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Introduction

In February, 2000, Directors Michael Hogan and Kenneth Ritchey convened a
broadly based commirtee to make recommendations for the improvement of
services to Ohioans who are served by both systems. They charged the commit-
tee with three primary tasks:

* Identify Best Practices in serving and supporting people who
are often poorly served

* Plan a conference or training events which involve

1) Content - Generalize the training on Best Pracrices
so that they are implemented around the state, and

2) Process - Grow the spirit of collaboration, being sure
to involve consumers and families

* Becommend ways in which the two systems can work better together

In order to accomplish these tasks, the committee divided into three sub-com-
mittees: Best Practices, Training, and Intersystems. In addition to members of
the ODMH-ODMR/DD Advisory Committee, representatives of professionals,
consumers, and family members from around the state have participated in
sub-commirtres work.

The Best Practices Sub-Committee presented its report to the Advisory Commit-
tee in August, 2000. The Advisory Committee accepted the report, but asked
for some minor modifications, which were made in September, 2000, The draft
document was presented to Directors Ritchey and Hogan in November, 2000,
and they asked that it be published and distributed to Boards and agencies in
both systems.

This is truly the result of a cooperative effort begun by both Directors and in-
volving many people from both systems. It should be noted thar Best Practices
are never static, and that the work needs o continue.  This document does,
however, establish goals toward which to work and a framework for accom-
plishing those goals.

Please use it as a guide to delivering and obtaining services. Discuss it with
friends and colleagues. Contribute to success for the people we serve jointly

n - Db MEMA-DD Best Practices



Mission Statement

The MH-MR/DD Advisory Commirttee is committed to improving services and
supports to people who experience co-occurring developmental disabilities and
mental illness through recommendations to the Directors of both Departments.
It is committed o the identification and reduction of systems barriers, to the
development of integrated services, to encouragement of collaborative efforts
to identify and spread best practices, and to train staff, consumers and family
members in understanding how both systems operate, and how to obtain and/
or provide state of the art services within each system,

Values Statement

People with developmental disabilities and co-occurring mental illness are among
the most vulnerable of Ohio’s citizens. All people have value, and all people
should have access to needed services and supports regardless of disability. The
Ohio Department of Mental Health, the Ohio Department of Mental Retarda-
tion/Developmental Disabilities, and Boards and agencies in each system have
a necessary, equal, and shared responsibility to:

* Ensure that needs are determined on the basis of comprehensive and
thorough diagnostic assessment of mental health and developmental
needs of each individual

* Ensure that needs are not based solely on either mental health
assessment or diagnosis, or developmental assessment or diagnosis

* Ensure that individual's needs are met in a way that preserves
dignity, offers choices, and improves his or her health and safety

* Ensure that access to services is equitable
* Ensure that access to services is based on need
* Work collaboratively with other systems serving this population

= Serve people with co-occurring developmental disabilities and
mental illness effectively

* Ensure that the services provided to the individual are consistent
with what the person wants cut of life and what supports he or
she needs to accomplish this

In keeping with the spirit of these values, phrases such as “primary diagnosis”
no longer have relevance nor should they be used in determining service deliv-
ery to persons with mental illness and developmental disabilities,

While thers are no studies
spacihic 1o the incidence
of mental illness among
people with mental retar
dation in Ohio, there are &
number of siudies con-
ducted elsewhere which
place the incidonges at 50
to 40 penzent, a much

Mg her rate than exists in
the genaeral population. 1
wi consider that the ing
dence of rmental retarda-
tian in the population s m
the range of 3 percent,
then, with & papulation of
approzirmataly 11 millian,
Okeo would have batween
%000 and 132,000
poople with mental retar-
dation wiha would, st
Some point in their lives,

sapanence mental illness.
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*The use of the word
“Professionals” in this
docurmnt refers to all pere
s0nE e, peychigtnsts,
n=ychologists, physicians,
SOCIAl wearkers, nuSes,
ete.) who assess, diag-
nose and rean persons
with mental retardation

and mantal ilinas:s.

Guidelines for the Evaluation of Persons Dually
Diagnosed with Mental Retardation and Mental lliness

Lead: Lani Eberlein, Psy. D.

Introduction

Perhaps the most challenging clinical aspect
of providing mental health care vo people with
developmental disabilicies is the diagnostic
assessment of psychiatric disorders, Although
it has been reported that persons with mental
retardation experience the full range of psy-
chiatric disorders (Svzmanski & King, 1999,
ar rates higher than the general population
(Borthwick-Dufly & Evman, 1990; Eaten &
Mennlascing, 1982; Einfeld & Tonge, 1996;
Reiss, 19907, many mental disordecs, for vart-
ous reasons, are misdiagnosed, under-diag-
nosed, or urdiagnosed in this populaticn. The
degree of accuracy of diagnostic assessment
with this population s critical to best practice
fg it provides the foundarion for the treztment
and service planning,

Best practices in the assessment and diagna-
sis of mental health disorders in people with
developmental disabilities require ongoing,
comprehensive, and rhorough assessments
conducted in multiple settings, This compre-
hensive asgessment process must include the
review of clinical recerds, in viva behavioral
observation, and interviews with multiple in-
formants who know the individual and his or
her level of functioning.

The purpose of diagnostic assessment is not
tor label, but to identify areas of need and to
recommend reatment and services. Assess-
ments  must take inte account the
biopsychosacial aspects of rthe individual.
Diagnostic assessment with this population
requires more time than is oypically allamred
hecanse the clinical interdew with the indi-
vidual alone is not diagnostie. 1t is necessary
po collect and o integrane historical data about
the individual's functioning and treatment
wirh present dara and observation.

Chio MHMMADD Best Fracticss

Guidelines for the Evaluation
of Mental Retardation and
Mental Ilineszs

I. General Guideline:
Familiarity with Nomenclature
and Diagnostic Criteria

A. Licensed professionals® performing
clinical asgessments of mental rezar-
dation and mental illness should be fa-
miliar with the prevailing diagnostic
nomenclamre and specific diagnostic
Criberia.

1. Practical Cansiderations
Influence of Level of Mental
Fetardation
Effects of Mental Retardation
an the Magneste Process
Diagnostic Overshadowing
Strengths and Needs va, Symp-
romaralogy and Disability

2. Adaptive Functioning (skill areas)
Abilicy 1o cope with the natral
and sodal demands of the emvi-
renment

1. General Guidelines:
Ethical Considerations

A. Professionals attempe to obtain
informed cansent,

B. Professionals gain specialized compe-
tence and only practice in areas in
which they have unique training, ex-
perience and qualifications,

. Prafessionals seek and provide appro-
priate consultation.

1. [nformation from many sources
and [rom orher professionals is



obtained price o the evaluation

2, Family and other important
collateral individuals will be
involved in the assessment process

0. Professionals are aware of personal
and societal biases and engage in non-
diseriminatery practice.

E. Professionals look for presenrarion of
meneal illness in the developmentally
disabled population across age, sex,
health differences.

I11. Procedural Guidelines: Conduct-

ing Evaluations of Mental Retar-
dation and Mental Illnass

A, Professionals conduct 2 clinical inter-
view as part ¢f the clinical assessment,
and are aware of the importance of
rherzpeutic alliance.

B. Psychologists are aware thar standard-
ized psvchological tests are important
tools in the assessmeant of mental re-
tardation and mental illness. They are
alzo aware that there are few measures
which are standardized for use in a
dually diagnosed population, and are
careful abour instrument selectian,
administration and interpeetation Cand
note ratonale in report). Standard-
ized instruments, while often provid-
g important information, cannot
alone diagnose the presence of dual
diagnasts,

3

When measuring cognitive changes in
individuals, psychologists anempt o
estimate premarbid abilites based an
ald records, and oncollateral informa-
tioa.

[, Pavehologists are sensitive o the limi-

rations and sources of variability and
error in psvchometric performances,
and chose instruments rhac will best
evaluare cach individual,

|__T_

Professionals recagnize that providing
constructive feedback, support and
edusation, as well a8 maintaining a
therapeutic alliance, can be important
parts of the evaluation process,

E  Specialized formars
1. Recommended psychological and
adaptive evaluadon materials

2, Recommended paychological
assessment repert formal

3. Recommended protocol for
integrative team report/clinical
ASEEESMENt

Tenets of Best Practice

+ Examining historical records and interview-

-

ing family membears and care providers are
necessary parts of the evaluation. All medi-
cal, developmental (especially prenatal and
birth) and social history is important. It is
important to wy w verily the accuracy of
records ar verbal reports.  Accurace diag-
nosis and efective care and treatment re-
quire knowledge of the context in which a
person has experienced the world, and alsa
how they relare in their current environ-
ment.

The reasons for doing assessment aned di-
agnosis is not to label, but to identify areas
of need and services required. The assess-
ment is 1o be holistic and include the
individual's emotional, psyvchological,
physical, social and other {e.g., educarional,
vocational, ete.) stave at present, and is not

Ohig $MHMS-DD Bast Practices

There is no form of reat-
mant that is agually affec-
Uiz For all pypes of mental
illness. Treatmenis may
ar gy not include medi-
catans, paychotherapy o
ather therapias., day treat-
mient, residential, social or
viorational skill training,
bezbarviar management
[anramE, nutnticn, e,
alene, or in combination.
Ciher congideralions as 1o
e feasibility of treat-
mients may include il
ability of service or practi-
tioner, financial rescurcas,
time necded, anvirgnmen-
tal supports, least restric-
tive alternatives, quality of

lifee, a2l



Any treatrment initisted
needs (e b evaluated
meaed an accurate and
complate records, as well
a5 repors lrorm the indi-
viduzl and significant ath
arg, Upon avaluation, or
re-gvaluation, the effac
tveness, accuracy of diag-
rasis, further ar alhor
needs or treatments nesd
to b considersd. The
person's sl of intellec
tual functioning should
influencs the selection of
intervantions for treating

the paychiatnc disorder.

Senices providad showuld
be Baged an and suppon
the individual's goals and

asmiranons in ik,

just to catalog problem areas. The assess.
ment and diagnosis is the foundation for
the treatment plan for change in needed ar-
eas, and v identify arcas of strength for
each individual.

This diagnosed population needs “informant
tag-a-longs” who are very knowledgeable
about the individual and hissher life,
Fecords can be incomplete, absent, incor-
rect; but effective care and treatment re-
quire knowledge of the context in which
person has experienced the world, and alsa
haw they relate in the current environment.

ASSEFSMEND iF an ongolng process, and must
continue after an initial evaluation is com-
plered, The assemment must be concurrent
with treatment, as peaple change over ime,
Feople are not static and do change due to
age, societal experience and circumstances.
Mental illnezses also change over time and
with treatment, Continued monitering and
re-avaluation of svenpioms and behavior are
needed to note progress and wo identify
changing needs.

Assessment should be comprehensive, thor-
ough and interdisciplinary. The greater the
number of informed individuals contribut-
ing their observaricns, the more complete
the picture of the client.

In wiva chservatons must ocour at home,
work, school, hospital, ere.

A thorough physical examination is a criti-
cal part of the assessment and additional
psycho-neuralogical assessments may he
necessary. Symproms assoctated with men-
tal illness also could be cansed by a medi-
cal problem cr medications. Eliminate the
possibility that the symptoms have a medi-
cal cavze priot to leoking for mental illness.

Chia MHEPAR-DD Best Practicas

There may exist immediate circumsrances
that need ro be addressed simultaneouns to
Examples are behaviors
that threaten safety or placements,

the assessment.

Azsessment interviews ofien last more than
one hour, and cannot be completed baged
an an inerview with the client alone, or by
noting that “records indicate thar this per-
som has MR."

Assessment is a complex effort that requires
biopsychosocial evaluation, clinical data
collection, psvchological / intellecmual evala-
atien, adaptive functioning assessment, and
contact with collarerally invalved others
such as family, teachers, or other knowl-
edgeable informants, Tt alse requines review
af old records and integration of all old and
present information. Assessment can take
geveral hours at least, and may need (o oc-
cur over a period of weeks, or more.

Agencies or counties with limited resources
should not “make do” with what they have,
bur should contact a Center of Excellence
fonee the Centers are established) for sug-
gesrions, technical assistance and dircetion
v needed resources. It is essendial that the
important task of assessment be completed
competently for each individual.

Sewveral peyehological screeningfassessment
instruments may alse be determined to be
helpful az part of the diagnostic assessment
process (see Appendix A). As with ather
components of the comprehensive assess-
ment process, these instruments are maost
wseful when combined with other assess-
ment techniques deseribed above.

Fizk assesament may alza be necessary, in
addition to diagnostic assessment, for indi-
viduals who pose danger to themselves or



others. Risk assessment and crisis planning
should cecur simultanecusly with diagnos-
tic assessment and meatment. All members
of the individuals team should conduer risk
assessment and take part in erisis planning
as a collaborative effort.

+ Clinicians doing diagnostic assessment and
rreatment planning with people who have
developmental disabilities need specialized
education, supervision and training in the
mental health aspects of developmenral dis-
albilities.

Clinicians doing assessment and treatment
planning need to be available to provide
technical assistance on an ongoeing basis to
those persons providing services to the in-
dividual,

Clinicians conducting Assessments must rec
ognize that various menral illnesses can
manifest differently across the levels of
mental retardation.  In addition, mencal
retardation is nor ane condition; there are
a number of syndromes, causes and levels
af retardarion, which may have behavioral
implications. Clinical sensitiviry to cultural,
age and healrh relared differences is neces-
sary given their impact on an individual’s
presentation inan assessment setting. For
example, infrequently seen condions such
as Asperger’s, MIMEDlind, MIMRAdeaf ,
MIMR epilepsy Autism, ewc., may e diffi-
cult to diagnose across the span of variabil-
iny manriomed above.

Diagnostic Assessment Process
I.  Interview

* Individual
= Family/care providers/ teachers

« Orher professionalsservice providers

II. Observe

= Individual in natural settings
(home, schoaols, wark, etc.)

* [ndividual's environment

= The behavior of those around
the individual
1. Study
= Al available historical records
V. Psychological Testing/Evaluation
(as appropriate)

+ Administer psychological assessment
instruments, if appropriale
« Callect information on

adaprive functioning
¥ Integrate/Organize
= Historical and current
information and data
VI. Formulate

= Diagnosis

VIIL.Develop
» ServiceStreatment recommendarions
hased on results of above
Information to Gather in a
Developmental History
I. Birth history
AL APGAR score

B. Drugs or medicines used before and
during conceprion

COhig MMHMME-DD Bast Practices



C. Aleohel, cigarette smaking or other
drugs (OTC and illegal) vused before
and during pregnancy

[ Actual birth hisvory
E. Enown problems in other family
members
II. Early Infancy
A, Developmental milestones
B, Odd or difficult behavior
. Use of speech, how much, et

I [Fwas in pre-school, history of behay-
incs and nteractions with athers

[ Any cngeing medical problems

I11. School Age
A, Usual tests with in-depth analysis of
any “flag” items (including exception-
ally hright)

B. Development of self-concept and self-
SR

o

Development of reciprocal interper-
sonal relationships with adults and
PRErS

=

Maore signs of special stress and how
&/ he coped with it

E. Any ongoing medical problems
including substance use
T Adolescent and Adult

A Usual histories with great concentra-
tion of social interaction and social
rezponsibility

B. Personal responsibility = trustworthi-

Chip MHME-DD Bast Praciees

ness, diosyneratic behavion

C. Ongoing medical problems including
substance use

[, Remember that for clinical purpeses,
intelligence relates to:
1. Sensory-moter development
2. Cognitive dewzlnpm-:nr
a. Beception
b. Perception
. Apperception
3. Rate of learning (what the LO.
tests)

4, Social Avwareness

Treatment Process

Treatment is founded vpon accurate and com-
plete diagnosis. The process of oreatment plan-
ning needs to he individualized to the unigue
neads of each individual which were identi-
fled in the assessment. All aspects of trear-
ment will be affected by the individual’s level
of functioning, cognitive level, as well as the
type/s of mental illness. The special circum-
stances af this complex area of practice may
raquire adjusmment of the recommended treat-
ment protocels for individuals without dual
diagnosis, Of course, engoing and contnuons
evaluation of treatment effectiveness needs
te be conducred, and necessary changes imple-
rented ag often as necessany

Considerations for providing
treatment to dually diagnosed
individuals:

1. e there underlying medical causes for
the symproms or behaviors?



2. If the individual is on medication, are the
sympioms or behaviors noted cavsed or
made worse by the medication?

A, Would medication be effective with this
disorder?

4. Has a comprehensive functional assess-
ment been conducred?
5. Has relaxarion rraining, desensitization or

social skills or anger management train-
ing been tanght?

&

Has the individual taken part in psycho-
therapy or counseling? 15 5/he emolion.
ally ccnnacred 1o the therapise?

7. Has a symptom-targeted behavior sup-
port plan been implementad ?

&, Haz safery of the individual and of others
been assured?

2. Will the envirenment be able to provide
support and necessary structure for the
treatment being considered?

10, Are there qualified persons readily avail-
able to implement the treatment plan?

11. Are treatment costs feasible for the indi-
vidual, agency or system?

._.
L

Has the individual agreed 1o the proposed
treatment, and contracted o do 207

13, Have the individual’s concems been taken
inca consideracion?

14. Have previous treatments and outcomes
been reviewed as o what worked, and
what did not, and have efforts been made
o dererming why in both cases?

15, Have the clinicians who provided the di-
agnostic assessment been invalved in for-

mulating the meament plan?  Are they
available o assist by consulting (or pro-
viding technical assistance] o the persans
implementing the plan?
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Biopsychosocial Treatment

Leads: Betsey Benson, Ph.D., and Andrew Eddy, M.D., M.5.

People with dual dizgnosis (MI/ME) are a
heterogeneous group of individuals with a
wide range of abilides, behaviors, and psychi-
atric disorders. The biopsychosecial rreatment
model integrates the peychological and socio-
logical influsnces on mental health and behav-
ior, as well as the biolegical causes of behav-
iar and the biological response o medication
treamment. These three arcas of an individuaal's
life are interdependent and inrerrelared,
Therefore, an integrated treatment plan, basad
on a therough assessment, that addresses (the
individual’s needs, is necessarye. The develop-
ment and implementation of an ntegrated
plan requires a team approach that includes
participation of professionals, sUpport persons,
including family and staff, and the consumer.
MAoteam approach iz congistent with a
biopsychosocial medel of treatment in which
binlogical, psychological, and social ateribuates
and influences are addressed in the assessment
and intervention. The integrated plan should
address consistency acrass senings, The inte-
grated plan should be monitoned and reviewed
on a regular basis 1o determing if desired our-
comes are achieved and if changes are needed
i the plan, A comprehensive treatment plan
may include both medication and psychoso-
cial interventions.

Biological Treatment

The diagnosis and ceeatment of mental illness
in rhe general population has been well de-
seribed.  Besearch has demonstrated the ef-
fectiveness of meatment strategies, particularly
the use and effectiveness of psychopharmacol-
oy There are accepted deflinitiens and diag-
ncistic criteria for mencal illnesses chat are elu-

cidated in the current version of the Ameri-
can Psychiatmic Association’s “THiagnostic and
Gtatistical Manual™ (DEM). The American Pey-
chiacric Association has produced practics
muidelines for the psychiatric evaluation of
adulezs, and pracuce guidelines for the wear-
ment of several more common psychiacric dis-
orders (wewsw pavchoorg), The American Acad.
emy of Child and Adolescent Psychiatry has
published twenty practice pacameters for the
assessment and treatment of those mencal ill-
nesses that typically affect children. (See ref-
erence on page 18,1 These “practice guide:
lines" and “practice parameters” are not stan-
dards by which therapy must be pravided.
Rather they are meant to provide profession-
als with assistance in formulating an individu-
alized diagnostic and treatment plan.

[n conerast, the treatment of mental dlness in
persons with MESDDY, uncil recencly, was not
well deseribed and was not the focus of re-
search, Inthe pasc few years grear advance-
ments have been made in the understanding
af the psyvchiatric assessment, diagnosis, and
treatment of mental illness in this population.
Wea now recognize thar menral illness for per-
soms with mental retardation is in essence the
same a5 for persons without mental retarda-
tion. Mental illness can ocour in any indi-
vidual, regardless of level of functioning or
presence or absence of & dizabiling We also
know that what works for a pasticular meneal
illness for a person wirhour mencal retarda-
ton will generally work for a person with
mental retardation. The mechanisms of ac-
ton of psychotmopic medication are the same
in both populations, Therefore, the seneral
treatment principles, practice guidelines, and
pracrice parameters that have been developed
and accepred for use for che assessment, di-

The diagnosis and treat-
ment af mental illness in
the gensral population has
neen well descrbed. In
conirast, the treatrmeant of
mental illness in persons
with BMARIDD, until recently,
s it el described
andl was not the forus of

rasearch.

e novw recognize that
rianlal lirness 1or persons
weith mental retardation is
in essenc hi sams as
for parsans without men-

tal retardation.
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agnosis, and meatment of mental illness are
in general alse applicable w the populadon
of persons with MESDD and mental illness,
with the following nuance.

The manifestation of mental fllress in many
individuals with MDD may differ from char
in the general populadon, Mental illness in
individuals with mental retardation may
present as unusual or repetiive behaviars,
withdrawal, aggression, self-injurious hehav-
ior, destructive bebavior, agitation, anxiety,
and sleep disturbance. Addidenally, an indi-
vidual with mental retardation and mental
illness may ke unable ta adequately express
symptoms of their mentzal illness. This may
include difficulty in or inability o provide
symptam deseription or to self-report symp-
tams, including thoughes, Feelings, and phivsi-
cal concerns.  The verbal expression of mmeat-
ment efficacy, and verbal communicadon of
medication side effects, may he impaired.
These medical, neurolegical, and sensary im-
pairments necessitate more behavioral abser-
vations rather than reliance on self-reporting
and parient interview for assessment of the
individual and assessment of treatment effec-
Liveness,

A dizgnosis from the current version of the
¥5M 15 preferable in order to guide appropri-
are rearment with psychotmopic medicarion,
However, some individuals will not present
with symproms of & specific DSM diagnosis.
These individuals may have significant behay-
ioral issues that do not respond or anly par-
tially respond to psvchogsocial interventions.
I such cazes, only a non-specific DS diag-
nosis can be made. These siruations may re-
quire rearment of an index behavior with
pavehotropic medication (Rush & France,
2000, Guideline 18},
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Guidelines for the psychiarric evaluation and
pevchopharmacalgie treatment for individu-
als with mental retardation and mental iliness
hawe been developed which expand on guide-
lines fior general psychiarric care by consider-
ing the unique characteristics of meneal ill-
ness in individuals with ME/DD, The most
recemt guidelines, Treatment of Paychiatrc and
Beleavieral Problems in Mental Retardation,
were published in the AIMR in May 2000.
These guidelines present the mast up-ra-date
consensuzs by medical experrs in this field. In
19496, an internacional consensus conferance
was convenad. The product of thizs endeavor
was the resource book Psvchotropie Medica-
tion and Developmental Disabilities: The Inter-
ritional Corsensus Handbock,  Also in 1966,
The Healch Care Financing Administration re-
leazed the ICFAME teaining manual Psvehop-
harmacelogionl Medizations: Safety Precautions
for Persans with Developmental Disabiliies—
A Regource for Training and FEduecation, These
guidelines serve as a basis for the assessment
and treatmeent of persons with mental retar-
dation and mental illness.

Psychopharmacologic Treatment

Clinical psychiatry and treatment with pay-
chotropic medication are impornant ¢ompo-
nents of effective treatment for individuals
with mental illress regardless of intelligence
level. The goals of psychiatric care and psy-
chopharmacalogic reatment are the allevia-
tion and reducton in sympromarology and an
imprevement in an individual’s quality of life.
The use of psychotropic medicarion based on
thiese prermises 1s appropriate for persons with
mencal retardation and mental illness, The fal-
lowing recommendations recognize this rela-
rionship berwean the use of psychormopic
medication and the achievement of desired
aoals,



Recommendations for
Psychopharmacologic Treatment

Paychopharmacologic trearment of individu-
als with dual diagnosis should follow the
biopsychosocial model in which the use of
psvchotropic medication is part of an inte-
arated trearment plan which includes psyche-
social interventions and 15 based on a thor-
cugh and on-poing assessment,

Psychopharmacelogie mreamment of individu-
als with dual diagmosis is the same as for per-
sons without mental retardacion.

* A thorough psychiacric assessment, inelud-
ing aszessment of substance abuse as indi-
cated, leads to a reasonable and rarional di-
agnostic postulate,

- The diagnosis should be as specific as pos-
gible

- Home persistent and significant behaviors
may lead to no diagnosis or o a nonspe-
cific DEM-IV diagnosis (e aggression,
seli-injury)

+ Treatment with psychormopic medication is
mnsticuted with a medication appropriate:

- for the diagnosis {psveholropic medica-

rions should be used for specific mental
diserders),

for the persistent and significant behav-
ior when either a nonspecific diagnosis
fraom the current version of the DEM or
no diagnosis is made (the index behavior
o symprom camplex is monitored closely
for effectiveness of psychorrapic medica-
L),

* The decision to use psychormopic medics-
tion takes into consideration the anticipaced
henefits of the medication in light of the

porential risks and side effects of the medi-
cation.

* Medication dosage is reasonable and within
acteprable dosing paramerers,

Duration of treatment is long encugh to as-
sess effectivensass of medication,

+ Effectiveness of treatment is measured by
assessing for alleviation or exacerbation of
symptoms and improvement or decline in
quality of life feg., changes in index symp-
roms and hehaviars, social integrarion and
functioning, physical health, vocational
skills and functioning, and living sitvation).

If treatment is deemed effective, there
shiild be consideration for continuation of
medication ar curment levels, weighing the
impraverment in the mental health of the
individual versus the potenrial side effecrs
of the medication.

IF mrearment is deemed ineflective, then ac-
curacy of assessment and diagnosis should
e exnamingd, as well as issues such as meadi-
cation compliance, and appropriace and
consistent implementaon of peychosocial
rrearment modalicies,

* These treatment principles apply to both
shott-lerm treatment of extréme behavior
that significantly impacts an individual's life,
and ta long-term weaumeant of a mental ill-
NS5

In performing an assessment, one should con-
sider multiple causes for a behavioral disor-
bance. Behavioral disturbances may be the
result of:

* a psychiatric disorder or mental iliness (un-
treated or partially treated),

= an environmenial siressor,

Ohig BMHIME-DD Best Practces



Intarventions

Peyehagacial interventions
&re 3 major componant of
effectiva traatment far
payehiatne disordess of
parsons with MRDDL In-
dividuals with dual diagno
sis can benefit from and
cften reguire psychasocial
tregtments, including pay-
chaotherapy and beheavioral

intersEntions,

Intervgnlicns shoukd be
provided in & consistent
manner by traimgd ind

widials,

* an underlying medical condirion (which
may cause behavior or have associared psy-
chiateic features, oF may unmask or exacer-
hate behavior secondary to a psychiatric ill-
s, due o

- CNS effect of medical condition,

- pain and discomfort,

- sleep disturbance,

- fatigue and malaise die ta chronic illness,

- medication side effects, including
akathesia from neureleptics and disindu-
biton from sedative-hvpnotics,

An individuals cognitive skills, communica-
tive zkills, adaptive skills, and current life sicu-
ation should he considered in performing the
psvehiatric assessment and wtilizing a diag-
nostic approach, Guidelines, such as those
developed by the American Peychiatric Asso-
claden (Practice Guidelin for Povehiartric Evalu-
ation af Adults) may need to be moedified based
on an individual's needs,

Feoords must be accurate and informative,
Dara, which are important to document aver
time, include:

« Assessments and diagnostic impressians,
inchuding rarionale for medicadon use:

- Medication dosages with corresponding
blood levels (if appropriate),

- Time length of medication trial,

- Resules of medication trial,

- Marrative,

- Index behavier daia,

- Medication side effects or adverse effects,

- Reasons for discontinuation of a trial, (o.g.
camerbid Mness, drug-drug interaction,

Okay MHBAR-00 Bast Fraclices

psychiatric side effects of moedication for
medical illness, changes in environment. )

« Dipcumentarion of minimal effective dose,

» Documenzation of reasonis) for ongoing
medicaticn teeatment and dosage.

Psychosocial Interventions

Psyehosocial interventions are a major com-
ponent of effective treatment for psychiatric
disorders of persons with MRADD, Individu-
als with dual diagnosis can benefit from and
often require psychesocial treatments, inelud-
ing psychotherapy and behavioral interen-
tions. The zoals of psychasccial interventions
include not anly & reduction of symptoms, but
improvemant in qualivy of life. An impartant
goal of interventions for people with dual di-
agnosts is to help them live and worl in their
communities, The treatment of persons with
dual diagmosis should include appropriate in-
dividual, group, andsor family therapiss thar
are consistent with the persen's skills and
nesds. Incerventions should be provided ina
consistent manner by trained individuals.

Peychosocial interventons for persans with
dual diagnesis frequently focus on the devel-
opment of adaptive skills such as social skills,
communication, sell-management, and siress
reduction.

Recommendations for
Psychosocial Treatment

+ Treatment of individuals with dual dizgno-
sis should follew the blopsvehosocial mode)
in which servicas are part aof an integrared
treatment plan based on a thorough assess-
ment; the plan may include both pavchosa-
cial intervencions and medication.



Koy persons {caregivers, sUpport perscis,
and the person with the disability) should
agree thar the intervention and its effects
are wortiwhile (social validity).

Trearment should involve the family or
other people who are important in the
individual's life. Education of the family and
staff about psychiatric and behavioral prob-
lems and appropriate responses is needed
to support the intervention effores.

The individual with dual dizgnosis should
participate in the development and imple-
mentation of the person-centered recovery
plan ta the fullest extent possible.

The various systems and agencies that in-
teract with the individual shoulid cooperate
to develop and implement a single inte-
graved plan thar addresses the individual's
neads, The respective roles and responsi-
bilities of the agenciessindividuals involved
should be specified in some deail. Claricy
in role definiton can prevent duplicatdon
oF gaps in services,

Individual, group, and/sor family therapies
that are conducted by erained individuals
are appropriate components of an inte-
grated rrearment plan, Psyehosocial inter-
ventions that are best practices for the gen-
cral population are applicable for persons
with MI/ME.L The therapies should be pro-
vided in a manner that is consistent with
the consumer’s developmental level and
communication skills. Thiz may require
some adaptation in technigque from reat-
ment approaches considered standard for
persons withour MRADD,  Fewer adapta-
tiens are (ypically needed for individuals
writh mild disability than with those wirh
severe dizabilivg

Reducing psychosocial smessors and increas
ing social suppors for the individual are ap-
propriate goals in a comprehensive reat-
ment plan.

Intervention plans should consider changes
in the environment that could he beneficial
far the individual, such as reorganizing ac-
tivity schedules, expanding choices, chang-
ing the physical properties of the environ-
ment, and stheduling of personnel.  Such
adjustments may improve the person-envi-
ranment fir,

Intervention plans should aim o strengthen
positive behaviors, not just decrease prob-
lem behaviors.

Intervention plamns should start with the least
intrusive intervention, while ensuring a sale
and secure environment for all concermed.
The intervention plan should represent a
good fit in the coneexr of the day-ro-day life
af the individual, and be practical and rel-
evant, with a common understanding by the
peaple invelved on haw o implement it
Thee uze of more intrusive interventions may
be needed depending on the severity of the
behavior (e.g., aggression, self-injurious
behavior). Thoughtful consideration should
be given to how intrusive interventions are
incorporared into the overall plan, Guide-
lines for review and modification of plans
which inelude intrusive procedures muost be
specified. The careful monitoring of inter-
ventions 15 critical in these instances.

To prevent harm te self and others, it is nec-
esERry to intervene in crisis siopations, Ap-
propriate contingency and crisis plans
should he developed in advance 1o insure a
prompt and effective response. The indi-
widual should be involved in the develop-
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ment of the crisis plan as much as possible,
Equal attention should be given to meth-
ods of crisis preventiom,

Families, teachers, staff, and dually diag-
nosed individeals need ongoing, not epd-
zodic, support. The integrated reaiment
plan should be able to be adapted to pro-
vide appropriare levels of support for fluc-
tuating needs.

* Continuity of care i partculacly important
for individuals wirh dual diagnosis. The
team approach can cortribube to improved
continuiry of care,

o

1. This reper wses the verm “psychesoeial restment”
1o refer 1o psvehotherapy, counseling, cognitive be-
hawior therapy, behavior therapy, and procedures

based on applicd behavior analysis, as in Rush and
Frances (2000,

2, Paychatrogiic medication: Any drag prescribed o
siabilize, or improve mood, menal stas, or be-
hawvioe (liefss & aman, 1998, p. 51)
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A Best Practice Model for Delivering

Dual Diagnosis Services

Lead: David wilkersan, LISW

Introduction

Rest practice recommendations contained in
this repornt have been developed by the Best
Practices Subeommittee of the Ohio MH/MME
Advizory Committee and they incorporate
many comumaon, effective service components
described as effective by national and inter-
natienal dual diagnosis service programs
[Dawiddson, Morris & Cain, 19993,

Individuals with developmental disabilities
and co-existing mental health discrders (dual
diagnosis) aften require services that are de-
livered simullansously by different servics
providers, various professional disciplines, and
mialtiple service systems, The complex and
varied needs of this population require that
consumers, family, professionals, organiza-
tions and service systems work collaboratively
in order to develop and cocrdinate teeatment
and supports for the individual in the com-
munity. When service planning is not coordi-
nated, and collaboration does not accur
ameng service providers, the individual is
likely e fall through cracks in services, and
the person's adjustment, growth and produc-
fiviry in the communicy suffer a5 a resulr,

To bridge these clinical, institucional and or-
ganizational service gaps, comomunitics must
evaluare their existing merhods of service de-
livery to this population, and develop strage-
gies for incorporating hest practics parameters
in the following service areas:

* Evalvation/Assessment/Diagnosis of Psychi-
atric and Behavioral Disorders

* Incegrated Service Flanning

+ Psyehosocial and Psychotropic (Bio-psycho-
social) Treatment

An agresd-upen s21 ol service values, a mis-

sion, and a philosophy of eare should
drive services and meatment in the aforemen-
tioned service areas. Once best practice pa-
rameters are adopred by variouws community
servioe systems, the delivery of services should
follow an established, crganized, comprehen-
sive and practical method.  This method of
delivering services based on best practice pa-
rameters can be referred to a5 the dual di-
agnosis service model,

Recommendations

« Specially trained, mult-disciplinary dual di-
agnosis teams should serve as clinical hubs
(nueled) for the diagnosis, assessment, plan-
ning and treatment of psychiatric disorders
in persens with developmental disabilities
(zee Figure | on next pagel.

These specialized reams should serve as local
and regional resources for families, human
service agencies, schools, erc,, and provide
outreach to all Ohio communities. Regional
Centers of Excellence in dual diagnosis
should be established to provide:

* Consultation, training and informa-
tion dissemination related to best prac-
Hoes, appropriate service strategios and of-
fective supports for this populaton. These
centers should house the specialized teams
and work toensure consistency of best prac-
tices across the state and to improve the eg-
uity of service delivery across metropolitan
and rural areas.

+ Specialized dual diagnosis teams should not
replace existing service systems and agen-
cies, They should instead provide the ini-
tial diagnestic assessmeant, service planning
and linkage to generic service agencies for
identilied high risk individuals, wiile simuil-

Chaz MHPAR-DD Best Fraclices - m
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taneously rraining and consulting with com-
munity agencies to enhanee and improve
their skills and capacites o serve this popu-
lation.

The Centers of Excellence and the dual di-
agnesis reams within them should be en-
dorsed, promoted and funded jointly by the
mental health and ME/DED systems. These
Centers should mzaintain fomms and com-
munication to continuously improve the
quality and consistency of dual diagnosis
services statewide.

Direct services provided by the Centers of
Excellence should inchide diagnostic assoss-
Ment, reatment pregeams, consuliatcen and
training. The services should he provided
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in demonstracion of best practices with this
population and wichin the conrexr of pro-
viding training opportunites for the com-
munity.

Staffing of Dual Diagnosis Teams should
include, ara minimum, professionals Fem
the medical, psychological and social work
disciplines, Such stafling is in keeping with
the bin-psychosocial needs of the individual,

The main servioe arcas of the Dual Diagno-
sis Teams should include assessment, treat-
ment, consulation, raining and educatdon.
Additionally, the Cemters of Excellence in
Dual Diagnosis should provide research,
information disseminaticn and advocacy
related to best pracrices.



Appendix A

Recommended Scales and Instruments of Assessment

(See individual scales for their intended purpose)

[t should ke noted that each of these scales
and instruments has its advancages and dis-
advantages. Some produce valid and reliable
results, and are in commen usage, Others may
not be standardized for the MIAME popula-
ticn, or may be difficult to use (if net inap:
propriate to use) in certain ranges of retarda-
tion. Many of these require specialized edu-
cation and training to administer. For some
situarions, it is necessary to give several mea-
sures to be able to accurately diagnosis, and
then explain results of evaluation. 1t is very
important that consideration is given to what
will produce the mast accurate and helpiul
information for each individual. This list is
rot intended o be ipclusive, but gives the maost
commaonly uset measunes.

Tests of Intelligence

1. WATS-R, WAILS [0, or WATS-IV (accurate
for mild ME range and above; consis-
tently overestimares 1 below mild
ranzel

2. Wechsler Intelligence Scale for Clil-
dren, Rew. 3 (WISC)

3. Stanford-Binet, 4% ed. (undecestimates
intelligence at every level of MK for
adult population. s betver with chil-
dren in the MR range than ic is with
adults over the age of 22.)

&4, Ledter International Performance Scale -
Eevised (a standardized, nonverbal
performance test of intelligenee for wse
with nonverbal, language-impaired, or
foreign language persons. The Leiter
and WAILS have high coreelation in the
mild MR range.)

an

. Feabody Picmune Vocabulary Test =101

(eonsistently underestimates 103, and
should only be used in conjuncrion with
ather tesrs.)

6, Kaufman Brief Intelligence Test
7. Test of Mon-verbal Intelligence - 2
(TONI-2)
Adaptive Behavior Scales

1. ABS [(AAMD Adaptive Behavior Scale)
Ceither B oor 5)

2, Vineland Adaprive Behavior Scale (can
overidentify persons as MR

ABC (Aberrant Behavior Checklist)
. Behavior Rating Scale

- CIE [Clinical Interview Schedule)

- NERET T S~

. HBC [Schedule of Handicaps Behavior
and Skills, Revised)

7. Inventory for Client and Agency Plan-
ning (MCAF) (overidentifies persons as
MR}

Tools for Dual Diagnosis

1. PIMEBEA [The Psvehepathology Inventory
fior benrally Rerarded Adulrs) (for
individuals with beter verbal skills)

2. REISS (Reiss Screen for Maladaprive
Behavior ) (12 years ald and up)

3. BPI (Behavior Problem Inventory)

4, ABAS (Adaptive Behavior Assessment
System)

5. DASH (Dagnostic Assessment for
Severely Handicapped) (best for
severely ME children)
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Appendix A

Becommended Scales and Instruments of Assessment, continued

Neuropsychological

1.

Wondonek-Johnson Psycho-educarional
Rattery — Revised (a neuropsychological
MEDEUre]

Maood
. Beck Depression Inventory
. Hamilton Rating Scale

3. ZUNG (Zung Self-RBating Anxiery Scale /

2. Bender-Gestalt Visual-Magor Test :
[epression oale)
. Halsted Reiran Test Batoery (a3 many ] -
3 A Re _E iy . Relf Repont Depression Questonnaire
task neuropsycholegical measure)
- . Depression Self Report Scale
4. Luria-Mebraska F R
. Brownlield
5. VMI [Visual Moror Integration Test) T
{may be more appropriate for the MR . Beck Anxiery Checklist
i an th ith i 3 : !
pﬂ?LlLi?[lﬂll lh?n : E BC: i gL . Specific Mood Invenrories for Children:
objective scoring criteria)
Children’s Manifest Anxiety Scale
£ Strub and Black Y
Louisville Fear Survey Schedule for
7. Wechsler Adult Intelligence Scale- Children
Revised and Wechsler Children Intelli-
gl kbt ot o e e Fear Survey Schedule for Childeen
pence Seale i
Teat Anxiety Scale for Children
Personality
Alcohel and Substance Abuse
1. Diraw a Person (House-Tree-Person)
(Projective Drawings) . Aloohol Dependency Scale
2 Roarschach . Michigan Alcohol Screening Test
3. TAT (Thematic Apperception Test — MR) 3. Addiction Severity Index
4. Children's Apperception Test - Aleohol Use lnventory
5. Edwards . CAGE 4 Question Assessment
4. Jacksom - QUAD
Miscellaneous

Thinking / Delusions

1. Rouer Incomplete Sentence Blank 1. Childhood Autism Rating Scale (CARS)

2 Clinical Interview 2. Gilliam Aurism Raring Scale

E — kg MHPARDD Besl Practicas



3, Conners Bating Scale (ADD)

4. Dementia Scale [or Down Syndrome

Dther (not formalized
instruments)

1. MDPE-BMA (Minnesora Developmeantal
Programming System Behavior Manage-
ment Assessment)

2. Beli-Report ITnventory — Mild 1o
Borderline

3. Checklizt lor Compulsive Belaviors

4. 0D Severity Scale for Persons with
mental Betardation

3. Checklist of Obsetvable Signs of
Depression

&, Checklist of Observable Signs of Psycho-
zis in Parzon: with Mental Retardation

7. Monconvulsive [eral Signs Checklise
&. Biographical Timeline
9, Sleep Chart
10, Behavicral [ncident Chart
11. Bipolar Meod Chart
12, Psychorropic Drug Prafile

13, The Peychiatric Consultatian
Informaticn Farm for Persons with
Duwlnpmenml Disahiliries

14, Assessment [nformarion Profile

15, DAS (Disability Assessment Schedule)

16,
17.

18,
1%,
20.

21,

PAS-ADD Checklist

CAMDID (level of met
and unmet needs)

CER1 (Client Service Receipr Inventory)
OLL Quality of Life)

Malaise Inventary (burden on staff
care givers staff stress)

Frablem Oriented List
{residential — care)

. Client — Career Satisfaction

. Global Rating Scale for Improvement

Ohic MHIMA-DD Bast Fractices E



Appendix B

Appropriateness of program interventons, recommendations regarding
the need for psychiatric assessment or medication review

Full Evaluation

Content areas:

Tdentifying information

Reforral source

Purpose of Evaluation
History/Background Information

Include any and all developmental infor-
ration, delays, family hiscory

Feview of records, history of institutonal-
ization, psychiatric history

History of all intelligence resting
Asgesament Procedures selecred
Behavioral Observations

Direct client contact/observarion

Staff interview
nterprecation of Dara

Intellectusl assessmoent

Adaptive (ADL%) [Report the relative
srengrhs and deficits according to the
person’s intellectual functioning, i.e., the
“actual” (pbserved) behaviors.]

Perceprual motor ﬂlncrinning
Sovial awareness
Emoticnal/Personality testing

Behavioral

Ohio MHMA-00 Best Practices

Current Behavioral/ Psychological Services/
stars s neacds

Paychotropic MMedications

Health considerations and contributing fac-
ters, including substance use

Reinforeers (inchide formal reinforeer menu
if exists, include and update within current
rEpoTE)

Diagnostic Impression (DSM-1V). Include all
[ive axes and/or ICD-©

Sumnrmary of Srrengrhs and Meeds
Current Status and Strengths

Meeds and Becommendations, including
psvcho-neurological questions rased Dy
evaluation

Conclusions
Lewvel of Care
Competence
Environmental considerations
Ciptimal environment for individual

Appropriateness of, or recommendations
fior, placement

Appropriateness of psychotropic medica-
rians and program inferventions



Appendix C

Recommendations regarding need for
review of psychotropic medication

Content areas: (should inelude ae leass the
following areas)

Idenrifving information
Furpose of re-evaluation

Brief History/Background Information (refer-
ence original repert history)

Assessment Procedures selected

Mdaptive bebavioral assessments review
Behavioral Observations

Direct client conacr/ observation

Staff interview

Diagnostic Impression [curment version of the
DEM). Include all five axes andsor current
viersion of the [CD

Updated Becommendations
Begarding svardianship

Regarding any nawly identified nesds or
changes in level of functioning

Begarding alternative placement
Regarding behaviorzl programming

Regarding any other interventions or sup-
ports which should be deliversd |, eag., what
kind and amount of structure or supervi-
gion in order to be successful in the envi-
ronment of their choice

Recommendations regarding changes in
peveholrepic medications

Appendix D

Guidelines for Integrative Team Report/
Clinical Assessment

Partiqipants
Developmental, Social and Medical History
Pavchiatric History
Summary af Team Findings:
Paychosocial
Paychiatric
Paychological
Cooupational Therapy
Speech and Hearing
Crther (e, Sovial Work)
Current Level of Functioning
Srrengrhs and weaknesses
ADls
Social
OOty
Wark

[negrative Discipline Assessment Summary
and Recommendations

Comparison of recent and previous evalu-
akions

Areas of improvement
Areas nesding improvement
IMadification ta corrent hehavior plan

Services needed (include those ta be con-
timued)

Fegarding any other interventions or sup-
ports which should be delivered, e.g., what
kind and amount of structure or supervi-
siom, in order to succeed in the environ-
ment of their chates

Medication changes

Chio MHEPAR-DD Best Fractices. - E



Community Mental Health and ADAMH Services Boards

Adams-Lawrence-Scioto
ADAMH Board
John ), Hogan
(7401 345-5648

Allen-Auglaize-Hardin
ADAMH Board

lichaal Schoanhoter
1419 222-5120

Ashland County MH &
Recowvery Sarvicas Board
Janet Labus

(18] Z81-31349
Ashtabula County
ADAMH Board

Gregory Ecklund

(440} 9923121
Athens-Hacking-Vinton
A7 Board

Earl Cecil

[FA0) 593-3177

Belmant-Harrizon-Monroe
MH & Recovery Services
Board

Linda Fickenpaugh

(740) GR5-0598

Brown County
ADAMH Board
Steven Dunkin
1937 | 3783504

Butler County
Communmnity MH Board
John H. Staup
1513} BE0-2240

Clermont County MH &
Recovery Services Board
Karen Scherra

(513 F32-5400
Columbiana County

MH & Recovery Board
Patricia Baumgarnar

300 424-0198

Crawford-Marion
ADAMH Board
Jdody Demo-Hodgins
1740 387-8531

Cuyahoga County
Community MH Board
Ella Tharmas

1216} 241-2400
Defiance-Fulten-Henry-
Williams ADAMH Eoard
Heri Halsel

{15} 2E7-2355

Delaware-MWorrow
ADAMH Board
Staphan A Hedge
(740} 2681740

Eastern Miami Valley
ADAMH Board [Clark,
Groene and Madizon)

Paul VanderSchia

{937 3220848

Erie-Cttawa ADAMH Board
kirk Halliday

[419) 8270768

Fairfield County
ADAMH Board
Crmman Hall
(7400 BHA-0825

Franklin County
ADAMH Board

David Rowyer

(BE14) 224-1087
Gallia-Jackson-Meigs
ADAMH Board

Fenakd AL Adkins

{0 4453022

Geauga Community Eoard
of MH & ADA Services
James C, Adams

[440) 2852282

Hamilton County
Community MH Board
Fatrick Tribbe
(R131B21-3046
Hancock County
ADAMH Board

Patricia Shenk-Stuby
(415] 424-1985

Huron County
ADAMH Board
Jean . King

1419} BES-BE44

Jefferson County
ADAMH Board

FParm Patnilla

{7400 282-1300

Lake County ADARMH Board
Darniel J. Schwandeman
(444 3523117
Licking=Kmiox

ADAMH Board

Fat Kosmalski

(740) 522-1234

m - Ohig MHEMAR-DD Brst Praclices

Logan-Champaign
ADAMH Board
Andrew Barr

[HE7 A65-1045

Lorain County
Community MH Board
Amvy Levin

144001 324-2020

Lucas County
Community MH Board
Jackie Martin (intarim]
{4181 21 3-4800

Mahoning County
Community MH Board
Honald A hanan

(350} FA6-2859

Medina County
ADAMH Board
Bdichael T, Jenks
(3300 F23-4a642

MerceranWert-Paulding
ADAMH Board
keith [, Tureey
(4181 238-5464

Miarmi-Darke-Shelby
ADAMH Board
hark MoDanial
1937 3387727

Montgomeary County
ADAMH Board
Joseph L.Swoke
{93T A0 3-0015

Muzkingum Area ADARMH
Board (Coshocton, Guern-
say, Morgan, Muskingum,
Mable, Perry]

Rod Hollingswaorth

(740) 454-B557

Paint Valley ADAMH Board
|Fayette, Highland,
Pickaway, Pike, Ross]
hiztthew harkley

(A0 FTI-2RE3

Partage County MH &
Recowvery Board
Suzanna H. Hetrick
{330} 5T3-1755

Preble County
ADAMH Board
Carolyn Orr-Szoke

(937 4565-682Y

Putnam County ADAMH
Board

fichael J. Buhe
1418 B23-G638

Richland County MH &
Recovery Services Board
Walliam 2 Wood

{419 7245811

Seneca-Sandusky-Wyandaot
MH & Recovery Services
Board

Marncy Cochran [Acting)
(419) 448-0640

Stark County
Community MH Board
A, Leslie Abe

(3301 455-8644

Surnmit County
ADAMH Board

Williarm “Bandy™ Zumibar
1330} 823500

Trumbull County
ADAMH Board
Richard A Darkangelo
330 675-2YEL

Tuscarawas-Carrall
ADAMH Board
lartha Briem

(230) 626458

Union County
ADAMH Board
ek Wit zky

(E3TI 6421212

Recowery Services

of Warren and Clinton
Counties

William P Harpar

{513} GEE-1685

Washington County
MIH and Addiction
Recovary Board

Hion Haes

[740) 37446830

Wayna-Holmes
ADAMH Board
Williarm Maneer
(3300 264-2627

Woad County
ADAMH Board
Larry Blershman
1419 352-8475



County Boards of Mental Retardation and Developmental Disabilities

Adams County
Lind=ay Willrman
19371 544-2574
Allan County
Esthar Gascho
{419} 221-1385

Ashland County
Ron Pagana
{4191 283-0470

Ashtabula County
Larey Korland
140 224-2155

Athens County
Jody Harrig
{740} 594-3539

Auglaize County
Alvin Willis

(19 ERE24149
Belmont County

honty L. Kerr
(AD) ERG-0233

Brown County
Teresa fArmstrong
(537 378-43M

Butlar County
tred Valanos, Ed. D
(B13) B57-EOE2

Carrall County
Thormas Shearer
A0 E2Y-GhER
Champaign County
Carel Barksdala
(837 BRIET
Clark County
Dabarah Clayion
19371 328-2675

Clermont County
Rory Banziger
(513 7327000

Clinton County
Rad Lane
(3373827579

Calumbiana County
Gerald L. Baker
(3300 A24-77R7

Coshocton County

Hegther Kendsall
(7400 G22-2032

Crawiord County
Charles Frobosa

(418 BE2-3321
Cuyahoga County
Michasl Donzella, Ed.D
[216) 241-B230

Darke County
Mhichas Beasecker
19371 BA8-9057

Defiance County
Hick Edrmonds
[419) 7828621
Dielaware County
Fabert K. Morgan
(740} 368-h800

Erie County
Stephen Lippert
[$19) 5250208

Fairfield County
Johr Pekar
[FA0) 8877244

Fayette County
Stephen W, Hilgeman
(740} 335-7453

Franklin County
Jed Morison
(G140 £75-5440

Fultan County
Deborah Stanfarth, PhD,
(41903374675

Gallia County
Rosalie A Miller
{FADy 3ET-FAT

Geauga County
Dariel J. Larrick
1400 72232406

Greena County
Johin LaBock
95T BE2-5R00

Guernsay County
Meva Grakan
[740) 2334451

Hamilton County
Cheryl Phipps
{9130 7543300

Hancock County
Pike Stone
(194225387

Hardin County
Mark Kicelfor
[419)674-4158

Harrisan County
Scott Brace
{FAD 2a2-2158

Henry County
Gary 0. Donaldson
1419} 278-3050

Highland County
R. Scott Amen
{237 3934237

Hocking County
Wicki Grosh
(740 38E-6205

Halmes County
Lewis Bevington
(330] G74-8045

Huron County
Dae Krenisky, Ed.D.
(475 BEE-ES40

Jackson County
Ann Ogletree
A0 FHE-GAYT
Jefferson County

Hichard Pfannenschmidt
LAA0) 2684-7176

Knox County
H. Michael BAiller
(740 3974585

Lake County
Elfriede Roman
(440 3505100

Lawrence County
Jimmmie G, Thacker
(740 8327401

Licking County
Manoy Mealy
(740) 3489-6588

Logean County
Joseph F Mancuso
(337 BR2-0015

Lorain County
Ellen L. Payner, Ph.D.
(A440) 328-3734

Lucas County
Frad L. DeCrescantis
(18] 248-3585

Madison County
James E. Canney
A0 ER2-7050

Mahoning County
Larry Duck
a0 Ta-Iein

Marion County
Leze Wedemenar
(740) 3871035

Medina County
wirgina Mitched
(330 726-7751
Meigs County
Steven E. Beha
(7400 992650
Mercer County

hichag! Overman
(419) bEE-2369

Miami County
Laren Mayer
(337 333-82123

Maonroe County
Helen Ring
(740 4721712

Montgomery County
Judy Lamusos
(537 B54-0084

Morgan County
David Couch
17400 962-0200

Maorrow County
Hichard A, Kohler, Ed L
(A18) BA7- Tk

Muskingum County
Jahr Hill
[740) 453-9828

MNoble County
Mlanty kerr
1740) 7E2-7 144

Ottawa County
Jarmies B, Fredenck
(474) Soi-0400

Faulding County
Bruce E. Mahley
(2719 3599300

Perry County
Sarah A Winters
[740) 342-3542

Pickaway County
Randy J, Beach
(P40 2741522

Pike County
badehn B Migyvanko
(740) 947-7502

Portage County
Charles Haolden
(330) 2875205

Preble County
Shuirleny Turner
(937) 458-58M

Putnam County
Tarry Lecpald
(419) 878-3244

Richland County
Constance F Ament
(219) 7 74-4200

Ross County

Hick hMarrioit
(¥4 7738044
Sandusky County
Debaraby Yennck
419 332-93906

Scioto County
John E. Cakley
(740 3530836
Seneca County
Charles A. Walf
[419) 2477521

Shelby County
Raobert Zimmarman, EJ.O
[A37) 457-8156

Stark County
Thomas Seesan
(3300 4775200

Summit County
Tom Armstrong
[330) §34-8000

Trumbull County
Dereglas Burkhardt, PhoD,
[330) GEZ-2800

Tuszcarawas County
Matalie Lupi
[330)332-5146

Umnicn County
Jerry L. Busrger
(93718448145

Wan Wert County
Jarmas Stripe
(419 238-1814

Vinton County
izhrig Layh

[740) 555-5515
Warren County
John Lazarus

[513) 5551652
Washington County

Mlary &nn Chambaedlamn
(740 3733731

Wayne County
John Taoley
[330) 3456018

Williams County
Jesry Manuel
[£19) 285-8331

Wood County
William G, Clifforgd
(4191 352-5118

Wyandat County
Bryan K. Miller
41590 2844501
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