ISDT provides intensive clinical case management 

that is similar to services offered to the general psy-
chiatric population through PACT and ICMS. These 
services include initial evaluation and recommenda-
tions, attendance of interdisciplinary team meetings 
(IDTs), and consultation with local ERs and Inpa-
tient units.

·	 ISDT provides psychological and behavioral assess-
ments. Psychological testing is offered if useful in 
providing clinical recommendations. Clinicians 
work alongside provider agency behaviorists to pro-
vide recommendations for strategies and program-
matic supports

·	 Behavioral Skills Training including in-services to 
provider agency staff, sponsors, and families regard-
ing management of psychiatric illness or behavioral 
disorder that occur within the dually diagnosed pop-
ulation

·	 Family support
·	 Assistance with linkage to psychiatric services
·	 Crisis management and support for caseload includ-

ing 24-hour on-call

Typical Day
Clinicians spend most of their time in the field. 

A clinician might visit a consumer on an inpatient 
unit and consult with the inpatient team includ-
ing psychiatrists. The clinician may visit the con-
sumer at his or her work program, day program, 
or home depending upon the site in which the con-
sumer is displaying difficult-to-manage behaviors. 
The clinician attends Individualized Habilitative 
Plan (IHP) meetings and IDTs.

Discharge Criteria
Based upon the treatment plan for the individ-

ual consumer, a case is closed when major goals 
have been met. There is no time limit for length of 
services. Cases are typically open for a minimum 
of two months and an average of nine months to 
one year. Several of the longer term cases have 
been open since the service’s inception in 1997. 
When a case is closed, a discharge summary is 
written and is sent to the DDD case manager. 
ISDT makes referral to other longer term stabili-
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zation services and links with relevant supports 
prior to closing a case.

Sample Case
Janice is a 36 year old referred by DDD case 

management for her display of physically and 
verbally aggressive behaviors at her group home 
and day program, leading to six short-term hospi-
talizations over a period of ten months and multi-
ple intervening crisis visits to the ER that did not 
lead to hospitalization. Her behavior was causing 
problems within the household with staff, who 
could not effectively address her behaviors and 
with fellow consumers who were often the recipi-
ents of her verbal and physical outbursts. The sit-
uation was contributing to staff turnover, anxiety 
of housemates, and loss of several day program 
placements as well as endangering her residen-
tial placement. Findings from an initial assess-
ment indicated that Janice met criteria for Bi-
polar disorder, had Mild Intellectual Disability, 
and demonstrated a pattern of poor stress toler-
ance and poor coping consistent with Borderline 
Personality Disorder. Janice was open as a case 
with ISDT for close to two years. During this time 
she was hospitalized on the Trinitas specialized 
unit (2D) on two occasions. Both hospitalizations 
were thought to be appropriate for medication 
management for her cyclic mood disorder. When 
Janice presented to the local screening center, IS-
DT consulted with its sister crisis response team, 
Statewide Clinical Consultation and Training ( 
SCCAT ,)to facilitate admission onto the Trin-
its specialized unit. ISDT followed Janice in the 

community and through both hospitalizations.

ISDT’s Work with Janice and her Team
ISDT interventions included providing strate-

gies and recommendations to staff at the group 
home and day program. ISDT worked alongside 
the provider agency behaviorist to clarify the be-
havior shaping plan through in-services and on-
site coaching. The assigned ISDT clinician pro-
vided the group home with training on psychiatric 
diagnosis and environmental stressors in order to 
maintain the consumer safely within the commu-
nity. The ISDT clinician worked with staff to cre-
ate consistency in the group home and reduce the 
frequency and intensity of behavioral outbursts.

The assigned clinician addressed staffing con-
cerns with the provider agency director and DDD 
case management. When Janice was on the Trin-
itas specialized adult inpatient psychiatric unit, 
the clinician consulted with the 2D unit staff in-
cluding the social worker, behaviorist, and psy-
chiatrist regarding treatment recommendations. 
The clinician also served as a liaison between the 
inpatient unit and the community-based IDT. 
The clinician updated family, group home staff, 
day program, and DDD case management on a 
weekly basis and assisted in implementing com-
munication log to provide continuity of care. The 
clinician met with Janice at least once a week on 
the inpatient unit, in the group home, and in day 
programming.

For further information, contact Ted Calefati 
at tcalefati@trinitas.org.

A Crisis Response and Clinical Outreach Team: 
Statewide Clinical Consultation and Training (SCCAT)
Deepak Patwardhan, MA, Jason Rechtman, MA, LPC, NCC, Bonny Uchenna Life, 
MA, Lucille Esralew, PhD, Trinitas Regional Medical Center

When SCCAT was initially developed in 2000, 
its focus was telephonic consultation to screening 
centers throughout New Jersey, the provision of 
select face-to-face assessments, and clinical fol-
low-up and training. The initial team consisted 
of a Program Director and two full time Masters 
level clinicians. This Trinitas staff worked col-
laboratively with a statewide provider of health 
services to provide clinical coverage throughout 
the state. SCCAT was initially responsible for six 
regional trainings and an annual conference.

In 2007, DDD provided Trinitas with additional 

funding that enabled an expansion of SCCAT clin-
ical services. As of 2007, SCCAT was solely staffed 
by Trinitas employees and there was a shift from 
telephonic consultation and training to an empha-
sis on face-to-face community outreach services 
operating out of four offices within the state. With 
this expansion, SCCAT was able to provide some 
level of clinical response in each of New Jersey’s 
21 counties. The expanded team included a Clini-
cal Psychologist who served as Program Director 
and a multi-disciplinary team consisting of Mas-
ters level social workers, mental health workers, 
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Licensed Professional Counselors, and family spe-
cialists. The team has recently administratively 
reorganized to include a Clinical Administrator, 
a Program Coordinator, and supervisors for the 
northern and southern teams. The team continues 
to be a multi-disciplinary, non-medical, clinical 
team. The Trinitas team went from a workforce of 
three to a workforce of seventeen staff including 
Bachelors level Intake Clinicians and a Master 
level Quality Assurance Evaluator.

Mission
SCCAT’s mission is to ensure that communi-

ty-dwelling adults age 18 and older with intel-
lectual or developmental disabilities and mental 
health disorders obtain the appropriate level of 
mental health and behavioral support to main-
tain their community placements. When consum-
ers require hospitalization because they are dan-
gerous to themselves or others within the context 
of psychiatric illness, SCCAT clinicians advocate 
for hospitalization either on the specialized unit 
at Trinitas or at local hospital units. If the indi-
vidual becomes unmanageable because of behav-
ioral disorder, the goal of SCCAT clinicians is to 
work alongside staff and family and with the con-
sumer to reduce the frequency and intensity of 
disruptive behaviors. SCCAT aims to maintain a 
client in the least restrictive environment in the 
community through clinical intervention, on-site 
coaching, and education.

Clinical Activities
SCCAT clinicians serve as consultants to 

screening and crisis centers throughout New Jer-

sey. The team has affiliation agreements with 
screening centers which includes protocols to con-
tact SCCAT through its toll-free number to inform 
the team of a crisis presentation by a consumer 
to the local screening center. A SCCAT clinician 
is dispatched to provide a face-to-face assessment 
of the consumer at the local screening center and 
to make recommendations to screeners regarding 
hospitalization. The assessment will also deter-
mine if the individual appears to meet criteria for 
admission to Trinitas’s specialized treatment unit, 
2D. Although SCCAT serves as the gatekeeper for 
the specialized MI/DD Unit, SCCAT clinicians 
provide consultations to all hospitals and will fol-
low consumers to any inpatient unit in the state. 

SCCAT clinicians serve as consultants to fami-
lies, group home staff, sponsors, and day program 
staff. Most of SCCAT clinical activity is spent 
providing clinical outreach services to consumers 
across their residential and day program/work 
settings. Clinicians will provide assessments and 
develop a stabilization plan in order to address 
behaviors that interfere with community living. 
Clinicians offer brief counseling, staff and family 
behavioral skills training, consumer skills train-
ing, and on-site coaching in order to reduce the 
acuity of behavior problems. Recommendations 
are made for linkages to local resources for lon-
ger term stabilization. 

Approximately half of all referrals to SCCAT 
come through screening centers. The remainders 
of referrals come from DDD case managers, fami-
lies, day programs, inpatient units, and disabili-
ties provider agencies. 

Statewide Clinical Consultation and Training

2008 2009 2010 2011

# of Referrals 926 997 1028 1061

# of Diverts from 
Screening Centers

228 91 42 28

# of Diverts from 
Hospitalizations

125 118 107 96

% Maintained in 
Community

94% 96% 97% 97%

Facilitated admitted 2D 228 243 242 246

Criteria for Referral
Referrals come through any source via a toll free 

number and can come from any source. All refer-
rals are for adults (age 18+) with dual diagnoses. 
The consumer is either experiencing a crisis or has 
been escalating in behavioral problems to a point 

that staff and family cannot effectively and safely 
deal with the consumer utilizing usual strategies 
and techniques. The consumer may be at risk for 
losing his residential, vocational, day program, or 
educational services. The consumer may experi-
ence instability due to a problem with transition to 
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a new living situation or a new program. Although 
over 90% of adults referred to SCCAT are linked to 
NJ Division of Developmental Disabilities (DDD), 
SCCAT will also respond to a crisis call for some-
one who presents as likely to be I/DD but who may 
not have been linked to services. SCCAT will as-
sess and assist in making the appropriate referral 
if it is likely that the individual meets criteria for 
link-up with DDD community services. 

Scope of Services
Psychiatric and behavioral crises are not just 

individual events; they are social and systems 
events. Crises occur within the social settings of 
family homes, group homes, day programs, and 
schools. The response to crises occurs within a 
system of service delivery including calling 9-1-
1 and the arrival of first responders, emergency 
room visits, inpatient hospitalization, or outpa-
tient treatment. A crisis team must respond on 
multiple levels: it must address the stabilization 
of the person in crisis, but it also must also ad-
dress the issues in the person’s setting that con-
tribute to crisis episodes and deal with dynam-
ics of the consumer with his housemates, his 
co-workers, his family, and staff. The goal of an 
effective crisis response team is to avert unneces-
sary hospitalizations and loss of placement by in-
tervening early, before behaviors escalate. If the 
person does need hospitalization, the goal of the 
crisis response team is to promote reintegration 
into the consumer’s post-discharge setting and 
identify what needs to change in the consumer’s 
supports and resources in order to avert future 
hospitalizations.

SCCAT provides crisis response and clinical 
follow along services. Clinicians assess consum-
ers across settings in order to understand the 
consumer’s unique profile of challenges and re-
sources. In addition to assessing and working 
directly with the consumer, the clinician works 
with DDD case management, families, and staff 
to develop a stabilization plan. Typically, clini-
cians work with consumers, their families, and 
staff for a period of six to eight weeks, or to the 
point that the crisis acuity has been lessened and 
referrals can be made for longer term stabiliza-
tion.

Among the services that SCCAT provides:
·	 Initial assessment resulting in a stabilization 

plan and recommendations for services and 
supports including provision of 24 hours on-
call crisis response

·	 Provide consultations to screening centers 
and DMHAS agencies

·	 Work alongside families and provider agency 
staff to lessen the acuity of behaviors and pro-
mote stabilization through skills training and 
environmental assessments

·	 Provide in-service trainings on psychiatric ill-
ness and Positive Behavior Supports

·	 Work directly with the consumer to provide 
brief counseling and to increase coping skills

·	  Work with staff to develop an emergency pro-
tocol and promote appropriate use of acute 
care resources

·	 Provide mental health consultation to the 
community-based IDT

·	 Collaboration with DDD Case Management
·	 Collaboration with mental health and disabil-

ities provider agencies
·	 Provide information and supports to family 

and professional caregivers
·	 Advocacy linkage with relevant community-

based services and supports

Focus on Family Intervention
Most consumers linked with the Division of De-

velopmental Disabilities live at home with their 
families. A unique feature of SCCAT’s crisis re-
sponse is the inclusion of family interventionists 
within the multi-disciplinary team. These fam-
ily interventionists address the dynamics of the 
family situation as they relate to crisis, help re-
stabilize the family unit following a crisis, and 
help families identify their unique resources to 
promote their relative’s wellness and recovery 
from mental health or behavioral crisis. In ad-
dition to specifically dedicated family specialists, 
all SCCAT clinicians are provided with resources 
to work with the families of the consumers on 
their caseloads.
·	 SCCAT clinicians consult with families to 

identify resources and strategies that promote 
stabilization in time of crisis. This includes 
development and maintenance of an adequate 
environmental structure and routine and the 
consumer’s pursuit of positive behavior prac-
tices. Clinicians provide families with infor-
mation and trainings on a range of relevant 
topics including mental health disorders, 
emergency protocols including the use of acute 
care resources, wellness and recovery princi-
ples, psychoactive medications, and de-escala-
tion strategies. Clinicians provide on-site brief 
counseling, on-site coaching, and skills build-
ing for consumers and their families. 

Trainings
Each year SCCAT hosts nine Regional Train-
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ings on topics of interest regarding support of du-
ally diagnosed individuals. These trainings are 
offered free of charge and are open to all who are 
interested. In addition, SCCAT offers hundreds 
of agency-based in-services in order to equip staff 
at provider agencies and mental health settings 
to better respond to the needs of dually diagnosed 
adults.

Relationship to Funding Sources
SCCAT is a state contracted service of Trinitas 

Regional Medical Center that is dually funded 
by the Division of Developmental Disabilities 
and Division of Mental Health and Addiction 
Services, sister divisions within the New Jersey 
Department of Human Services. SCCAT reports 
statistics on a monthly, quarterly, and yearly 
basis to DMHAS and is considered a DMHAS 
contract. SCCAT maintains regular contact with 
DDD community services by debriefing case man-
agers about specific clients following assessment, 

participation in interdisciplinary team meetings 
arranged by DDD, and through regularly sched-
uled review of the active caseload conducted at 
community services offices throughout the state. 

Student Internship and 
Externship Opportunities

Each year, SCCAT hosts two pre-doctoral psy-
chology interns from a Developmental Center. 
These students pursue rotations on the special-
ized inpatient unit at Trinitas, provide outpa-
tient counseling to consumers through a satellite 
office of Trinitas and conduct psychological test-
ing under the supervision of the licensed psychol-
ogist who is Clinical Administrator for SCCAT. 
Additionally, each year students elect to work 
with SCCAT clinicians to learn about crisis re-
sponse and clinical outreach through externships 
and practicum.

For additional information, contact Deepak 
Patwardhan at dpatwardhan@trinitas.org.

Inpatient Treatment for Children and 
Adolescents with Dual Diagnosis
Michelle Perna, LCSW and Matthew Brightman, PsyD, Trinitas Regional Medical Center

In 2006, Trinitas Hospital created the only spe-
cialized inpatient service in the state for children 
and adolescents who are dually diagnosed. The 
patients who are admitted to this program typi-
cally have exhibited severe behavioral challenges 
included physical aggression, tantrums, property 
destruction, and self-injurious behaviors (head 
banging, biting). The severity of these behaviors 
causes these patients to be unmanageable in the 
community. In 2010, the unit had 56 admissions, 
and in 2011 the unit had 48 admissions. The pro-
gram allows for longer hospitalization periods; 
an average length of stay is 60 days. As a result, 
treatment can be focused on the utilization of a 
therapeutic milieu that provides a daily struc-
tured routine, stabilization on psychotropic med-
ications, a behavioral intervention treatment mi-
lieu, and group activities that help develop better 
communication, social, and coping skills.

Treatment and Staffing
A dedicated interdisciplinary team that is 

knowledgeable about child and adolescent devel-
opment and mental health disorders is assigned 
to patients in this program. This team is sensi-
tive to the needs and challenges of children or 

adolescents who are dually diagnosed. The team 
provides a comprehensive mental health assess-
ment on every patient in the program and in col-
laboration with the family develops specific goals 
that are the focus of the treatment plan. This 
plan emphasizes each patient’s strength and 
need in an attempt to lessen the behaviors that 
have been problematic.

The team is comprised of psychiatrists, social 
workers, a psychologist, or post- doctoral psychol-
ogy clinician, registered nurses, mental health 
workers, and creative art therapists. Groups and 
activities for these patients are carefully planned 
to best meet their functional level and treatment 
need and are comprised of other patients of simi-
lar age and ability. In instances where a child 
cannot integrate into a group structure or milieu, 
a staff member is assigned to carry out the in-
dividual’s daily schedule in conjunction with be-
havioral intervention or intervention goals.

Treatment Goals
The goal of the program is to lessen the frequen-

cy and intensity of the excessive behaviors, there-
by affording the child the opportunity to return 
home or to a less restrictive treatment setting.
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Family involvement is vital in all aspects of the 
treatment especially in the formation of the treat-
ment plan and behavioral programming. Families 
have often experienced much stress preceding the 
admission of their child. The admission often al-
lows the family a respite they very much need. 
Families are engaged in weekly family therapy 
during the time their child is hospitalized. For 
those patients who cannot integrate into group 
and milieu therapy, families are allowed liberal 
visitation. These visits afford the staff an oppor-
tunity for greater knowledge of how the family in-
teracts with the patient and provide an opportu-
nity to engage in the behavioral intervention and 
model. Each patient has assigned goals that he 
or she must work on throughout the day and eve-
ning. These goals target specific treatment prob-
lem areas and are changed as progress is made. 
A typical day would involve engagement in a se-
ries of therapeutic groups many of which focus 
on social skills building, problem resolution, and 
community skills. Patients also receive individual 
therapy at least once a week. During the school 
year patients receive individualized instruction 
from a tutor provided by the Union County Ed-
ucation Commission. The tutor assigned to this 
population works closely with the treatment team 
reinforcing the skill building and behavioral in-
tervention goals that have been developed.

Progress through the behavioral interven-
tion model is documented and reinforced with 
rewards (the schedules for such is based on the 
age/ level functioning and is often individual-
ized for this population). As these patients often 
struggle with aspects of hygiene and grooming, 
progress through the highest level of the model 
can be made only when patients complete these 
tasks to the best of their ability. As a measure 
of treatment outcomes, the unit has utilized the 
Nisonger Child Behavior Scale.

Examination of Behavioral Changes 
that Have Occurred for This 
Population Between Admission 
and Discharge on the Unit

The Nisonger Behavioral Child Rating Form 
(Aman, Tasse, Rohahn, & Hammer, 1996) is a 
standardized instrument derived for children 
with developmental disabilities to assess positive 
social behaviors and problem behaviors. There 
are over eight domains or subscales including 
two positive social behavior subscales (compli-
ance/ calm and adaptive social) and six problem 
behavioral subscales (conduct problems, inse-
cure / anxious, hyperactive, self-injury / stereo-

typic self-injury / ritualistic and irritable). Two 
evidenced based projects have been conducted by 
predoctoral psychology interns as part of their 
requirement for completion of the psychology in-
ternship program at Trinitas (Ortiz & Desimone, 
2011; Sasso, 2010).

In each study, the Nisonger Child Behavioral 
Scale-Teacher version was given to mental health 
workers and nurses who work closely with the MI/
DD patient. These rating forms were completed 
upon admission and discharge in order to gather 
behavioral changes among the developmentally 
disabled population. The researchers expected 
that patients would display improvement from 
admission to discharge across multiple domains. 
Although both studies had a small sample size 
(the larger study had 26 participants), they pro-
vided supporting evidence that treatment in the 
Trinitas MI/DD program produced significant 
positive behavioral change for patients across 
several areas, as both studies found significant 
improvements on the compliance/calm, conduct 
problems, self-isolated/ritualistic, and irritable 
subscales.

Such positive treatment outcomes are impor-
tant as, given this reduction in problem behaviors 
and increase in calm/compliant behaviors, pa-
tients are more likely to function in less restrictive 
environments upon discharge. The results sug-
gest that the unit is shaping more social adapt-
ability through patients’ involvement in milieu, 
group, individual, and family therapies, as well 
as through the benefits/ stabilization provided by 
psychotropic medications, all within an integrated 
psychiatric/behavior intervention model.

These findings suggest that increased behav-
ioral supports in integrated/psychiatric behavior 
programming lead to better treatment outcomes 
within inpatient settings. More research is need-
ed to identify the mediating and moderating roles 
in various treatment factors so better to develop 
our understanding and inform our treatment of 
these patients.

In the meantime, given the preliminary yet 
clear benefits of this programming to patients 
and their families, it is hoped that further devel-
opment of Integrated MI programs in both inpa-
tient and outpatient settings continues.

References
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Inpatient Treatment of Adults with Dual 
Diagnosis
Michael Guglielmino, LCSW, Dana Melici, MSW, Jatin Shah, LCSW, Trinitas 
Regional Medical Center

Trinitas Regional Medical Center’s Department 
of Behavioral Health and Psychiatry opened up 
a 10-Bed Inpatient Mental Health Program in 
2003. The unit is the only inpatient psychiatric 
service in New Jersey that is dedicated to provid-
ing acute inpatient treatment to adults who are 
developmentally disabled with a co-morbid Axis 
I Psychiatric Diagnosis. Trinitas’s 2D unit pro-
gramming includes a multi-disciplinary approach 
among physicians, nurses, and clinical staff in 
addition to collaborative treatment efforts with 
the Division of Developmental Disabilities and 
various community based treatment providers. 
The goal is to effectively develop individualized 
treatment plans to target acute mental health 
symptoms as well as incorporate various posi-
tive behavioral support strategies and creative 
arts/recreational disciplines. In addition, the 2D 
unit pulls from other Trinitas community-based 
programs such as the Statewide Clinical Con-
sultation and Training Program ( SCCAT) and 
Integrative Service Delivery Team (ISDT) which 
provide face-to-face follow up in the community 
both prior to and following admission to 2D, on-
going trainings for community-based agencies, 
advocacy, and education regarding diagnosis, ef-
fective treatment strategies, and Positive Behav-
ioral Supports. 

Staffing and Programming
The 2D unit staff include two full time board 

certified psychiatrists, two RN’s (per 8 hour 
shift) to effectively implement treatment goals 
designed by the clinical team collectively, a mini-
mum of two mental health technicians (per 8 
hour shift) to provide structure and assistance 
with adult daily living skills, one full time LCSW 
for treatment development including advocacy 
and discharge planning, one full time (LSW) and 

one part time behavioral specialist to develop 
effective behavioral strategies to help shape be-
haviors while on the unit as well as provide be-
havioral recommendations post discharge, one 
full time recreation therapist to develop overall 
physical wellness goals as well as provide daily 
group therapies, and other creative disciplines 
including Occupational Therapy. Trinitas’s 2D 
unit also embraces the philosophy of continuing 
education and thus incorporates student interns 
from various pre-doctorial programs, social work 
programs, and is included in the Trinitas Resi-
dency Program which allows clinical rotations 
on 2D for medical students and Psychiatry Resi-
dents. Due to the wide range of developmental 
disabilities seen on the unit, 2D’s programming 
is often modified weekly to meet the function-
ing level of the patients; however all program-
ming incorporates the following topics in various 
creative ways: Wellness Recovery Action Plans 
(WRAP), Medication Education, Social Skills 
Training, Behavioral Therapy, Anger Manage-
ment, Coping Skill Exploration, and overall 
Physical and Mental Wellness.

Criteria for Admission
The prospective admission must be 18 years of 

age or older and evidencing signs of acute exacer-
bation of psychiatric symptoms or behavior that 
presents a danger to self, others and/or property. 
Individuals presenting with signs and symptoms 
which suggest an impending behavioral or psy-
chiatric crisis may be deemed acceptable.

Individuals cannot exhibit signs of acute medi-
cal conditions that require inpatient medical 
treatment. The individual must be medically 
stable at the time of acceptance to the unit. All 
individuals who present for transfer to the Trini-
tas unit must first be assessed by a SCCAT cli-

Ortiz, M.M., & DeSimone, L. (2011). Evidence 
based project for developmentally disabled 
patients at child and adolescent inpatient 
unit: Assessing behavior with Nosinger 
Child Behavior Scale. Unpublished manu-
script.

Sasso, S. (2010). Evidence based CQI project sum-
mary. Unpublished manuscript.

For further information, contact Michelle Per-
na at MPerna@trinitas.org
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nician and deemed eligible for admission to the 
unit. Individuals who are already being treated 
at another facility will be considered for transfer 
to 2D on a case-by-case basis.
Admissions to the 
2D unit

2008 2009 2010 2011

228 243 242 246

Scope of Services
A multi-disciplinary staff provides an intensive 

structured twenty-four hour therapeutic milieu. 
A variety of interconnected group and individual 
treatments are offered throughout the day, seven 
days a week. The range of assessment and treat-
ment services includes:
•  Medical evaluation upon admission with fol-

low-up monitoring and medical consultation, 
including neurological evaluations, when in-
dicated

•  A comprehensive psychiatric evaluation with-
in twenty-four hours of admission

•  Behavioral assessments conducted by behav-
ior specialists in conjunction with SCCAT 
team which help to determine environmen-
tal and psychosocial factors contributing to 
change in baseline behavioral functioning

•  Crisis intervention including psychopharma-
cological and behavioral strategies

•  Individualized treatment planning based on 
multidisciplinary assessments that are initi-
ated immediately after admission and devel-
oped in collaboration with family, community 
caregivers, DDD case managers and other 
treatment providers, and the MI/DD treat-
ment team

•  Individualized medication education based 
on the patient’s cognitive functioning. Medi-
cation education to family, DDD, and group 
home staff, minimally at discharge, and as in-
dicated over the course of treatment

•  Therapeutic approaches that include anger 
management, social skills training, relaxation 
techniques, illness education, and behavior 
modification/token economy

•  Recreational therapies directed at sublimat-
ing aggressive and self-destructive impulses, 
stimulating creative expression, and promot-
ing adaptive coping skills

•  Age-specific occupational therapy assess-
ments which help to define patient’s cognitive 
and functional capabilities and identify pa-
tient assets and limitations

•  Occupational therapy groups geared towards 

improving cognitive skills and task perfor-
mance

•  Psychological and neuropsychological testing 
as needed

•  Ongoing psychiatric assessment and medica-
tion monitoring to address psychiatric and be-
havioral symptoms which pose a continuing 
risk of violence to self, others, and property

•  Continuous observation and control of de-
structive behavior through use of positive re-
inforcement and token economy system, with-
holding of select privileges, and seclusion and 
restraint (in accordance with hospital policy) 
only when less restrictive measures and de-
escalation techniques do not effectively con-
tain serious dangerousness to self or others

•  Family contact within forty-eight hours to ex-
plore family stressors and factors precipitat-
ing admission and to collaborate in aftercare 
planning

•  Family consultation and education in col-
laboration with Trinitas’s Integrated Service 
Delivery Team (ISDT) or Trinitas’ Statewide 
Clinical Consultation and Training Team 
(SCCAT)

•  Development of wellness and recovery action 
plans in collaboration with consumer, involved 
family members and/or provider agencies

•  Advocacy and referrals for needed community 
services and level of care required to insure 
safety of patient and others

•  Written discharge summaries with recom-
mended interventions to insure continuing 
stabilization post-discharge

Exclusionary Criteria
The patients who come to the unit typically ex-

hibit aggressive and at times violent behaviors 
including injury to self, others, and property. 
Medically frail individuals would be vulnerable 
given the acuity on the unit. Moreover, individu-
als who are medically unstable will not be able 
to fully participate and benefit from the milieu 
treatment. The unit which is housed on a campus 
dedicated to psychiatric and behavioral health 
services, does not have the full range of medical 
services available for the treatment of individu-
als that are medically ill. These are among the 
reasons that there are a list of medical conditions 
that preclude transfer to the 2D inpatient psy-
chiatric unit. Individuals who require complete 
bed rest, a Foley catheter, a nasogastric tube, or 
intravenous therapy on an ongoing basis are not 
eligible for admission. Other medical conditions 
which preclude admission include: acute respi-
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ratory disorders such as pneumonia, pulmonary 
tuberculosis, chronic obstructive pulmonary dis-
ease with emphysema, or other conditions which 
will require oxygen supplementation. Hepatic 
or renal failure, symptomatic and uncontrolled 
cardiac disease, such as myocardial infarction, 
unstable angina, life threatening arrhythmia, or 
uncontrolled hypertension, Infectious diseases 
which require isolation, fractures or other recent 
severe orthopedic injuries, which have not been 
completely stabilized and treated, acute intoxica-
tion, poisoning or overdose until medically stable, 
seizure disorders unless sufficiently controlled 
by anti-convulsant medication (seizure free for 
24 hours). If an individual has a change of medi-
cal status during his or her inpatient stay, he or 
she is transferred to the hospital’s medical unit 
at a nearby campus in Elizabeth for medical sta-
bilization prior to return to the inpatient unit if 
the individual still meets criteria for treatment.

In addition to medical conditions that preclude 
admission, there are individuals who require 
custodial care due to a clearly diagnosed organic 
condition. This includes individuals who are al-
ready receiving treatment in a state or county 
hospital Individuals with charges that require 
confinement in a forensic hospital (Ann Klein), 
and individuals with felony charges or those who 
require armed police guard.

Discharge Criteria
The 2D treatment team confers about patients 

every morning during morning rounds. When a 
patient no longer requires skilled observation 

and treatment in an acute care setting and the 
team concludes that the patient can continue 
treatment on an outpatient basis or in a non-
acute care facility, that individual is considered 
ready for discharge. The patient who is ready 
for discharge has also demonstrated a marked 
lessening of acuity to the extent that he or she 
is no longer a danger to him/herself, to others, 
or to property. The patient is sufficiently stable 
by determination of the treatment team to return 
home to family or pre-existing supported living 
environment, or to an enhanced or alternative 
living situation that DDD can provide.

The unit discharge planner works with families 
and provider agency staff to facilitate the return 
of individuals to their community placements 
upon completion of their treatment on the spe-
cialized unit. The discharge summary includes 
recommendations regarding continued medical 
and non-medical management of the individual’s 
mental disorder. The behaviorist on the unit may 
have recommendations about behavioral shaping 
techniques, skills training, and environmental or 
programmatic modifications that proved helpful 
while the individual was on the unit and could be 
continued in their community setting. Trinitas’s 
clinical outreach teams then follow the individu-
al in their community setting to promote reinte-
gration and resumption of daily routine. 

For additional information, contact Michael 
Guglielmino at MGuglielmino@trinitas.org. 

Neuroscience Reviews

A Brief Glimpse into Stress and Brain 
Development: The Deep Background for the 
Behavioral Pharmacology of Extinction
Jarrett Barnhill MD DFAPA, FAACAP, UNC School of Medicine

Although not focusing specifically on individuals 
with Intellectual and Developmental Disabilities 
(IDD), articles by Skuse, Morris, and Lawrence 
(2003), McLaughlin, Fox, Zenneah, and Nelson 
(2011) and McOmish and Gingrich (2011) and a 
recent book by Siegel (2012) explore the adverse 
effects of repeated stress on the complex develop-
mental neurobiology of stress responses and brain 
maturation. Current research in the social neuro-
sciences suggest that the unifying experience of 

early nurturing, gene-environmental interactions, 
and security of attachment provide the basic foun-
dation for the integration of autonomic and neuro-
endocrine responses of emotional experience with 
emerging executive and late developing cognitive 
functions (McLaughlin et al 2011). This article 
attempts to link what we have learned thus far 
about the relationship between stress during in-
fancy and early childhood as a risk factor for Post 
Traumatic Stress Disorder (PTSD). 
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Earlier in this series we explored the role 
played by early exposure to traumatic experience 
in the metamorphosis of PTSD. Although most of 
us consider PTSD to be a purely environmentally 
induced disorder, current evidence suggests that 
this assumption is too simple. Gene-environment 
interactions underlie two key forces underlying 
this metamorphosis: 

1. Early exposure to repeated severe stresses 
during early development is involved in shaping 
the stress response system-sympathetic nervous 
system reactivity, release of stress hormones and 
activation of some elements of the immune sys-
tem (McOmish et al, 2011). 

2. These changes can have an adverse effect 
on subsequent brain development. At a physi-
ological level, there is a growing body of evidence 
to support stress-induced disruptions in early 
neuronal development and later neuroplasticity 
critical to adaptive behaviors and new learning. 
This suggests that neurophysiological changes 
in cortical arousal impact the development and 
maturation of late developing networks that are 
involved in remembering, integrating, and even 
attaching meaning to these experiences (fronto-
temporal- limbic systems). Left untreated these 
changes will also impact future adaptability 
(McOmish et al 2011; Siegel, 2012).

There is a paradox imbedded in these observa-
tions. Why don’t these children simply outgrow or 
forget these experiences?  Early trauma during 
periods of peak neuroplasticity should be more 
amenable to intervention. Unfortunately many 
infants and young children fail to grow out of it in 
part due to a lack of timely intervention and end 
up enduring long lasting consequences. For these 
children it is as if their stress responses co-opt 
normal development, especially the maturation 
of brain networks devoted to social intelligence 
and late-emerging executive functions (a flexible 
repertoire of adaptive skills). A similar paradox 
exists for children with severe brain trauma—
the earlier the trauma the greater the impact on 
long term development of cognition and more de-
manding levels of academic functioning (McOm-
ish et al 2011; Tomasulo & Razza, 2007). 

Abuse and neglect may have an even greater 
effect on children with IDD with impairments in 
problem solving skills. Unfortunately many chil-
dren with IDD are abused and neglected by those 
on whom they depend upon for many psychologi-

cal and care giving needs (Tomasulo & Razza, 
2007). In addition to increasing the risk for 
PTSD, these traumatic experiences may inter-
fere with learning new skills and result in inter-
nalizing and disruptive externalizing behaviors 
that can limit access to much needed educational 
and habilitative services. Even for those who do 
not develop recognizable PTSD, each of these is-
sues puts the child at risk for other psychiatric 
disorders. The $64,000 question is how to reverse 
these trends. Prevention is the most effective op-
tion but most referrals come late in the course. In 
order to adequately treat these individuals, we 
need to develop strategies to enhance extinction 
via new learning. One strategy is to recreate an 
immature neuroplastic state that will facilitate 
new learning. In essence, we need to switch on 
key genes that were turned off by severe distress 
and sensitization due to repeated insults (Adler, 
2012). How we might do this is next. .  
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For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu. 
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US Public Policy Update

Improving Preparedness and Flexibility in 
Web-Based Trainings for North American 
START Teams
Julie Moser, M.A., The Center for START Services, University of New Hampshire 
Institute on Disability 

Participant preparedness and flexibility are 
essential components of successful online train-
ing programs that are targeted to diverse audi-
ences. Families, clinicians, direct support staff, 
community partners, administrators, and others 
who work to improve the lives of individuals with 
intellectual and developmental disabilities (I/
DD) have complex schedules and differing levels 
of experience with technology. Online prepared-
ness measures and flexibility reduce barriers to 
access and promote effective delivery for online 
trainings and technical assistance. 

In 2010, the Center for START Services ex-
panded its services and began to offer a blended 
approach to technical assistance and trainings 
using techniques that are both synchronous (in-
person or live web-based and conference call 
sessions) and asynchronous (pre-recorded train-
ing videos). This approach allows the Center to 
provide services at a decreased cost while also 
saving participants additional costs associated 
with travel such as time and mileage reimburse-
ments (Hurley & Beasley, 2011). Using technol-
ogy to provide services has also provided projects 
with a way to involve community mental health 
partners in assessment and treatment planning, 
while increasing their knowledge about I/DD and 
mental health needs (MH). 

START (Systematic, Therapeutic, Assessment, 
Respite and Treatment) is a systems linkage 
model to provide community services, natural 
supports and mental health treatment to people 
with I/DD and mental health issues (Beasley, 
2002). The model was first developed in 1988 and 
cited by the Surgeon General’s Report (U.S. Pub-
lic Health Service, 2002) and has been used as a 
basis for the development of services in Arkan-
sas, Maine, Connecticut, Massachusetts, Minne-
sota, Oregon, Tennessee, Texas, and Washington 
(Jacobstein, Stark & Laygo, 2007). 

The Center for START Services, part of the 
University of New Hampshire’s Institute on 
Disability/UCED, is responding to emergent 
research and evaluation feedback to provide 

a  blended learning approach to trainings. Our 
2011-2012 National Online Training on MH & 
I/DD was well attended with more than 1,430 
participants logging in to view the sessions. Par-
ticipant feedback during the registration process 
and in evaluations indicated that two major ar-
eas for improvement were access to appropriate 
technology and time, which is in keeping with 
online learning research. While advances in 
technology have made it easier to produce and 
deliver web-based trainings and technical assis-
tance, research shows that considerations such 
as appropriate access to technology, support from 
organizations to take time for training, and vary-
ing levels of participant experience with technol-
ogy are crucial factors when developing effective 
training programs (Noe, 2010).   

Our primary focus is on producing and deliv-
ering world-class trainings and technical as-
sistance related to the START model and I/DD. 
Although we are not responsible for participant 
preparedness (access to and familiarization with 
the appropriate technology) or flexibility (wheth-
er an organization supports participants by pro-
viding them with the adequate time), we consider 
these issues to be an important part of a success-
ful training program. The emergent and growing 
body of research on online education programs 
highlights the importance of preparedness as it 
relates to educational outcomes (Wojciechowski 
& Louann, 2005) and flexibility (An & Frick, 
2006). To ensure that participants get the most 
from our blended training approach, the Center 
for START Services is responding through a mix 
of short- and long-term approaches.    

Our short-term responses include both syn-
chronous and asynchronous offerings tailored to 
each training group based on their preparedness 
level. We have developed a new online course 
with pre-recorded video trainings to provide op-
portunities for self-paced individual and group 
learning sessions with exercises to enhance com-
munities, conversations and networks. The on-
line course has been developed in a way that is 
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nimble and may adjust easily to new information 
and the changing landscape of learners, and we 
have implemented polls to measure basic partici-
pants’ experience with web-based learning envi-
ronments. 

Finally, long-term responses to address par-
ticipant preparedness and flexibility will include 
an in-depth study to examine various character-
istics of participants to measure preparedness 
and learning outcomes. Self-assessment surveys 
will be conducted at least one month prior to each 
new training group to allow us time to provide 
an orientation process that is tailored to specific 
groups and addresses gaps and potential barriers 
for the specific audience. Over time, aggregated 
data from these surveys will help us develop a 
comprehensive orientation process for all partici-
pants based on responses to the self-assessment 
survey. The goal is to help participants become 
more comfortable with the online learning envi-
ronment and web-based offerings so that learn-
ing and positive outcomes for individuals with I/
DD and their communities take center stage over 
anxiety about technology and time.

Through trainings offered, there is the capac-
ity for all to learn and improve outcomes, in-
cluding both professional and natural supports/
families. This is key to our mission. The ability 
to provide effective ways to access training in our 
ever-evolving field can foster the provision of ef-
fective services in an environment with scarce 
resources. Improving strategies that are timely 
and allow for all to be involved is an aim that we 
hope to achieve with this effort.
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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. 

The NADD Bulletin welcomes submissions of arti-
cles from practitioners, academics, managers, policy 
makers, family members, and Direct Support Profes-
sionals, 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., Co-Editor, at  
lesralew@trinitas.org.  

Submit an Article for the NADD Bulletin



Note from the editors
Clinicians from Trinitas Regional Medical Center in New Jersey 

describe the continuum of care model for MI/DD children and adults 
in this issue. Lucy Esralew provides an overview of the services 
which include crisis response, psychiatric inpatient services, 
clinical outreach and clinical case management. Ted Calefati and 
Nicole Livingston describe a unique, fifteen year clinical case 
management program for adults. Deepak Patwardhan, Bonny 
Life and Jason Rechtman describe a statewide crisis response 
and clinical intervention team that manages over one thousand 
episodes of crisis presentation per year. Michelle Perna and Matthew 
Brightman describe a unique inpatient psychiatric service for 
children and adolescents with dual diagnosis. Michael Guglielmino, 
Dana Melici and Jatin Shah describe inpatient psychiatric services 
for dually diagnosed adults.

Jarrett Barnhill continues his series of Neuroscience Reviews, 
considering the behavioral pharmacology of extinction.  Our US 
Public Update comes from Julie Moser, who describes the blended 
learning approach utilized by START with their web-based 
trainings.

As we reach summer’s end, the Editors hope that our readership 
have had the time to relax and refresh. We invite you to submit 
articles describing your clinical work.

Jarrett Barnhill,MD, DFAPA, FAACAP
Jarrett_Barnhill@mednet.unc.edu  

Lucy Esralew, PhD
lesralew@trinitas.org
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The NADD 29th Annual Conference & Exhibit Show 
Wednesday-Friday, October 17-19, 2012  
Omni Interlocken Resort 
Denver, Colorado 

Mental Wellness in Persons with IDD and ASD:  
Innovations, Collaboration & Quality of Life (IDD/MH) 

 
Reach your peak – This year’s conference offers an array of speakers and sessions to provide a broad range of 
training concerning mental health needs for persons with intellectual and developmental disabilities. 
 

Plenary Talks 
 

Autism Research: Intervention Outcomes, and/or Effects on 
Quality of Life and Wellness 
 Jean Frazier, MD, Vice Chair of Psychiatry at the University of 
Massachusetts Medical School in Worcester, MA  
 
 
 

Cognitive Disability, Dual Diagnosis and Emerging 
Technologies in an Era of Economic Uncertainty 
David Braddock, PhD, Executive Director of Coleman Institute 
for Cognitive Disabilities and Associate Vice President of the 
University of Colorado in Boulder 

 
Registration is now open.  Visit www.thenadd.org/29th/. 

The Human Rights Agenda 
for Persons with 

Intellectual Disabilities
Edited by Dorothy Griffiths, 

Frances Owen 
and Shelley L. Watson

The Human Rights Agenda For Persons With Intellectual Disabilities

Edited by Dorothy Griffiths, Frances Owen and Shelley L. Watson

Th e Human Rights Agendafor Persons with Intellectual DisabilitiesThis book explores ways in which the spirit of the UN Convention on 
the Rights of Persons with Disabilities may be enacted in the lives of 
individuals who have intellectual and developmental disabilities. A broad 
range of rights issues and research is examined related to health, education, 
the law, sexuality, parenting, and daily living, with the goal of exploring the 
history of concerns and barriers to rights enactment. Examples of rights 
promotion programs are described and strategy recommendations are 
provided for organizations and self-advocates committed to the promotion 
of the authentic enactment of human rights.

About the EditorsDorothy Griffi ths, C.M., O.Ont, Ph.D., is a Professor in the Child 
and Youth Studies Department and the Centre for Applied Disabilities 
Study and Co-Director of the International Dual Diagnosis Certifi cate 
Programme at Brock University in St. Catharines, Ontario.Shelley L. Watson, Ph.D., is an Associate Professor in the Psychology 

Department at Laurentian University. Her main areas of interest are in 
intellectual disabilities, human rights, and sexuality. She is currently 
researching families and their experience of raising a child with a disability, 
in particular FASD and autism. Shelley has also published about sexuality 
and disability issues, genetic testing, and ethics around disability.Frances Owen, Ph.D., C.Psych., is a Psychologist and Associate 

Professor of Child & Youth Studies and Applied Disability Studies at 
Brock University. She focuses on prevention and intervention approaches 
for children, youth and adults with exceptionalities, their families and care 
providers. Currently, she is working on projects related to the promotion 
of inclusion and human rights for persons with intellectual disabilities and 
on interprofessional collaboration related to service innovation.
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ISBN:978-1-57256-145-8

244 pages |  ISBN: 978-1-57256-145-8  |  NADD No.: SIO12-054B
NADD Members: $49.95 |  Non-Members $59.95

Visit the NADD On-Line Store.  
Click the “Products” tab on the NADD home page, www.thenadd.org
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Upcoming Conferences/Trainings
************************************

NADD 29th Conference & Exhibit Show – 2012
October 17-19, 2012 (W-F)

Omni Interlocken Resort • Denver/Broomfield, CO
************************************

NADD Fall/Winter 2012 Webinar Series

For full descriptions and to register, click the Conferences tab on the NADD website 
(www.thenadd.org) and select Webinars and Fall/Winter 2012.

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

Sept 12  Repetitive Verbal Arguments and Behaviors
Sept. 7  Technology-Based Service Models: Planning for  
 Sustainability in New Budget Environments
Oct. 4 “Compassion Fatigue”
Oct. 30   Learning More about Medication-Induced EPS
Nov. 1   Making Sense of Autism and Anxiety
Nov. 15   Understanding and Responding to Persons 
 with Personality Disorders

Nov. 27   Fostering Friendships for People With and 
 Without Disabilities
Dec. 4   Early Identification of Cognitive Decline 
 in Person with I/ DD
Dec. 12   The Inclusive Recreation Resource Center:   
 Helping ALL People Play-
Dec. 19   Update on Complementary and Alternative   
 Medical Treatments for Individuals with DD


