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ndividuals with psychiatric and 

co-occurring developmental 

disabilities constitute an underserved 

population. Most states provide 

services and supports to this population 

via separate mental health and 

developmental disabilities agencies. 

Consequently, the challenges with 

providing adequate mental health  

care for those with co-existing 

psychiatric and developmental 

disabilities often are compounded 

by challenges of coordinating care 

between these systems. In order to 

provide effective services for these 

individuals, states are tasked with 

establishing and maintaining an inter-

agency organizational infrastructure, 

a skilled and available workforce, and 

adequate funding. 

The aim of this policy brief is to 

offer state planners and program 

administrators an overview of strategies 

being used to improve and develop 

programs to support individuals 

with co-occurring psychiatric and 

developmental disabilities. For 

purposes of this policy brief, we are 

not imposing definitions of psychiatric 

or developmental disabilities since 

eligibility criteria vary by state. 

Information contained in this policy 

brief is relevant to the full range of 

eligible populations served. Therefore, 

reference to state developmental 

disability agencies includes state 

agencies supporting persons with 

mental retardation.

Recognition of a Particular 
Dual Diagnosis: Co-occurring 
Psychiatric and Developmental 
Disability

In the mental health field, the term 

“dual diagnosis” most commonly 

refers to individuals with co-occurring 

mental health and substance abuse 

disorders. Only recently has the term 

“dual diagnosis” also been used in the 

mental health field to refer to those who 

experience concurrent psychiatric and 

developmental disability. Throughout 

this paper, the term “dual diagnosis” 

is used exclusively to refer to those 

with co-existing mental health and 

developmental disabilities.

In the last few decades it has become 

widely recognized that people with 

developmental disabilities experience 

the same breadth of mental health 

disorders as the rest of the population. 

The National Association of State 

Directors of Developmental Disabilities 

Services in collaboration with the 

Human Services Research Institute 

has been measuring indicators of 
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developmental disability system performance since 1996. 

This annual study, now called the National Core Indicators 

(NCI), noted in its 2003-04 report that of 8501 respondents 

with developmental disability and/or mental retardation 

across 17 states, 27 percent had a diagnosed psychiatric 

disorder. Moreover, a sizeable proportion of the respondents 

with developmental disabilities (44 percent) were found to 

be prescribed psychotropic medication for mood, anxiety 

or behavior disorders. This is affirmed by the Missouri 

Developmental Disability Resource Center, which reports 

that depression and anxiety are two of the most common 

mental health concerns among the developmentally disabled 

population (http://www.moddrc.com/information-disabilities/

fastfacts/ddandmentalhealthissues.htm). 

Although there are considerable difficulties in obtaining 

reliable data about the incidence of mental health disorders, 

even among the general population, there is some evidence 

to suggest that those with developmental disabilities may 

experience a higher rate of mental illness than others 

(Higgins, 2004: 1342). According to one study, mental illness 

is estimated to occur three to four times more frequently in 

persons with mental retardation than in the general population 

(McDaniel, Turner, and Johns, 1999: 32). This increased 

incidence has been attributed to the fact that, because of their 

developmental disabilities, individuals with developmental 

disabilities are more likely to encounter “personal, emotional, 

and social stressors” (Moseley 2004:2 citing Bergman and 

Harris, 1995) than those without such disabilities. Research has 

consistently linked such stressors with mental illness. 

Differences exist in culture, expectations, and goals between 

mental health agencies and developmental disabilities agencies. 

The mental health system focuses on recovery from mental 

illness while the developmental disabilities system focuses not 

on recovery but on continuous, sometimes lifelong supports, 

to assist individuals to achieve their maximum level of 

independence and self-sufficiency (National Association of 

State Mental Health Program Directors, 2004:11). While some 

people with psychiatric disability also need on-going and even 

lifelong supports, the dominant paradigm is for the majority 

of consumers to utilize the mental health service system for 

intermittent supports. These intermittent supports typically 

vary in intensity from high intensity during periods of crisis to 

minimal intensity during stable periods. 

Both systems are challenged to support individuals with co-

existing developmental and psychiatric disability. Individuals 

with a dual diagnosis can end up “falling through the cracks” 

when eligibility determinations are exclusive and state 

agencies each claim the other has primary responsibility, or 

when individuals are transferred from one agency to the other 

to receive treatment (Ohio Department of Mental Health 

– Ohio Department of Mental Retardation and Developmental 

Disabilities Advisory Committee, 2000: 19).

Federal Guidance
Federal agencies and commissions are beginning to take on the 

task of addressing how the treatment and care of individuals 

with both psychiatric and developmental disabilities should 

occur. The Surgeon General’s Report on Mental Health, in 

1999, had noted that “developmental disabilities and mental 

retardation are not discussed except in passing in this report 

as these conditions were considered to be beyond its scope 

with a care system all their own and very special needs” 

(US DHHS, 1999:23). More recently, however, the federal 

government has formally recognized the health disparities that 

individuals with mental retardation experience. In A Report 

of the Surgeon General’s Conference on Health Disparities 

and Mental Retardation, the Surgeon General, Dr. David 

Satcher, identified mental health care for those (especially 

children) with mental retardation as one of our nation’s most 

pressing unmet health needs. Satcher’s “national blueprint” 

prescribes goals and action steps at all levels of public and 

private partnership to improve the health of individuals with 

developmental disabilities, including routine preventative and 

early intervention services for emerging mental illness (US 

DHHS, 2002). 

The practice of maintaining separate systems for mental health 

services and services for developmental disabilities remains 

a challenge at all levels; nonetheless, with the increasing 

emphasis on person-centered planning and self-directed care in 

the fields of both mental health and developmental disabilities, 

these service systems are moving closer together. In fact, the 

second goal outlined in the Final Report of the New Freedom 

Commission on Mental Health, Achieving the Promise: 

Transforming Mental Health Care in America, explicitly 

mentions the importance of pulling together a range of services 

(including those for developmental disabilities, physical 

disabilities, and mental health) when developing individualized 

plans of care. 
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Early State Action – North Carolina

Since the 1970s and early 1980s, advocates have recognized 

the need to prevent individuals with a dual diagnosis from 

getting lost in the systems. North Carolina was one of the 

first states to address the challenges facing their population 

with a dual diagnosis. As a result of a class action lawsuit 

filed against the state in 1982, North Carolina was forced 

to provide services for those in need of both mental health 

and developmental disabilities services. The State’s example 

of interagency collaboration and person-centered planning 

paved the way for other states to implement programs 

tailored specifically for those with this dual diagnosis across 

the age spectrum.

Example: State Agencies Collaborate on 

Individualized Service Planning – North Carolina

The ‘Thomas S.’ lawsuit, as it is known, called for individuals 

with a dual diagnosis to be provided individual and appropriate 

care and treatment and resulted in moving individuals from 

state institutions into community-based programs where they 

flourished in group homes, found employment, and achieved 

a degree of social integration that was previously unattainable 

(UNC). To achieve the goal of individualized and appropriate 

treatment, the state’s Division of Mental Health and its 

Division of Developmental Disabilities collaborated to form 

the Thomas S. Service Section, which focused on person-

centered planning for each class member (http://www.uncc.

edu/thomass/LEGAL1.html). 

The case was dismissed in 1998 after North Carolina was 

judged to have met the requirements of the lawsuit, yet the 

legacy of the Thomas S. ruling was to challenge the notion that 

individuals with co-occurring mental illness and developmental 

disabilities lack the capacity to develop and succeed.

Current Challenges to States

The Thomas S. ruling in North Carolina highlighted challenges 

that continue to face states today in order to adequately support 

individuals with a dual diagnosis – namely:

Organizational infrastructure: Formal coordination 
and collaboration between state mental health and 
developmental disabilities agencies.

Workforce training: A cross-trained and  
skilled workforce.

•

•

Flexible and adequate funding: Flexible funding 
strategies, including “blended” or “braided” funding, for 
dual diagnosis services and supports. 

In a recent report, the National Association of State Mental 

Health Program Directors addressed these challenges and 

suggested a paradigm in which individuals with a dual 

diagnosis are placed at an intersection of the two systems.

Using this model, individuals with co-occurring mental health 

and developmental disabilities become an integral part of  

both systems, and responsibility for organizational infrastruc-

ture, workforce training, and funding is shared by the two 

agencies (NASMHPD). Optimally, this system of care can 

prevent people from falling through the cracks between  

mental health and the developmental disabilities service 

systems through delivering specialized services that directly 

address individuals’ mental health and developmental disabili-

ties needs.

Organizational Infrastructure:  
Inter-agency Coordination and Collaboration

To implement the above model, coordination and collaboration 

between state agencies is essential. Historically, these service 

systems have developed separately according to the needs of 

people with mental illness or developmental disabilities, not 

both (NASMHPD). As mentioned previously, this resulted in 

operationally disparate agencies that have historically differed 

widely in culture, expectations, and goals. State initiatives 

are now working to ally these systems so that they better 

meet the needs of those with a dual diagnosis. Interagency 

agreements and dual diagnosis task forces, or work groups, are 

mechanisms states are utilizing to direct integrated services to 

this population.

•
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Example: Coordinating Center of Excellence 

(CCOE) in Dual Diagnosis and Interagency 

Agreement - Ohio

Ohio’s CCOE in Dual Diagnosis is collaboratively funded 

through the state’s Department of Mental Health, Department 

of Mental Retardation and Developmental Disabilities, and 

the Ohio Developmental Disabilities Council. Started as a 

three-year project in 2004, the Center’s mission is to “identify 

best practices, train professionals in mental health, mental 

retardation/developmental disabilities and related service 

systems, and provide systemic and clinical consultation across 

Ohio” (CCOE website). The Center has conducted research, 

outreach, and direct service activities for individuals with a 

dual diagnosis. For more information on Ohio’s CCOE in Dual 

Diagnosis, please visit: http://www.ohiomimrdd.org/.

The Interagency Agreement between the Ohio Department of 

Health and the Ohio Department of Mental Retardation and 

Developmental Disabilities is a formal effort between state 

agencies to address the needs of individuals with co-occurring 

mental illness and developmental disabilities. This written 

agreement recognizes the agencies’ shared responsibility to 

help individuals with a dual diagnosis “realize their maximum 

potential and live in the least restrictive setting consistent with 

their health and safety” (Agreement). A key component of the 

Agreement includes the appointment of department liaisons 

who serve as point persons for their respective departments. 

Department liaisons are responsible for organizing committees 

and workgroups to address specific tasks, disseminating 

information to personnel within their departments, and 

organizing meetings between departments, providers, and other 

local groups. Overall, the Agreement is in place to facilitate 

service delivery and ensure that the two departments work 

together to identify and treat individuals with a dual diagnosis. 

For more information, view the Ohio Interagency Agreement 

online at: http://odmrdd.state.oh.us/Includes/Press_Releases/

MH_InterAgy_Agreement.pdf.

Interagency agreements, however, are not of themselves 

sufficient to ensure permanent and effective systems change. 

In 1988, Gettings identified additional steps for states to 

implement in order to best serve individuals with co-occurring 

psychiatric and developmental disabilities. Along with 

interagency agreements and collaboration at the administrative 

and public policy levels, Gettings recommended establishing 

common diagnostic language and protocols for treatment, 

and developing local committees made up of stakeholders to 

assess service delivery (Beasley and duPree, accessed 2006). 

Similarly, in a 2004 article Deputy Commissioner Kathryn 

duPree of the Connecticut Department of Mental Retardation 

offered lessons learned from Connecticut’s collaborative 

efforts between separate mental retardation and mental 

health agencies. To sustain interagency attention in providing 

services to individuals with a dual diagnosis, Deputy 

Commissioner duPree suggests: 

Recognizing the limitations of formal interagency 
agreements;

Realizing the importance of interagency relationships 
among key professionals;

Ensuring regular communication at the state and 
regional levels;

Ensuring that key administrators at the state and local 
level have an orientation to their sister agency; and 

Responding effectively to the organizational needs of 
both agencies and respecting service and budgetary 
constraints.

The Ohio Department of Mental Health – Ohio Department of 

Mental Retardation and Developmental Disabilities Advisory 

Committee recommends that states create specially trained, 

multi-disciplinary dual diagnosis teams for the diagnosis, 

assessment and treatment of individuals with co-occurring 

mental illness and developmental disabilities. Ideally these 

Dual Diagnosis Teams include medical, psychological, and 

social work professionals who coordinate various services, 

supports and treatments and work easily within both  

service systems. 

Example: Hamilton County Dual Diagnosis  

Task Force - Ohio

Established in June 2004, this task force consists of dual 

diagnosis professionals in Ohio’s Hamilton County. The 

group meets monthly to identify current system barriers  

and organize cross-system trainings. The main goal of this 

group is to facilitate collaboration among agencies, funders, 

and consumers to identify and close service gaps  

•

•

•

•

•
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(http://www.cincinnatichildrens.org/svc/alpha/d/disabilities/

clinical/interface.htm)

When resources are so constrained that interdisciplinary 

cross-agency teams cannot be put into place, states have 

implemented a Coordinator for statewide consultation and 

monitoring of services to persons with a dual diagnosis.

Example: Mental Illness/Developmental Disabilities 

Coordinator - Hawaii

In 2002, in accordance with the Hawaii State Hospital 

Remedial Plan for Compliance, the state of Hawaii hired a 

Mental Illness/Developmental Disabilities Coordinator to 

identify individuals with developmental disabilities who 

had been admitted to the state hospital. The coordinator’s 

responsibilities include: direct service provision; development 

and implementation of individualized treatment and 

habilitation programs; and evaluation and improvement of 

services. In addition, the coordinator serves as a liaison to the 

Developmental Disabilities Division. However, the primary 

responsibilities of the coordinator are those of a monitor—to 

develop and implement a process for identifying patients with 

a developmental disability, identify their need for services, and 

ensure the provision of those services. 

Contact Information: Thomas Hester, M.D., Chief, Hawaii 

Adult Mental Health Division 

Phone: (808) 586-7688

A Cross-Trained and Skilled Workforce

While disparities in receiving high quality health care and 

mental health care exist across the nation, persons with 

disabilities are more seriously impacted than the general 

population. These disparities are rooted in age, gender, race, 

ethnicity, a lack of financial resources, and attitudes prevalent 

in society (DHHS, 1999, p. vi). Yet coexisting conditions are 

among the least understood areas of health because people 

with cognitive disability are commonly excluded from research 

on mental illness on the basis of their lower IQ. A national 

workshop, held days before the Surgeon General’s Conference 

on Closing the Gap: A National Blueprint to Improve the 

Health of Persons with Mental Retardation, developed a 

detailed agenda for research on emotional and behavioral 

disorders, and mental illness, in people with mental retardation 

and developmental disabilities (http://www.nichd.nih.gov/

publications/pubs/closingthegap/index.htm).

As the Healthy People 2010 longitudinal project points out, 

many Americans, including health care practitioners, view 

people with disabilities as neither healthy nor capable of 

leading productive lives. The goals of Healthy People 2010  

are to 1) increase life expectancy and improve quality of 

life, and 2) eliminate health disparities among the different 

segments of the U.S. population (US DHHS, 2000,  

http://www.healthypeople.gov/). Thus, cross-training mental 

health and developmental disabilities clinicians and providers 

is a fundamental component of system reform. 

Unfortunately, misdiagnosis occurs in both fields. Clinicians 

may misdiagnosis due to mental health symptoms 

appearing “masked,” i.e., presented differently in those with 

developmental disabilities (Ohio DMH, Advisory Committee). 

On the other hand, mental illness symptoms are sometimes 

incorrectly attributed to an individual’s mental retardation or 

developmental disability, called “diagnostic overshadowing,” 

and this too may lead to misdiagnosis (Fuller and Sabatino). 

Misdiagnosis, in turn, can lead to inappropriate and 

ineffectual treatment.

In order to decrease misdiagnosis, educational programs now 

exist to raise provider and clinician awareness in dual diagnosis 

best practices. Such programs are a relatively recent advance 

as studies conducted in the early 1990’s found that the study 

of mental retardation was not part of the curriculum in 75 

percent of the clinical psychology programs in the United 

States, and few psychiatric residency programs at the time 

offered specialty training in mental retardation (Beasley and 

duPree, 2002). Continually educating providers and clinicians 

throughout their careers can improve diagnosis and treatment, 

and includes attention to education curricula, mentoring, 

supervision, and licensure and certification. 

The following are examples of educational resources, ranging 

from certificate programs to advanced graduate degrees.

The Division of Developmental Disabilities Interface 
Program at Cincinnati Children’s Hospital Medical 
Center. This program provides training, workshops, 
conference presentations, and lectures designed to 
educate the professional and lay communities about 
the clinical needs of individuals with a dual diagnosis. 
Training topics include crisis intervention, behavior 

•
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management techniques, sexuality and developmental 
disabilities, team-building and effective service 
collaboration, issues in the residential treatment of 
persons with a dual diagnosis, and the mental health 
aspects of mental retardation.  

http://www.cincinnatichildrens.org/svc/alpha/d/

disabilities/clinical/interface.htm

International Certificate Program and/or graduate degree 

in Dual Diagnosis Niagara University, Lewiston, New 

York and Brock University, Ontario, Canada.  

http://www.brocku.ca/dualdiagnosis/info.html

Ohio State University’s Department of Psychology 
in association with the Nisonger Center. Students 
can specialize in Mental Retardation/ Developmental 
Disability and Clinical Psychology. This Ph.D. program 
focuses on research in assessment, treatment, and 
prevention of behavioral problems and psychiatric 
disorders. http://nisonger.osu.edu/psychology.htm

Therapeutic Options, Inc. This Delaware-based company 
periodically provides educational training programs 
to address various mental health and developmental 
disabilities subjects. Topics include: Supporting Persons 
Dually Diagnosed with Mental Illness and Mental 
Retardation; Understanding the Nature and Support 
Needs of Persons with Autistic Spectrum Disorder; and 
finally Current Theories and Philosophies of Support 
in Mental Retardation and Developmental Disabilities.

http://www.therops.com/index.html

Funding Flexibility

Funding is perhaps the greatest challenge facing states that 

are working toward effective dual diagnosis systems. Mental 

health and developmental disabilities service systems operate 

independently and traditionally finance services separately. 

Because funding is scarce to begin with, both systems are often 

reluctant to relinquish their resources to serve a population 

that could potentially be served by the other system. Federal 

restrictions on state funding streams that often create funding 

“silos” also impede interagency coordination (NASMHPD). 

Additionally, some providers, particularly those in community-

based systems, can demonstrate reluctance to accept these 

clients when they are able to generate the necessary revenues to 

keep staff and programs going with other, more readily billable 

client supports. 

•

•

•

To combat funding shortages, states can implement either 

“blended” or “braided” funding mechanisms to yield greater 

flexibility in providing services and offer incentives to serve 

the individuals with a dual diagnosis. Blended funding 

strategies allow funds to be combined into a single pool from 

which they can be allocated to providers, while braided 

strategies permit funds to be used only for services allowable 

under, and for clients eligible through, the distinct funding 

strands. While not as flexible as blended strategies, braided 

approaches are more common given restrictions on funding. 

Both blended and braided funding offer increased coordination 

and flexibility for the service plans that many individuals with 

a dual diagnosis need. The following are examples of several 

states that have implemented blended or braided funding pools, 

to which mental health and developmental disabilities agencies 

both contribute resources. 

Example: “Blended Funding Projects” -  

Washington State

In 2000, Washington State’s Department of Social and Health 

Services initiated its Blended Funding Projects to enhance 

services for children and families with multiple needs. Despite 

the title of the project, the state actually implemented a braided 

funding system, with funds and distinct eligibility requirements 

remaining attached to their respective funding streams. The 

program operates a “No Wrong Door” approach that ensures 

that children who enter the system through one department will 

not be denied services from another department. As a result, 

more effective, full-spectrum care for multiple needs children, 

including those served by both the state’s Department of 

Mental Health and Department of Developmental Disabilities, 

is provided. Additional information on Washington’s blended 

funding projects can be found at: http://www1.dshs.wa.gov/pdf/

EA/GovRel/Leg1201/BlendFund.pdf.

Example: The Dwawn Project - Indiana

The Dawn Project in Indiana is a braided funding program 

that aims to provide cost-effective, family-focused, and 

community-based services to seriously emotionally disturbed 

children, including those with a dual diagnosis. The Dawn 

Project is funded collaboratively by the Family and Social 

Service Administration, Divisions of Mental Health Family 

and Children; Department of Education, Division of Special 

Education; Marion County Office of Family and Children; 

Marion Superior Court Juvenile Division; and the Mental 
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Health Association of Marion County. Funds from these 

agencies are braided to create a case rate paid per member per 

month to be used by providers to fund individualized plans of 

care for each child and family. 

Contact Information:  

Toni Mattioda, Co-Director, Dawn Project 

Phone: (317) 205-8234

Conclusion

It is now common knowledge that persons with developmental 

disabilities experience psychiatric disability, and as with the  

general population, can be treated effectively when thoughtful 

fusion operates between the mental health and developmental 

disability systems. States are currently making headway 

to support these individuals with a dual diagnosis. Models 

that have been found to work combine formal collaboration 

between state agencies, invest in providing training to 

clinicians and providers specific to this dual diagnosis 

population, and institute funding streams that blend or braid 

state resources to follow the person through their treatment. 

Both systems are being brought closer together by their shared 

emphases on community placement, consumer choice and self-

direction, flexible supports, and the expectation of a quality of 

life normative with the general population. 

Other Examples of Programs for Individuals with a Dual Diagnosis

START Program at the Robert D. Sovner Behavioral Health Resource Center 

An acronym for Systemic, Therapeutic, Assessment, Respite and Treatment, the START program connects developmental 

disabilities agencies and mental health providers for people with a dual diagnosis. START provides collaborative crisis prevention 

planning meetings, specialized outpatient psychiatric services, a 24-hour mobile emergency crisis team, emergency meetings 

involving inpatient units or emergency respite services at the START respite facility, planned respite services, and short-term 

psychiatric inpatient care at community mental health and general community hospitals. The focus of the START program is the 

coordination and collaboration of mental health and developmental disability service teams in order to assist individuals, families, 

and caregivers with individualized care plans and treatment. It is funded by the Massachusetts Department of Mental Retardation.

Contact Information: 

Debra Phelps, M.S., Director 

Robert D. Sovner Behavioral Health Resource Center  

65 Newbury Street, Danvers, MA 02467  

Phone: (978) 750-6828, x20  

Email: dphelps@glmh.org  

Websites: http://www.glmh.org/layer/SovnerCtr/welcome.htm and http://ici.umn.edu/products/impact/141/prof3.html

Southern Illinois University School of Medicine Division of Developmental Disabilities - Dual Diagnosis Clinic

The Division of Developmental Disabilities operates a psychiatric outpatient clinic for individuals with a dual diagnosis. The 

psychiatric services are provided by psychiatrists who are experts in dual diagnosis. Follow-up psychiatric services are available 

to people who reside close to the clinic. Consultations are also available. The program is funded by Medicaid and/or Medicare, as 

well as other third party payers.  

Contact Information: 

Dr. Geunyeong Pyo, Ph.D.  

Phone: (217) 545-8229  

Email: gpyo@siumed.edu 

Website: http://www.siumed.edu/psych/dd/html/dual_diagnosis_clinic.htm
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Mount Pleasant Center Regional Center for Developmental Disabilities in Mt. Pleasant, MI

The Mount Pleasant Center Regional Center for Developmental Disabilities is a State-Operated Center for people with a 

developmental disability or mental illness that also serves people with a dual diagnosis. The Center is a Michigan Department 

of Community Health-operated care facility for individuals with developmental disabilities throughout the state of Michigan. 

The Mt. Pleasant Center provides psychiatric support services and specialized counseling services developed through a person-

centered planning process, activities training, recreation and social interactive skill development, and educational, pre-vocational 

and vocational training.

Contact Information: 

Kenneth Longton, Director of the Mt. Pleasant Center 

Michigan Department of Mental Health 

1400 West Pickard, Mt. Pleasant, MI 48858 

Phone: (989) 773-7921, ext. 2051 

Email: LongtonK@michigan.gov 

Website: http://www.michigan.gov/mdch/0,1607,7-132-2941_4868_4897-14577--,00.html 

The Rural California Telemedicine Network for Whole Person Assessment and Treatment

The Rural California Telemedicine Network for Whole Person Assessment and Treatment is available in the Redwood Coast 

Regional Center area. Consumers and self-advocates in this region have limited mental health service providers with the ability to 

address complicated mental health and developmental disabilities issues. This program uses teleconferencing technology to enable 

consumers, caregivers, Regional Center staff, and medical and mental health practitioners to collaborate with outside specialists. 

This enables professionals and non-professionals together to assess the whole person though separated by geography.

Contact Information: 

Sandra Tyrrell 

Phone: (800) 281-3832, x 227 or (707) 462-3832 

Website: http://www.redwoodcoastrc.org/specialtopics.html#telemed

The Ohio State University’s Nisonger Center

The Ohio State University’s Nisonger Center, which is a component of the Ohio Coordinating Center for Excellence in Dual 

Diagnosis, provides scientific research and an interdisciplinary academic program that specializes in dual diagnosis. It also 

maintains a Dual Diagnosis Clinic that provides mental health diagnosis, medication recommendations, and psychological 

assessments for persons with a dual diagnosis. The Cincinnati Children’s Hospital Medical Center Division of Developmental 

Disabilities provides diagnosis, comprehensive evaluation, treatment, training and education for infants, children, and adolescents. 

In addition to core funding from the U.S. Administration on Developmental Disabilities to operate the Center for Excellence, the 

Nisonger faculty has center grants from the National Institutes of Health and the U.S. Bureau of Maternal and Child Health.   

The remaining 10% of the Nisonger Center’s budget is supplied by Ohio State University.

Contact Information: 

Diana Boggs, Ohio State University’s Nisonger Center Dual Diagnosis Clinic: 

Phone: (614) 292-9780  

Email: boggs.59@osu.edu  

Website:  http://nisonger.osu.edu 
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Fred Finch Youth Center Avalon House Dual Diagnosis Program in Oakland, California 

The Avalon House Dual Diagnosis Program is a residential, day treatment and educational center for emotionally disturbed youths 

with developmental disabilities. This program brings together traditional mental health, residential, and educational services in 

an all-inclusive approach that addresses the child as a whole. The Center provides residential treatment, non-public education at 

Oakland Hills Academy, school-based counseling services, in-home crisis management, family therapy, programs for caretakers, 

mentoring, and transitional housing. Funding is provided through contracts with County Mental Health Departments, Regional 

Service Centers and Unified School Districts in Alameda, Contra Costa, San Francisco, San Mateo and Solano Counties. The 

agency also receives support through generous individuals, private foundation and corporations.

Contact Information: 

Swan Keyes, Development Director 

3800 Coolidge Avenue, Oakland, CA 94602 

Phone: (510) 482-2244, x 202 

Email: swankeyes@fredfinch.org  

Website: http://www.fredfinch.org and http://fdncenter.org/sanfrancisco/spotlight/sf_spotlight_020104.html 

Rochester Mental Retardation/ Developmental Disabilities Psychiatric Disorders Outpatient Clinic, Rochester, NY

University-based outpatient clinic offering therapy for individuals aged 18 and older, diagnosed with mental retardation and 

mental illness (dual diagnosis). The clinic provides training for psychiatry residents, providing therapy for caregivers as well 

as for individual clients. Housed in a university psychiatry department, it works with the pediatric department’s developmental 

disabilities center and its crisis intervention team. Its mission includes providing a service model for professional training, of all 

disciplines and all levels, and research to increase knowledge of dual diagnosis. The funding includes State Funding for the first 

eight years of the clinic, while current funding comes from third-party payers. 

Contact Information:  

Nancy N. Cain, M.D., Director, Psychiatric Service 

University of Rochester School of Medicine and Dentistry 

Strong Center for Developmental Disabilities 

202 Roosevelt Road, Rochester, NY 14618 

Phone: (716) 275-3587 

Email: nancy_cain@urmc.rochester.edu
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RESOURCES

Electronic Resources

The Administration on Developmental Disabilities  
http://www.acf.dhhs.gov/programs/add/ 

The ARC  
http://www.thearc.org/ 

Children with Both Developmental Disabilities and Mental Health Needs from Georgetown University’s National Technical Assistance Center for 
Children’s Mental Health 
http://gucchd.georgetown.edu/programs/ta_center/topics/childrenddmh.html  

Fast Facts on Developmental Disabilities, Dual Diagnosis 
http://www.moddrc.com/Information-Disabilities/FastFacts/DDandMentalHealthIssues.htm

Forgotten: the Other Dually Diagnosed by J. Fodero, Ed. D. 
http://intotem.buffnet.net/mhw/30jf.html  

Mental Health Aspects of Developmental Disabilities 
The first and only peer-reviewed interdisciplinary journal dedicated exclusively to the mental health needs of people with developmental disabilities.   
http://www.mhaspectsofdd.com/ 

The National Association for the Dually Diagnosed (NADD) 
http://www.thenadd.org/ 

The National Association of State Directors of Developmental Disabilities Services (NASDDDS)  
http://www.nasddds.org/index.shtml  

Other Selected Resources on Diagnosis

“Adaptive Behavior Assessment System®—Second Edition.”  Harcourt Assessment.  Retrieved April 29, 2005  
(http://harcourtassessment.com/haiweb/Cultures/en-US/Products/Product+Detail.htm?CS_ProductID=015-8004-507&CS_
Category=Development&CS_Catalog=TPC-USCatalog)

Harrison, P. L. and T. Oakland.  “Adaptive Behavior Assessment System-II: Technical Report.”  Retrieved April 29, 2005.  
(http://harcourtassessment.com/hai/Images/pdf/ABAS-II/ABAS_II_Tech_Rpt_Web.pdf)

Hughes, E.  August 1, 2000.  “Chapter Six: Dual Diagnosis” in Technical Assistance Manual/Clinical Issues. State of Tennessee, Division of Mental 
Retardation Services, Retrieved May 10, 2005. (http://www.tennessee.gov/dmrs/docs/bstamcich6.pdf)

Matson, J.L., D.A. Coe, W.I. Gardner, and R. Sovner.  1991.  “A Factor Analytic Study of the Diagnostic Assessment for the Severely Handicapped 
Scale” (Abstract).  The Journal of Nervous and Mental Disease 179(9): 553-7.  Retrieved April 29, 2005. (http://www.ncbi.nlm.nih.gov/entrez/query.
fcgi?cmd=Retrieve&db=PubMed&list_uids=1833508&dopt=Abstract)

“Psychopathology Inventory for Mentally Retarded Adults (PIMRA).”  IDS Publishing.  Retrieved April 29, 2005.  
(http://www.idspublishing.com/pimra.htm)

Rojahn, J., J.L. Matson, et al.  December 2001. “The Behavior Problems Inventory: An Instrument for the Assessment of Self-Injury, Stereotyped 
Behavior, and “Aggression/Destruction in Individuals with Developmental Disabilities,” (Abstract) Journal of Autism and Developmental Disorders, vol. 
31(6): 577-588.  Retrieved April 27, 2005.  
(http://www.ingentaconnect.com/content/klu/jadd/2001/00000031/00000006/00362936)   

Ryan, R.  2005. “Recognizing Psychosis in Nonverbal Patients with Developmental Disabilities.”  Learning about Intellectual Disabilities and Health, St 
George’s University of London.  Retrieved April 29, 2005.  
(http://www.intellectualdisability.info/diagnosis/psychosis_rr.htm) 
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ILRU Community Living Partnership

In September 2001 the Centers for Medicare and Medic-
aid Services (CMS) began funding Real Choice Systems 
Change projects as a result of the  President’s New 
Freedom Initiative. The initiative included funding to 
provide technical assistance to the agencies and organi-
zations that received these grants, and ILRU, a program 
of The Institute for Rehabilitation and Research, was 
one of the initial organizations to be named a technical 
assistance provider. ILRU continues to provide as-
sistance to projects funded in 2001 and 2002 and most 
recently received funding to provide technical assis-
tance to all 51 grantees funded in 2004. TA is provided 
in partnership with Boston College Graduate School 
of Social Work; Family Voices, Inc.; Human Services 
Research Institute; Institute for Disability Access; The 
MEDSTAT Group, Inc.; National Association of State 
Units on Aging; CHANCE, Institute on Disability, 

University of New Hampshire; and Utah State Univer-
sity, Center for Persons with Disabilities; and in col-
laboration with Rutgers Center for State Health Policy, 
National Consortium for Health Systems, and number-
ous other entities.

“Community Living Briefs” is a resource for Real 
Choice Systems Change grantees and their stakeholders, 
which provides practical tools and strategies to facilitate 
the full integration of people with disabilities into the 
mainstrean community.

This brief was developed in collaboration with  
Human Services Research Institute under Grant 
No. 18-P-91554/6-01 from the U.S. Department of 
Health and Human Services, Centers for Medicare 
& Medicaid Services (CMS). The contents do not 
necessarily represent the official position of CMS and 
no endorsement should be inferred.

For More Information 
Sharon Finney, Information and Communications Specialist, sfinney@ilru.org

ILRU Community Living Partnership: 
National State-to-State Technical Assistance Center 

Independent Living Research Utilization 
2323 South Shepherd, Suite 1000, Houston, Texas 77019 

(713) 520-0232 ext. 129 (voice), (713) 520-5136 (TTY), (713) 520-5785 (fax) 
http://www.hcbs.org

Richard Petty, Project Director, richard.petty@bcm.tmc.edu 
Darrell Jones, Program Coordinator, dljones@bcm.tmc.edu

National State-to-State 
Technical Assistance Center  

ILRU Community 
Living Partnership 

Available in Alternate Formats


