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Preface by Ed Bartz

This Toolkit is especially important to me, because of my background and my experience
with many people with developmental disabilities. While | may not by a typical Adverse
Child ExperiencegACES) survivor, | am a survivor odverse experiencesl amthe
youngest of six siblings and was born in t|
cerebral palsy took some time. My parents were told not to expect a lot from me
cognitively. Mom and Dad disregarded this advice. | was acknowledging my name and
knew all five siblings by name. Six children was a lot to attend to so | was placed in an
institution.  This was an adverse environment for my emotional and intellectual
advancement. Thankfully | was only exposed to this environment for four years. | was
moved to a rehabilitation hospital where my brain was exercised. This was an
enlightening experience for everybody.

My time at Helen Hayes Hospital was spent on learning how to speak, eat and asking for
help to go to the bathroom. These are tasks lystederved three to four year olds. |

was seven and eight when | moved to Helen Hayes Hospital. My potential was tapped
and given a chance to grow. This all sounds great but | wanted to be home with my
family. Yes, | had people who cared about me haytwere not Mom and Dad. The
older | got the more friends | accumulated. | became outgoing and people gravitated
toward me. Sitill, regardless of how many friends | made | longed to be with family.
Yes, staff at Helen Hayes considered me part of taeiily but | knew the difference. |
would be invited to employeesd homes to meet
got out of the hospital for a while and the children of the employee were exposed to a
person with a disability. These experieachelped me realize that | had something to
contribute to society.



Today | contribute to society be being an editor for adirem magazine, Capability,

writing about people and their accomplishments. Oftemmlasked to speak at local

colleges on diferent aspectsf my life. In the recent past, théniversity atAl bany 6 s
School of Soci al Wel f ar e, as part of t he
entrepreneur . o0 As the editor and a writer
skills that will be helpful in this regard. With the advancement of communication and
technology | am able to keep in close contact with my four sisters and their children. My

family may be spread throughout the country but we are all justnaaileor a Facebook

messageway.

Through my writing, | will be advocating for people with developmental disabilities and
a history of adverse experiences. This will enable me to showcase my writing skills
while educating others about ACES.



There Is Nothing So Stable As ChangBob Dylan, Nobel Laureate
Preface by Dan Tomasulo

Over the past 35 years the field of intellectual disabilities has evolved significantly with
exceptionablevelopments in treatment, medicine, prograng and expansion of

services. Yet, for all these advances, the struggle to initiate and maintain these advances
has been problematic. Funding for staff and services has remained a perpetdal effort
often as a matter of survival rather than thriving. fd=eilt is continual issues with staff
turnover, compassion fatigue, and lowered productivity.

The approach to these issues has been to try and prebleenthem. This method

follows a weltknown pattern: we identify a problem, conduct a root cansdysis,

brainstorm solutions, analyze thénthen develop a treatment or action plan as an

intervention. By definition if something is broken and we fix we have restored the

condition back to zero. Thisisdefitita s ed change. Weoagv@ad done t hi s
often under the gun) that we havendt stopped
needs. Not just to fix thingsbut to take a situation and make it thrive and flourish.

To do this we need another approaaime that enhances our problsolving method by

coming at the issue from a completely different angle: stresigthed innovation.

Hundreds of studies have now confirmed that investing in agency and employee well

being in a proactive way helps in the delivery of services. But thedies have been

slow to come into practice. In the field of intellectual disabilities finding low cost,

effective ways to bring these new methods to fruition is happényegjis in its infancy.

Developmental and Intellectual Disabilities and Trauma: Ayerdcy Toolkigoes to the

very heart of the concern. Agencies and staff are at significant risk when working with

people with intellectual disabilés because they have a disproportionally mgldence

of trauma related disorders. Witnessing, heaaimgut, or experiencing traumatic events

is a daily possibility for our workforce. While other professions, such as first responders

or the police, might be able to say the sanoeir exposure and mission is different. We

are in the relationship with an imtlual for the long haul. The healing elements of our
interventions have more to do with us than t
good place what we do wondét be nearly as eff

This toolkit offers what is essential as we move forvagractitioners in the field.

Problem solving has gottenushere ut it wondét get us to where
deliberate steps toward increasing the weihg and seltare of agencies and their staff

is the next necessary frontier. It is tinoe & change.

Daniel J. Tomasuld?h.D., TEP, MFA, MAPP
Adjunct Faculty Columbia University, Teachers College, Department of Counseling
and Clinical Pgchology / Positive Psychology

Adjunct FacultyMaster of Applied Positive Psychology Program
University ofPennsylvania



Introduction
Research has shown that people with intellectual/developmental disabilities (IDD) are at
significantly more risk of abuse and negldwn is the general population. Intellectual
Disability has been defineal sa diSability cheacterized by significant limitations in
bothintellectual functioningand inadaptive behaviewhich includesveryday social
and practical skills. This disability originatbsfore the age of U8y most definitions.
The term Developmental Disability isoader term, and includes both intellectual and
some physical disabilities that usually are present from early childhood, and also occurs
by the age of 18. I@ld abuse and neglebtive been definealsfiany act or series of acts
of commission or omissiopy a parent or other caregiver (e.g., clergy, coach, teacher)
that results in harm, potential for harm, or threat of harmto acchild Cent er s f or Di
Control and Prevention, n.dFor our purpose, this definitiamf abuse and negleist also
appliedto adults who may be vulnerable due to a developmental disaliigyiewsof
the litelature on prevalence of abuse and neglect demongtedtasks for children with
disabilities are increased as compared to the rates reported for the generalgropulati
(Sullivan, 2009; Sullivan and Knutson, 2068rnerJohnson & Drum2006
Govindshenoy & Spence2006)

The causes for increased risk of maltreatment in children with IDD have been noted to
include: that theynay have more difficulty reporting abuse, be considered less credible,
andthatmore empathy may be offered to caregivers than in children without disabilities
(Manders & Stoneman, 2009Additionally, it appears that increased parental stress and
the vunerability of this population contribute to increased risk. Wald (2003), for
example found that children with disabilities likelihood of being subjected to corporal
punishment increased based on the severity of their disability.

Martha Davis, of tB Robert Wood Johnson Foundation, recently spoke to groups from
around the US participating in the Mobilizing Action for Resilient Communities grants
(presentation at MARC conference, November 9, 2015). Ms. Davis poignantly stated
that we nea@adctudtfudevelfopower éwe can create ¢
prevent the predictable. We are builders; brick by brick, we are linking systems together
and denyi ng t rrewiewsdd theliterat@eciteceabovebntprevalencef
maltreatment inltildren with IDD, it is reasonable to conclude that this population is
particularly at risk of experiencing Adverse Childhood Experiences (ACEs), and that we

in the field of developmental disabilities had better start mixing the mortar for building
oursy$ emds st r en gAsisuchwaneedhoitake stegs gowandteasing the
knowledge base of providers, address preventionptiadtrauma/resiliencenformed

care when neededhe good news is that great work is happening all around us in the

field of IDD. This groundbreaking work is being done by people like Karyn Harvey who
addresses the issues associated with developing behavioral interventions (Harvey, 2012).
Nancy Razza and Dan Tomasulo, who developed a group treatment program for people
with IDD who have a trauma history (Razza & Tomasulo, 2005), and Tamsin Cottis in

the UK, who discussed a wide range of topics associated with treatment of this group
(Cottis, 2009).

Work to help improve selare for staff serving people with IDD is bgiadvanced by
Stephen Noone and Richard Hastings in their work designed to build resilience in direct
support professionals (Noone & Hastings, 2009). Singh and colleagues have also
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addressed training direct support professionals in approaches to addnessltcare
(Singh, Lancioni, Karazsia, & Myers, 2016). Both of these groups have begun to
establish evidence based approaches to training staff; and their work supports such
training as it reduces turnover, injuries and subsequent trauma to inti\séneed and
staff, and is cosgffective.

The National Association for the Dually Diagnosed (NADD) under the able leadership of
Robert Fletcher, has gone as far as rethinking the Diagnostic and Statistical-Mdnowual
people with ID (Fletcher, Barnhill, & Cooper, (Eds.), 2016). There is alsd yark

being done to advance psychology in a larger context, which can inform our work. In
particular, positive psychology as explained by Seligman (2011), has multiple

applications. Anot her relatively nmdw i nnova

Recovery Action Plano training, which can
and in selcare of staff (Copeland, 2012; Copeland, 2014).

At the Center for Disability Services (CFDS), we have adopted a new model for
Therapeutic Support Plans.e/gtrive to develop treatment approaches that go beyond
simplistic behavioral interventions, are written so they are clear to staff, and are informed
by a deeper understanding of the individual; this is no small challenge particularly when
regulatory requements stipulate items thaustbe included. Harvey (2011) has

described a similar approach with her suggestion for a more encompassing Mental Health
Plan for people with IDD. The approaches taken by CFDS and Harvey (2011) are

intended to go beyondtlel d styl e fAbehavi or p-Infarmedo of fer

ways to understand and support the individual towards a better quality of life. These
approaches are consistent with the Restorative Integral Support (RIS) model (Larkin &
Records, 2011; LarkirBeckos & Shields, 2012; Larkin & MacFarland, 2012).

The purpose of thi$oolkitis to integrate some of the best practices that can be applied to
the work we do with people with IDD who have experienced trauma. As the reader, upon
reading this documenygpu will have what we hope is a tool for the future, guidance and
inspiration for your work, and direction for your reading and research.

A person who has experienceduma butfails to get the needed supporsffers further
damage In the genergbopulation, trauma experienced during childhood is linked to the
ten leading causes of early morbidiBelliti et al., 1998) This is due to psychological
stress, the physical impacts of stress, and to the increased likelihood of the piegon us
copingstrategies that are toXidike drinking,drugging smoking, and excessive eating
People with developmental disabilities may also engage in coping strategies that are
potentially harmful, and these may be manifested in the same or differefitfmays
example, aggressive behavior may develop due to feelingeinshen access to the
effectsof maladaptive coping strategies is curtailed. The consequehaggressive
behavior and other behavioral problems frequently perpetuatasitimea. Being

physicaly taken down byanother person is a-teaumatization for a person with a history
of physical abuseand a new trauma for one without such a histémyense emotionally
charged, interactiowith others, includingassuming physical risk, is oftéraumadic for

staff. Given thesimpacts, the increasing interest in addressing these problems in the
United Statesind internationally isritically needed and welcomed.
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The responsibilities of those in a range of functions waykn the field of IDD give

impetus for shared concern, or even alafuality Improvement departments are

focused on reducing untoward incidents at their agencies. Evidence shows that well
trained staff, and staff who have been taughtcaié, are much less liketo resort to

physical intervention, and less physical restraint translates to fewer episodes of trauma
for individuals with IDD and staffSingh, Lancioni, Karazsia, and Myers, 2016)

Regulatory bodies fwk for evidencehat care is taken to minimize abyaed also to

minimize the use of physical restraints and other restrictive interventions. Human
Resource departments must concern themselves with the human anccoatstaf high
turnover. Administrators have a stake as well, for all the abeasons, and to ensu
thatagencies have policies and practices that best serve the people we support. Behavior
Specialists, Social Workers, Mental Health CounselBsychologistsandPsychiatrists

in the field need to be aware of methods that work to treat this groxgbuaible but
vulnerablepeople who are even more likely to have had adverse experiences than others.

The focus of the toolkit is on areas other than psychotheragdthough the principals

and information discussed here are critical for therapisie following references

are representative, but by no means exhaustiged are providedor the reader

seeking specifitcnformation on therapy for people with IDD and a trauma history:
Bedard (2013), Cotis (2009), Fernando, K. and Medlicott, L. (20689ydonLaurelut
M.and Nunkoosing, K. (2010), Mevissen, L., Lievegoed, R., Seubert, A., de Jongh, A.
(2011),andPeckham, Howlett, Corbett (2006gnd Razza and Tomasulo (2003)he

full references may be found in the reference section of this toolkit.

Chapter 1 offers information and a guide for direct support professionals to enhance
their wellness and resiliency. Research has shown thataselis critical, and can
positively impact the quality of care, reduce use of restrictive interventionsga@mnckr
turnover. Self-care for Direct Support and other professionatsiag people with

trauma andDD is critical, but often given too little attentionThis chapter offers
suggestions and resources for staff who may come to the work with their owratra
history, suffer from direct trauma in their work, or suffer from vicarious trauma as they
hear the stories of those who have suffered direct tradima. Chapter may also be used
for staff training.

Chapter 2 providesbackground information as to tpeoblem of ACEs and the evidence
that the problem is magnified further in thddief IDD. Adverse childhood experiences
and later trauman peoplewith IDD is a problem worthy of attention in its own right.

Chapter 3 provides guidance for trauma informed behavioral planning. Functional

Behavioral Analysis for people with a trauma history requires special understanding. We

know that a persond6s behavior may serve a fu
at t ent knowing that & hehavior may be manifested by an individual due to a

trauma history, leads to potentially different interventiolmstact, the behavior may not

serve a purpose or function at all; it may be an anxious response devoid of purpose, but

requring understanding. Critical elements needed in planning for people with a trauma
history are delineatedd s amp | ei mMftaramembd support plan i s i
guidance in this area.



Chapter 4 is geared at offering direction for planning &ayency administratorguality
assurance staféind interested other®\gencies servippeople with IDD are responsible
for: minimizing restrictive interventions like physical restraints, interviewing victims of
possible abuse, providing training tofétensitizing them to trauma related care needs,
and overseeing the care provided by direct support professionals and clinicians.
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ALove yourself first, and everything el se
yourselft o get anyt hing --docleeBali n t hi s worl d.

CHAPTER 1

Wellness and Resiliencyor People Who Help Peoplevith Intellectual
and Developmental Disabilities

Note: This chapter can be used by an individual staff member, but we recommend orgamizing
initial staff training facilitatedby a mental health professional who could guide providers

through the exercises and reflection questions. How this training is osghisizeft to the

discretion of the trainer(s)Vhether used individually or in a group, the chapter is ultimately
geared to the development of a personal wellness plan, which appears at the end of the chapter.
As the chapter is read, or the material cadkin a group, individuals are encouraged to take

notes about what commitment they can make to themselves to take care of themselves.

Being traumanformed means understanding how trauma affects a pensdrknowing effective

ways to respond to someowlo has experienced this background can help you develop

empathy. But even with this background, many of us sometimes neglect oneessascare

provides. Ifyou aredrainedy ou need to know wheafitbsyoboumet ank

You can think of this chapter as a-ttoguide on dé-care for yourself andther helping
professionals working in the field of intellectual and developmental disabilities (IDD). Research
shows that the ways in which direct care providers cope with demftiusjob can make or

break their sense of satisfaction with the work they do. Among direct care providers in the IDD
field, wishful thinkng, or hoping things will get better without acting, commonly l¢ads

emotional exhaustion. Probleimcused copig, on the other hand, leatts a sense of personal
accomplishment, which may help prevent bur{@evereux, Hastings, Noone, Firth, &
Totsika, 2009)Further evidence suggests that teaching direct care staff mindfalmtssher
techniques can reduce the use of physical restraints, improve staff satisfaction, as well as reduce
staff turnover rates while improving overall quality of cé&éngh, N. N., Lancioni(. E.,

Winton, A. S., Singh, A. N., Adkins, A. D., & Singh, J. (2009).

In this chaptery o u 6 | | -cdrd toold and redodrces that can be used at home or the
workplace We beginby introducing how to assegeur stress levels and wellness needs.
Multiple exercises & then offered, both in the chapter and in Appendgeared at improving
your wellness and resiliency t i st dineee hopd thathis chapter speaks you and
motivates you to developself-care plaror supplement the one you already have

This chapter and Appendix 1 include:
* A brief oveniew of wellness and resiliency, including se#re

# Selfasseswettoolsto help provides determine their own wellness needs

# Severakelf-care exercise®r individual use and/or training purposes

# Additional resources providers can use to deviiep lf-care practiceincluding how to
develop a personal Wellness and Resilience Plan.
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Taking care ofjou
goes hand in hand with
taking care obthers

%: Wellness Starting with You First

You can think of wellness activities a kind of prep work we can

engage in to protect ourselvesrh the stress that mapmes
along with the demanWdlnessisgehredtowgrd regliencypol e wor k
our ability to bounce back from adversityhile direct care cahe very fulfilling and
enjoyablevor k, it may not al ways be all rai nbows
with situations on the job that force us out of our comfort zones, sometimes with little
thanks or reward for theardwork we put in. Some of theslemands, like descalating

an agitated individual for what seems |ike t
demands like these that might leave you feeling fatesti or make youthink hat youdr e
powerless to change the people you care for.dfu have ever felt this w

youdbre not al one!

Plenty of peo in the field (including the authors of this tooJkiave felt frustratedr

annoyedwith the people under their care at some point in their cdfeeling this way

can mean tat you really care deeply about the people you look after and, after all, caring

is what wedre here to do! However, this very
place a heavy burden on us if we becdotenvested inchangingthe people we serve.

A story from one of the authors (Steve Marcal) may serve to illustrate this. When Steve

started in the field of IDD an early experience involved a woman who resided at one of

the agencyds group homes. She was very agit
wrongly) that the behavior was attention seeking, Steve proceeded to gently tell the other

folks not to react as the bus brought them to their sheltered workshop. These

conversations went well enough until one particular individual was approached. He felt

that others were being blamed for the person
out- and once Steve learned the back story, that was understandable. Steve felt

misunderstood, at first. But later learned that the person who got angry at him Vyas real

the one who was misunderstood. The person who was upset had a history of abuse in
institutions where, he told Steve in a cal me
talk to you | ater. o You will mahkopetms st akes
chapter helps you reflect on things and gives you tools you need to recover quickly.

It may seem to go against our basic instincts as helping professionals to embrace the idea

t hat wedre not here to chaafidgbeu tt hiet 6pse otprluee .w eNd
matter how hard we try, we cannot change others; all we can hope to do is plant the seed

of change and mindfully support its growth. Whether that seed sprouts is beyond our

control. What we can change, is our response. We can duytfirst making sure that

we take proper care of ourselves.
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ATaking care of vy ou,notfeam mtting the people whio depend f i s h ;
on you for support second to your own needs at work. Rather, it means increasing

awareness of yourselfhen you start each day at work, and adding simple activities to

your life before you jump in to support another person in living their life. This idea of

taking care of you first is really a key part of wellness and resiliency. Once you

incorporate this@ncept in your thinking, and put it into practice, we think you will reap

both professionandpersonal benefits.

In our work we are asked put otherdeforeourselves (rather than the other way
around). This selflessalling to helppeoplewho, due b physical and/omtellectual
disability, often cannot readily help themselves without support isadryirableand
worthy of praise. So, take a second to acknowledgé b yourself on the bagk The
work you do means a lot to the people you take chr&t the same time, however, we
must notlose sight of our own needss neglecting our own wellndgsves us
vulnerable to harmful stress, which reduces our resilience andgatgreaterrisk of
burning out.

Stress and Burnout

Stress affectsazh and every one of us. Basically,

itéds our bodiesd natural, phy
perceived threat or demand placed on us. This

response could be activated, for example, from the

immediate fear of being attacked by an agitated

individual under your cardrom an upcoming

performance evaluation, or a high workload.

A survey of staff in the IDD field showed that nearly

33% experienced high levels of stré¢idatton, Emerson et al., 1999roo much stress, or

stress induced by adverse events, like physiggiession, can do a lot of harm to our

physical and mental health. When stress becomes chronic, it can seriously thweaten

only ourwellbeingbut also thejuality of care we provide for the people who depend on

our suppor{Farrell & Turpin, 2003; PalpgPolusny, & Follette, 2004) f we dr e not car e
this kind of stress overload can result in c
Aburnout . 0O

Some common signs and symptoms of stress to watch out for:

Constantworrying or feeling anxious

Racing heart

Increased frustration or irritability

Feeling lightheaded, faint, dizzy

Thinking the worst about nearly everything that comes your way
Overreacting to minor events

Aches and pains such as headaches or neck aches

Not performing as well at wr

13



Burnout and Compassion Fatigue
Burnout and compassion fatigue are two different strdsg¢ed conditions, however, there is
quite a bit of overlap between them. Compassion fatigue is often what happens when we put our

al |

empathy

into carhegt bme

(the ability

t o

dondar ¢ aker tour sel ves.

put yourself in

lot. Empathy is, of course, a good thing and is essential to the care provider role. gvnelp w
others go through a challenge in life, we often put ourselves in their shoes, and literally feel their

pai n;

thatds empathy,

a

natur al and norm

about the hardships of others over a period of toneyen a single case that just really hits us
hard, we may become vulnerable to compassion fatigue.

It

A

0s

anot her ¢

Burnout, on the other hand, is built up over a period of time and is brought on by strictly
work-related factors such as handling an increased worklogekling underappreciated.

A d
why

wor ke
mport a

i rect
it 6s

car e
SO0 i

r
nt

have burnout
know your sel

can
t o

working for you). This includes recognizing the sgand symptoms of stress, burnout,
and compassion fatigue and then taking proactive steps to prevent them from taking over

you

r work and i fe

(w

edll go over

Take a look at some of the warning signs of compassion fatigue and bout
(adapted from Stamm, B. H. & Figley, C. R.,1996) below and consider if you

have ever experienced any of them:

some

al respoc
and co
f (what

of

Compassion Fatiqué depletion of empathy reserve that can arise from helping other

people.

T Feeling Aon edgeq 1 Avoiding certain situationsraactivities

1 Feelinghopeless, as if nothing will because they remind you of some
ever go right frightening experience

1 Feelirg angry or irritable without any 91 Avoiding or ignoring people you help
obvious reason 9 Feeling disconnected from others

T Just not caring 4 1 Loss of sleep

1 Avoiding certain thoughts or feelings T Feeling fidrai nedq(

because they remind you of some
frightening experience

Burnoutd stressrelated condition built up over a period of time by wogkatedfactors
such as high workload or feeling underappreciated.

)l
)l
)l

)l
)l

Feeling anxious or irritable
Feeling depressed

Feeling tired most days even after
resting

Loss of sleep

Difficulty concentrating

T
T
T
T
T

Getting sick more often
Changes in appetite
Disconnecting fronothers
Reduced work productivity

Just not caring ¢

14
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Compassion Satisfaction

While itds i mportant to recognize the symp
just as i mportant to acknowledge when thin
yourself and your work as a helping professioAétiaining this bced state knovas

compassion satisfaction is one of our ultimate-satt goals.

t o
gs

Look over the following characteristics of compassion satisfactioma see if which
of these attributes you already havéadapted from Stamm, B. H. & Figley, C. R. ,
1996):

CompassionSatisfactiond the positive state of feeling happy and at ease in your
role as a helping professional.
* Feeling happy
Believing in yourself and your abilities
Finding life satisfying
Finding yourself learning new things from the people you care for
Feeling onnected to others
Having a good bce between work and free time
Feeling calm and at ease with your work
Feeling satisfied from working with those you help
Having happy thoughts about those you help andywoveould help them

Reflection Questions

1.1 f youdve eve outwhatpdel it feetlikecapddvha factors led to it?

2. Have you ever experienced compassion fatigue? If so, what symptoms did you he
and what factors led up to it?

3. When you experience compassion satisfaction, whgli kee?

Adverse Childhood Experiences

It goes without saying that the folks we take care of undergo stress too.hendire

individuals we serve experiena@jorlife challenges, such as the loss of a loved one,

andgo throughtrauma in the wake ofar i si s, we 0 r bkelptfifittemopnes t her e
We would do well to remind ourselves that such adverse experiences are likely but one of

many others the folks we help have faced, beginning in childhood.

As touched on in the introduction to the toqlkidividuals with IDDtend tohave higher

rates of adverse childhood experiences EAJCthan the general population. The evidence

for this increased rate of adverse experiences is reviewed in Chapter 2. But, knowing of

these risks, we recommend the follogzwhile at work:

* Keeping in mind how stress from ACEs, built up over tinadcan influence the
physical and mental health of the people we help.

® Becoming more awareof ACEs in the people we help could give us a clearer
perspective on what theydébve been through i
in the present.

* Increasing our understanding through ACE awareness on the joland hence our
understanding of the caes of some individuals who experience emotional and
behavioral difficulties.
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Take a moment and do the questionnaire yourself (beldwy). some, this may bring up
potentially upsetting memories from the past, so try it only if you feel comfortablengrile

ACE Questionnaire could turn out to be a meaningful learning apptytand give you more
reason to stick to a plan to build up resiliensdigh ACE score does not directly result in
negative outcoms, and many peoptievelop postraumaticstra gt hs. Actual | vy,
research showing how heafphomoting activities can help to prevent negative {@1gn
conseqguences of ACEs. Practicing selfe gives you the power to lead a healthier life going into
the future.

ACE Questionnaire

Prior to your 18" birthday:

1. Did a parent or other adult in the household of
Swear at you, insult you, put you down, or humiliate you?
or
Act in a way that made you afraid that you might be physically hurt?
Yes No If yesenter 1
2. Did a parent or other adult in the household of
Push, grab, slap, or throw something at you?
or
Ever hit you so hard that you had marks or were injured?
Yes No If yes enter 1
3.Didanadult or person at | east 5 years ol der than vy
Touch or fondle you or have you touch their body in a sexual way?
or
Attempt or actually have oral, anal, or vaginal intercourse with you?
Yes No If yes enter 1
4.Didyouof en or very often feel that &
No one in your family loved you or thought you were important or special?
or
Your family didndét |l ook out for each other, fe
Yes No If yes enter 1
5.Ddyou often or very often feel that &
You didndét have enough to eat, had to wear dir
or
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?
Yes No If yesenter 1
6. Was a biological parent ever lost to you through divorce, abandonment, or other reason ?
Yes No If yes enter 1

7. Was your mother or stepmother:
Often or very often pushed, grabbed, slapped, or hasdgomething thrown at her?
or
Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard?
or
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?
Yes No If yes enter 1
Continues on next page
8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

Yes No If yes enter 1

9. Was a household member depressed or mentally ill or did a household member attersptcide?
Yes No If yes enter 1

10. Did a household member go to prison?
Yes No If yes enter 1

Now add up your fAYesO answer s:
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Reflection Questions

There is some evidence that helping professionals have higher than average ACE scores. Exper
these early |ife adversities may have fuel e
completed the ACE Questionnaire, reflect on wlaair ACE score means to you (you may want to
skim or read through chapter 2 of the toolkit to learn more about ACES) by answering the followir
self-reflective questions. Your answers are private and need not be shared with anyone else.

1. What does youACE score mean to you, personally?

2. Do you think ACEs or any adversities youb
work with people with IDD? If so, how?

See Appendix 1, Exercise 1 for an example of a staff person coping with ACEs.

Checking Yourself

We mentioned earlier that we sometimes we get so caught up in helping others that we

|l ose touch with ourselves. This iIs not neces
work we do requires a level of selflessness. When anithdil/needs our help, for
example, itdéos our duty to drop our personal

to help. But, then again, this does not mean that we should ignore ourselves entirely. If
you know wipeddutand degperately in ne®f a break you can ask a

coworker to take ovér that is, of course, assuming that there is enough staff to do so and
that there is a culture of mutual support among staff (which is not always the case).

Whatever the case may be, setting time asidedokcim with ourselves is a must. You

may have heard the saying: fiyou canb6t serve
AE, 0 i f youdbre totally drained and ready to
body telling you rfichaedyy,! ob uSdod, y ,ypetbodgien otuotu cahl wi

listening to its warnings and finding the time to practice3the FobRecharging Rest,
Reflect and Regroup.

EUU 3 EMc aU EUxUOBOa0YAU

1. Rests Find a safe place where you can sett|

B Close youreyes for a couple seconds.

B Take a few deep breaths

B Think of something that makes you happy.
2. Reflect s Ask yourself:

mAAm | stressed out?0

B iAiWhat 6s stressing me out?0
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mils it something I can control ?0
L If it is, what can you do about it?
u I f it 1i#&gobt, just | et
3. Regroup6 Get yourself ready before going back to work:
B Take a few more deep breaths in and out.
B Writea @ADloo Li st . o

B Seek out a cavorker for support.

ltisagoodselt are skill to have a | evel of awarene
be rechargedSee Appendix 1Exercise 2 for more aboutrecharging.

Whole Self Wellness

AWhat am | doing f or myasd&lthbse we hdgp stopvard 1t t 0 O
ask ourselves this basic question evesw and thenDoing socan help us begin to

better understand what wedre doiingdero ght and
lead healthier and happier lives. We taginby askng ourselves tree basiquestions:

» How am | feelingright now?

* What makes me get out of bed in the morning?

¢ What are 3 things that make me happy?

« What are 3 things I dm doing in my |ife to he

What are some of the things you do to take ad yourself? Maybe you play sports, go

on hikes, or read books; maybe you hang out with friends or listen to your favorite music

and just chill out after a | ong day at wor k.
coping with the stress in our ligeSome of the coping strategies we engage in are better

for us in the long run, while others can hold us back from achieving our true potential.

Selfcare involves identifying and practicing those strategies that help us to live well.

You may not evenealize it, but many of the activities yaiready engage in every day

are part of your wellnegwractice. Going to the gym, hanging out with friends, and
relaxing on the beach are just a few examples of activities you may already b&doing
improveyour overall wellbeing.These activities give us the much needed time 1o de
stress, relax and work on ourselves, so we can be at the top of our game when the time
comes to help other$o feel good and be at our best we must not forget any part of our
self becase each part plays a critical role in the wellness ofrdale self An effective
wellness practice addresses all dimensions of the self, including the physical, the
psychological, the emotional, the spiritual, as well as the professional.

Resiliency

Not only do you feel good when you take care
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building resiliency against stress. Resil i en
calm and carry on arelationshiplchallengésepéoBlems atriy h s pot s
you name it. Thatés not to say, of course, t
a negative thought. They do, itbés just that

stress. In a word, people who are more resilient have just mastestth@ss practice

t hat works for them. Anyone whobés motivated
down to is whether a person is ready to push themselves a little and stick with it. If so, it

does pay off in the long run!

Get in touch

Training your
mind to with how you're

produce helpful y feeling
thoughts

How you're
taking care

of your Your

body 139

Your meaning and
-
- - -
purpose in life -

Your Wellness Whee/

After you review your wellness wheel (above) consider all the parts of your whole se
wellness by filling in the dashed boxes corresponding to each of the parts in the whe
below. In each of the boxes, write just a few words that reflect one way yocatakef

t hat part of your whole self. I n the
At al kwotrok ecros f or support. o

satisfaction
with the

work you do

Spiritual

Now, take a look atour Wheel of Wellnessat the top of the next page, to see what we m
by whole self wellnesand its different parts. You can think of these parts as the focus are
yourselic ar e practice. When youdre done | o0o0

own personalized wellness wheel in the box directly below.
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Spiritual

When you have filled in your personal information in your Wellness Wheel turn to
Appendix 1, Exercise 3, for a more in depth selissessment

|l tés the Simple Things

Sometimes itds the simplest things phat are
in the busyness of work. Such everyday, routine activities as taking time for lunch seem
i nconsequenti al but they really do add up ov

these basic activities that help us build up our resilience to the $tag¢ssih add up in

our lives. We believe you will find that it is in your best interest to take note of each

activity you take part in (no matter how simple it is) as part and parcel of your wellness

practice. RemembeNo single part of you is more or lessportantthan anothér your

wellness includesverypart of the wheel. @ be amore resilienperson for yourselind

ot her s, ithabysu clearlpsehowyaonuu6r e t aking care of =eac
whole.
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Ways to Take Care of Youself

There are lots of healthy ways to cope with stress and take care of yourself, which when

practiced regularly help to keep you at the top of your game. You saw some of these

helpful ways of taking care when you completed the-Bsffessment Tool (Appendix 1

Exercise 3). Hopefully going through the assessment tool helped you gain a better sense

of all the things that youdbre doing, and mig
healthier, happier person and a more bced, effective care provider.

Some cases of stress, like dealing with traffic, are beyond our control. These kinds of

stressors, because they are unavoidaiég, call for more emotiefocused methodsf

coping(like mindfulness ofor some, prayerthat help us to keep calm and carry on.

Sonretimes on the job we might employ unhelpful emofiocused coping strategies like

Awi shful thinkingo to help us feel more in c
ever actually fixing the probl em.wishfold not on
thinkingo not fix anything but they al so can
emotionally over time.

Other sources of stress are more or less under our control (despite how overwhelmed we
might feel about them). In such cases probfecused copig strategies can be

particularly useful. Through problefocused coping we tackle the roots of stress head

on. A few examples include managing your time wisely, problem solving, and getting
support from coworkers.

A number of mindfulness exesss aréncluded in this chapter and Appendixid case

you arenoé6t familiar, mindfulness is basical/l
momend t hat 6 s However, muehalikel pginting, drawing, or playing an

instrument, being mindful (that is, tistate of simply being aware of things in the present

moment) is an art and, like any other art, it takes some time and patience to fully master

and get resultslust like when you go to the gym to try and lose a few pounds, results

arendét al wawseti nshteamto.stT out of it, regul ar |
a regular practitioner or not, though, simple mindfulness practices like breath awareness

or deep breathing can be great ways tstdess and relax.

Our thoughts, feelings, and actgare all interconnected. Making sense of how they
relate to each other can be a challenge but breaking them down can help put complex
situations into perspectivelurn to Appendix 1, Exercise 4 to see how you can apply
the Thought, Feeling, Action Triande.

Problem-Focused Coping

Some sources of stress are more or less under our control (despite how overwhelmed we might

feel about them).-fWbhbasedscopihgd Bpnoblkemarti cu
challenging moments in our lives. Usingplemfocused coping basically allows us to tackle

the roots of stress head on. A few examples of this include managing your time wisely,

problem solving, and getting support from coworkers.

There are times at work when we might employ unhelpful emdtiomsed coping strategies
l' i ke wishful thinking to help us feel l'i ke weor
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while we might feel more in control at the moment, we actually readly fix the problem.
And not only do these unhelpful strategies like wishful thinking not really fix anything they
also can make us feel worse in the long run by draining us emotionally over time.

Think of something within your sphere of influencettparsonally causes youess at work
Begin to ke control over the problem by going through the following protdelving steps:

1. Identify the problem

2. Make a list of possible solutions

3. Choose the one you think is most likely to effectively solve tbhblpm
4. Try your first choice

5. Evaluate your success and repeat the cycle if needed.

See Appendix 1, Exercise 5 for more problersolving support.

Thoughts and more about what we can do about them

Cognitive behavioral psychology teaches us that our feelings are affected by our
thoughts. By changing our thoughts we can help our emotions to folanwthoughts

can shape our reality. Sometimes we get so wrapped up in our own thoughts that we lose
touch with the things going on all around us. Furthermore, as you learned in Activity 1,

unhel pful thoughts can affect how we feel an
i mportant to be mindful of what weodore thinki
patterns and not let them get the best of tisoughts we can watch out for are:

Demanding | f we mentally insist that something
|l eads to unhealthy emotions. Earlier in thi
thinking. o6 For example, saying, At his person
and may lead to poor frustration tolerance or even anger for the person who thinks it.
Thinking something |ike, #fAit would be better
what they sometimes doo is more tankely to | e

solutions to the problem. The takeay is tochangedemanding thoughts or wishful
thinking, into preferences.

Exaggerating badnesd/hen we make something out to be worse than it is, that also

leads to unhealthy negative emotions. When you catch yourself thinking this is awful,
horrible etc., thatodos a red fl ag. You can ¢
your s el llythatb a difybu are @amestwith yourself, you will often realize

that you are making whatever it is worse than it really iglike all of us sometimes

do).

Rating ourselves and otheisis typically not helpful to negatively rate or judge
oursehes or othersExercise 6 in Appendix 1provides a means of approaching this
sometimes difficult challenge with humofry to avoid rating people and recognize

A

that coworkers and the people wedre support.i
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Additional exercises that appar in Appendix 1:

Exercise 7: Thoughts on a ScreerDesigned to increase awareness of thoughts.. .

Exercise 8: Three Funny Things Designed to help you use your sense of humor to
cope with difficult things.

Exercise 9:Mindful Living - Learning how mindfulness in your life can help you enjoy
even the boring stuff.

Exercise 10: Mindfulness Before Work To help you get ready to approach your work
each day.

Exercise 11: Body ScanCombines mindfulness with progressive muscle relaxatios
is something you may want to add to your wellness and resilience plan.

Exercise B: Recognizing the ChallengeThe work we do is rewarding and difficult.
JanetHarrison and Stephen Noone kalevelop a great training program geared at

helping us recognize and accept that the work really is challenging, and hence, we need
to have a plan to cope with that rather than using strategies to avoid or distance ourselves
from the challenges. One didir exercises, designed to do in a group, is very effective.
Folks are asked about both the qualities they bring to their work, and the challenges they
face. The result is often bittsweet humor, when presented as it is here.

Developing a Wellnes$lan

Once you have completed this chapter and the exercises in Appendix 1, you will be ready
to develop a personal Wellness and Resilience Plan. Below, we go back to the Wellness
Wheel youdbve seen earlier in theghtiohapter.
you. You know best what is important to you and what you can realistically commit to.
If you are feeling too stressed and do something about it, you can make a positive
difference in the areas that are important to you. If you do nothifeyetit,

well énothing is Iikely to change.
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My Self -Care Plan

[ ——

EOYaU¢ AM&a UavyaUl ea
physical, emotional, occupational &
spiritual wellness to accomplish my goal:
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Your Well ness and Resilience | snbo

Whet her wedre Direct Supp BehaviorSpetidliggsss si onal s,
Psychologiss, other Clinicianspr supervisorswe commit a large part of our ovies

to enhancing the |ives of others in need. Re
all in this field to help people, people who happen to live with intellectual and

developmental disabilities (IDD). Helping people is what we do and enstengelfare

of those we look after is always our number one priority.-&é pactice is discussed

too little, yetanintegral part of ourworkVi t hout it we just woul dnot
high quality of care that the people we help need and d=sgoy remember to take good

care of yourself, not only for you, but for your coworkers, family, friends, and of course

the people you help at work, too.

Al ve got to keep breathing. It o6l |

business mistake i f I donoét . o
o0 Steve Martin

Additional Self-Care Resources

Books

GriseOwens, E., Miller, J., Eaves, M. (2018he Ato-Z selfcare handbook for social
workers and other helping professionalfie New Social Worker Press.

Seligman, M. E. (2012}lourish: A visionary new understandingltdppiness and well
being Simon and Schuster.

Websites
1 ACE Responsenww.aceresponse.org
1 Compassion Fatigue Awareness Projbtip://www.compassionfatigue.org/
1 SelfCare Magazinehttp://myselfcaremagazine.com/
1 A Free Mindfulness Based Stress Reduction Course
www.palousemindfulness.com
T Dr . Dan T o ma s hitp:/oving.dandbdhappytcemn

Self-Care Mobile Apps
1 SuperBetterhttps://www.superbetter.com/
1 Calm:https://www.calm.com/
1 Breathe2Relaxhttp://t2health.dcoe.mil/apps/breathe2relax
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CHAPTER 2

The ACE Study andintellectual and Developmental Disabilities

If you are reading this document you must believe that it is important for those of us
working in the field of intellectual and developmental disabilities (IDD) to know how
people with IDD are impacted by trauma, and what we can do about it. We hadg alrea
learned in Chapter 1, that taking care of ourselves is an important component. In this
chapter, literature is reviewed to offer background and support the need for such a
toolkit..

The Adverse Childhood Experiences Study (Felitti et al., 1998¢ikathest study of its

kind which examines the impacts of adverse childhood experieACEss)in the geneal
population over the lifespan (S&ae ACE Questionnaire in Chapter These
experiencesanhave a significant negative impact on the individiuaiing childhood

and throughout the lifespan; emotional and physical health prolmenesise

dramatically with ACEsespecially when they are untreatédiCEsare common and are
strong predictors of adult health risks. They are implicated in the 1¢pealises of

early morbidity in the United States. Furthermore, it has been wdbliskd that there

can beharmful neurobiological changes in people who have suffered trauma (Anda et al.,
2006).

In the original ACEs study, Felitti et a{1998) asessed the impact of Adverse

Childhood Experiences (ACEs) with patients at a large HMO in Southern California.

The ACEs questionnaire was responded to by 9508 patients, representing 70.5% of those
surveyed. The number of categoriesdorsed by individals was compared to measures

of adult risk behavior, health status, and disease. More than half reported experiencing at
least one category, and 25% reported experiencing at least two categories. A relationship
was found between the number of categogimdorsed and number of adult risk behaviors
and diseases reported. Those who experienced four or more categories had a four to 12
fold increase in risk for: alcohol abuse, depression, drug abuse, and suicide attempts, as
compared to those with zero catage. Two to four fold increases were seen in

smoking, poor seiffated health, having a history of 50 or more sexual intercourse

partners, and sexually transmitted disease. Many other risk factors were also present at
lower levels.

The negative impastof ACEs in the general population are well established. But our
experience working with people with devetopntal disabilities causad to believe that
thepeople we serve at the Center Disability Services (CFDS) might be at greater risk
than the gneral populationand that the impacts may be differeithis was especially

the case in our outpatient behavioral health services where many of the people referred
have a trauma history. We wondered if there was generally an increasandiskoked

at the liteature to see if that was true in people with IDierhaps we were biased in this
regard. After all, perhaps people with a trauma history referred for counseling and
psychiatric services are probalulyerrepresenteth our outpatient behavidraealth

service We believd, in fact thatwe do see more people witirauma history in our
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Health Service Divisiothan is generally the case for nmferred peopleavith IDDé

but we still wondered, fils themantalsk of ACEs
di sabiliti es ?i@raturaVeview to ekplaretthospakd bagari to verify the
linkage between ACEs in the general population, and ACEs in the people weTlsgsve.
also lead to exploration afelated isses The literature review wagiginally presented

by one of the author§teve Marcalat the National Association for People with Dual
Diagnoses (NADD) International Congress in Miami, in June of 2014, and a version of
the remaindeof this chapter appears in theopeedings for thatonference. We felt it
important to include, imevised form, parts dhat document in this chapter, as
understanding the scope of the probls a critical component in tlieall to actioro that

this toolkit suggests is needed.

THE PREVELANCE OF ADVERSE CHILDHOOD EXPERIENCES
IN PEOPLE WITH DEVELOPMENTAL DISABILITIES

A review of 40,000 school records in the Omaha public schools found that children with
disabilities were more likely to be maltreated than peers without disabilities by the
following multipliers: Neglect: 3.76, Physical Abuse: 3.79, 8edual Abuse: 3.14

(Sullivan & Knutson, 2000). Data collected from 1997 to 2000 through the national
evaluation of the Comprehensive Community Mental Health Services for Children and
their Families Progranon 156 children with autism found that, in a clinic sample, 18.5%
had been physically abused and 16.6% had been sexually abused (Mandell, Walrath,
Manteuffel, Sgro, & PintdMartinet, 2005). A review of population based studies
(Govindshenoy & Spencer, 200&)ncluded that children with conduct and learning
disorders arat greater risk of maltreatment, and stated that children with some disabling
conditions are at increased risk of abuse and neglect. A review of 18 studies published
between 1995 and 2005 in which maltreatment of people with Intellectual Disabilities
(ID) was the focus, concluded that although the literature is limited, it is clear that the
prevalence of maltreatment is higher among people withdbd other disabilities

relative to nadisabilities (HornetJohnson &rum, 2M6). A review ofb0 relevant
studiespublished between 20 and 2008 (Sullivan, 2009) concluded thafficient

evidence exists that children and youth with disabilities are at increased risk to be victims
of violence, that this effect was consistent across studies conducted in netulidal,
protective, law enforcement and school settings, and that the effects areuthoss.

The prevalence of children with disabilities in the child welfastesy in Minnesota was
examinedLightfoot, Hill & LaLiberte,2011). More than a fifth athildren wit

substantiated maltreatment wéabeled in administrative records as having a disability.

The most common type of disability among children with substantiated maltreatment was
emotional disturbance, while other common disabilities includtsdléctual and
developmental disabilities and learning disabilities. Using logistic regression, this study
found that children with substantiated maltreatment who had disabilities were about twice
as likely to be in out of home placement as children sitbstantiated maltreatment

without disabilities.Cl ear | vy, Afout of home placemento, e

alternative, is |Iikely to add new traumas to

The increased risk of girls with disabilities or iliness was investiga#tkiksson
Schmidt, Armour, and Thibadea2010) The study evaluatesthether US adolescent
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girls with a physical disability or lonterm health problem were more likely to report
having been physically forced to have sexual intercourse than otherldpitsy

regression analysis to study data from the 2005 Natimath Risk Behavior Survey,

the studyfound that reports of being forced to have sexual intercourse were about twice
as high (19.6% vs. 9.4%) in the disabled/heplttblem group than in theaup without
disability/health problems.

It appears that the risk of maltreatment increases with the severity of thiditgisab

Lower scores on the Vineland Adaptive Behavior (VABS) Composite were associated
with increased probability that paremtsuld endorse physical punishment as an initial
response to child behavior proble(Wgald, 2004) Use of physical discipline was more
likely in parents of children with more significant disabilities, as measured on the VABS.
There was more family streaad social isolation in parents of children with disabilities.
Increased levels of disability led to increased levels of family stress. Finally, increased
disability level resulted in a negative impact on attachment.

IMPACT OF ADVERSE CHILDHOOD EXPERI ENCES
IN PEOPLE WITH DEVELOPMENTAL DISABILITIES

Research regarding the impact of adverse childhood experiemaedividuals with IDD

is limited. The impact of sexual abuse history on the functioning of 54 people with ID in
the UKwas investigated (Segira, Howlin, & Hollins, 2003). The sexually abused group
of people with ID wasnatched with other individuals for 1Q, but who had no sexual
abuse history. The subjects ranged in level of ID; 16 in each group were people with
severe or profound ID, 14 anoderate ID, and 24 had mild ID. Individuals with ID

who had experienced abuse had more severe behavioral problems than the matched
comparison group. The individuals who had suffered abuse were more likely to have
aggressive and agitated behaviors,-sglfry, temper outbursts, sudden changes of mood,
social withdrawal, inappropriate sexual behavior, and hyperactivity. The proportion of
people meeting the criteria for Posttraumatic Stress Disorder (PTSD) was significantly
higher in the abused @up. The abused groupadsignificantly more symptoms of
depresion, anxiety and hypersomnia than the-abnsed group.

The psychological impact of abuse in men and women with severadBtudiedn a

UK sample(Rowsell, Clare, & Murphy, 2013)Interviewswere conducted with family
members or caregivers of 18 victims of abuse as to their functioning in the three months
prior to the abuse, three months after the abaserced, and at the time of thetudy.

In many cases the victims suffered multiplenierof abuse over an extended period of
time. The study found marked increases in frequency and severity of a range of
emotional, physiological, and behavioral symptoms of psychological distress following
alleged abuse. Victims showed very limited recg\arthe last interview, conducted at
least two years after the last instance of abuse.

Psychiatric disorders and characteristics of abuse in sexually abused children and
adolescents with and without Mas studiedn Turkey(Soylu, 2013). The study

compared 102 children with ID with 154 who did not have ID, all aged six to 16, with
regard to the psychological impact of sexual abuse. The children with ID were
representative of a range of IDs: mild (87%), moderate (11.8%) and severe (1%). Some
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important differences were found between the two groups: It was determined that sexual
abuse types involving penetration and contact were higher in the group with ID; they
were exposed to more frequent repeated abuses, the abuses were revealed with their own
reports at a later period aatlower rates, and pregnancies after abuse degdlompre
frequently. In the IDgroup, compared to the group without iIDwasdetermined that the
abuser was less likely to lemiliar person an@r a family memberand instaces of

more than one abuser were eactered more frequentliyhile no difference was
determined between the two groups in terms of-pbase Posttraumatic Stress Disorder
(PTSD) and Major Depressive Disorder (MDD) frequency, conduct disorder was
observe more frequently in the group witBl This fits with our experience that people
with IDD may have mental health problem overshadowed by their developmental
disability- so they may not get a diagnosis even when warranted. Also, it is noteworthy
that insome cases people with IDD may have limited access alcohol and illegal drugs,
and so may manifest overt behavioral expression of the emotional consequences of
trauma because other maladaptive responses are less available.

Web-based resources:
1 NationalChild Trauma Stress Netwo(kearch for developmental disabilities on
the site) nctsn.org
1 An Association for Persons with Developmental Disabilities and Mental Health
Needsthenadd.org

CONCLUSION

This chapter and the chapters to come address a rarsgeies to provide a broad

overview of topics associatavith trauma in people wittDID. The overview presented

so far, covered the impacts we learned about from the original ACE anuaipe

prevalence and impact 8CEsin IDD we learned about from oliterature review

Given the increased risks demonstrated by the literature review, and the negative
consequences that have been shown in the literature as well as through our many years of
experience in the field of mental headthd IDD, thegroundworkhas been laid for the
remainder of this toolkit to take on the importance we know it deserves in your hearts and
minds, and in your work. You have read this far, so you are motivated and have
demonstrated your willingness to make a positive differenteeitives of the people
entrusted to your care. It is time to put the sordid history of abuse behind us, and to look
to a new day. Deinstitutionalization was necessarynbtgufficient to enable this good

work to happen. Action is still required.o¥ can play a significant role, whether you are
working as a direct support pesfsional, an administrata clinician,or a person

receiving servicesye hope you find something in this Toolkit that you can put right to

use in our shared missiopreventon and treatment of traumatization and re

traumatization of people with IDD
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CHAPTER 3

Trauma-Informed, ResilienceSupporting Intervention

At the Center for Disability Services we have worked for many years at devising a

templ ate and a fAbest practiced conceptuali za
difficulties. As we have become increasingly attuned to the impacts of trauma, we have

updated our approach accordingly. We will start with a discussion of the overarching
concepts. Later in this chapter wedll share
introduced in May of 2016, and an example of a trauma informed plan. Theiseader

al so referred to Karyn Harveyo6s book on the
2012). In her book, Harvey has referenced a specific template for trauma informed care,

and has a number of wonderful examples.

The field of IDD is permeated he&dy with behavioral psychology. This is a good thing,

as available training and certification opportunities have been enhanced over the last
several years. Through a specific course of study including traditional coursework,
supervision hours, and a dédation exam, one can earn certification and have the
designationBoard Certified Behavior Analyst (BCBA). Applied Behavior Analysis
(ABA) is heavily emphasized in BCBA training. ABA involves a highly structured
approach that is a good fit for childregspecially in classrooms that are heavily staffed.
Thesetimd nt ensi ve approaches donadljrigidhor k as wel |
applied behavioral approaches are seen by some as condescending when working with
adults2) there are very real differeas in staffing that we face in adult services for

people with IDD that often render ABA impossible to deli8gtrauma histories may
require going beyond traditional functional behavioral assessment (FBA) and towards a
mor e Ar easoned nesand wesargsepextentdsebeyond tydical functional
analysis and) they may be difficult or even unethical to implement because of the
constitutional rights adults hold in our society. New York State, for one, does not
generally allow punishment proceaes, and reinforcement procedures cannot involve
things that adults would typically have access to without a reinforcement plan.

With both children and adults, a behavioral approach will only be effective if the trauma

history of the individual is takeimto account. Some have argued, and we agree, that

there are all sorts of traumas, big and small, that people with IDD are at risk for. These
arendét discussed in many general approaches
example, the Adverse Chiildod Experiences paradigm does not account for the traumas

of being placed in a special class, of not being afforded the opportunity to get married or

drive a car, not getting to go to college after witnessing siblings have that opportunity,

beingbuliedor even called Aretardedod, and countl e
by people with IDD. The toll of these apparently smaller adverse experiences can add up.
For this reason, and because there may be tr
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communication pblems or withholding information, trauma informed approaches to
care make sense for many, if not all people with intellectual disabilities.

The BCBA designation and other forms of similar training provide wonderful preparation

in behavioral principlethat can be applied in any work in behavioral healtapplied

wisely. One criticism of that approach from our perspective is that the role of mental

states is minimized. Mental states are the very thing that are altered in traumatized

people, and aaonderstanding of that is critical to quality treatment. An approach that

denies or minimizes that aspect is flawed. Trauma informed care, and overall quality

care require more than behavioral principles for a treatment plan to be successful. For

that regon we have chosen to label our plans at the Center for Disability Services
ATherapeutic Support Plans. 0 For similar re
pl ans fAMent al Heal th Treatment Plans. 0 We a
approaches wimerigidly applied, but we feel that trauma informed care and behavioral

psychology can be wedded intelligently.

Good planning involves a thorough understanding of the individual in the milieus that
they live and spend their days. Behavioral interventions routinely start with a functional
assessment as to why the behavior is occurring. The underlying principtectbhal
assessment is that behaviors occur to meet some need and therefore serve a purpose or
function. Most routinely considered in such an analysis are: 1) esbaggerson may be
behaving to escape or avoid something unwanted 2) attetiimmdvidual may be

trying obtain attention of others 3) tangibleey may be trying to get something and 4)
sensorythey may be meeting a sensory nédite rocking in people with autism

spectrum disorders, for example. Once we determine the functiohgthry goes, we

design an intervention to address that aspect, by helping the person to meet their need in a
manner that is not harmful to them or others.

It is widely (though certainly not always) recognized that many behavioral difficulties are
a resul of an undiagnosed medical probletime person may be reacting to pain. The
importance of investigating medical bases of problems, particularly in people who may
not be able to tell us that they are in pain, or what hurts, has been noted (May &
Kennedy,2010). But, in addition to functional analysis and possible medical

explanations for behavioral difficulties, trauma informed care means that we must also be
cognizant of a trauma history as a possible cause of difficulties; in fact trauma history and
medcal difficulties can be considered a critical but often under evaluated part of
functional assessment and analyses. In the case of trauma history, this is particularly
relevant when we consider that the people with IDD are probably at least three to four
times more likely than the general population to have suffered abuse or neglect (Marcal,
2014, Presentation at NADD). I f we | ack an
may draw inaccurate conclusions when doing a functional analysis. Sincedtierfain
analysis is the driving force in designing interventions, we may be traveling down the
wrong path, and at worst the intervention can cause further trauma.

We also need to acknowledge that a behavior that is a function ef@aosiatic stress
may serve NO useful function for the person. It ha visceral reaction based on an
altered stresgesponse system. There is evidence that brain structure and functions are
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altered by trauma, especially during childho8adda et al., 2006)Our response must
include the factors that address traumlated impacts, or intervenions will not be
effective.

A classic book on understanding trauma includes a discussion of essential aspects of

recovery from trauma (Herman, 1992). These should be taken into account in designing
interventions and willherefore be discussed here. Herman noted that the first stage

required for recovery is safety, and the essential importance of providing a safe

environment has become well accepted in trauma recovery work. Herman pointed out

that the acutely traumatizgerson needs a safe refuge. Home should be an especially

safe place. I f that isnb6t the case at your
of us are facingébut we must recognize and a
weoOr e ser vorseistaadofbettee t w

Herman pointed out that the underlying experience of psychological trauma includes
disempowerment and disconnection from others. As such, recovery requires the

empowerment of the survivor and the creation of nemnections.These ore aspects of

recovery are often especialifjfficult for people with IDD to obtainInteractions with

people we serve are often disempowerpmg o pl e wi t h I DD dondt have
many cases. Can they really change where they live or, favr&xampl@ How many

committees do the people we serve include the people we senerdsers? Ihasbeen

noted that many of the choices we offer are not seabur plans to help people, whether

they have a trauma history or not, need to include tnoee (Harvey2019.

New connectionsan also be very challenging for peopléwDD to establish. Many

are dependent on staff or family for transportation. Often the opportunities for meeting

new people are limited. We must go out of our way to make the opportunities possible.

At the Center for Disability Services (CFDS) wearwor ki ng towards buil d
n e t w-dorhklppeople connect and develop relationships outside of paid staff or their
housemates. At CFDS, we need to go further with our programming in this regard, but

have recognized the need and are workimgatds easing relationship building

challenges.

Do yourintervention plans includesal choice making and do they include helping with

relationship development? A traditional functioaasessmemhight not lead us down

these paths, but these aspectsemsential for recovery from trauma, and important for
everyone we servdiSettingEvents, a commonly wused behavioral
frequently refers to recent situational factors (onset of illness, for example). Trauma

from long ago may be missed irany analyses.Und er st andi ng a personos
can inform interventions because the interventions flow from what we know about helping a

person feel safe, connected, and empowered. For example, when someexpésieacing
atrauma,weneedt under st and that teaching alternative
typically understand that about current crises, but may miss this when intervening with

traumatic memories, which for the individual may as well be happening in the present
moment.Understadi ng a personés trauma history, for e:
staff toilet someone with a history of male perpetrated aisusmtraindicated. Or it may

mean that staff turnover, prompts memories of abandonment, and is likely to trigger

difficulties. See Appendix 2 for the complete CFDS Therapeutic Support Template
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Resilience, or the ability to recover from adversig/a key component in any treatment
model for traumaBuse and Burkef2013) have outlineckey components that foster
resilience in people with developmental disabilities, each of which has research support.
The table below lists the important characteristics, and the implication for our work.

Resilience Implication for Intervention
Enhancing
Component

Selfenhancement | Help people recognize and accept greater responsibility
their successes father than their failures.

1 Offer specific and positive feedback following any type o
assessmergocational, psychological, or otherwise).

Hardiness 1 Help people establish a clear sense of their personal val
that can serve as a guide for them in their behavior when faq
with challenges (e.qg., talk about what sort of person the
individud wants to be, moving them from doing well to pleass
others, or avoid figetting I
know they are the right thing based on their values).

9 Consider hardiness training (Khoshaba and Maddi, 2001

EmotionalRegulation| §  Consider introducing mindfulness training in your progra
(one of the authors adapted thelim@ mindfulness course
mentioned in the selfare chapter for a group of individuals w
IDD, some of whom have a trauma history.

1 Teach relaxation strategies such as deep breathing

1 Refer for Occupational Therapy evaluations as a sensor
evaluation may provide useful strategies

Humor 1 Use humor only after first employing listening carefully,
ensuring the indidual knows they have been understood.

1 Be sure humor does not come across as putting the pers
down, and that it will not be perceived as being in bad taste.

1 Integrate humor in a kind manner, with low and soothing
tones

1 Use seltdeprecating and lightearted humor to help peopl
through difficult times.
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FochtNew, Baro) Clements, and Milliken (2008) have suggested a number of practices

to address a history of victimization in people with IDTChese are adapted in the table

below:

Suggested Intervention

Brief Description

Biographical Timeline ag
Assessment and
Intervention

1 Life events are laid out on a tirli@e which allows for

Arespectful guesses to be
behaviors, and interventions. Interventions can be design
address gaps in development and/or experiefbe.timelne
can support staff in assuming a therapeutic stance, and

support resistance to

Supportive Intervention

1 Planning should flow from the Biographical Timeline
00One key strategy I 9
for safetyo (we pergamsd
at the Center for Disability Services as a
Af ocus Thieisatwsted person who
can be readily available.

o Another key strategy is establishing a
Asafety valved whiclh
strategies in the pg

Sacially Therapeutic
Environment as
Intervention/Educational
Interventions

1 Help staff to fully appreciate that people with IDD nee
support because they are i
disability that affects their abilities to process inforoat
and communicate. 0

1 Ensure staff know about their own wellness, and
encourage them to practice sedfre to foster their ability to
support a therapeutic environment.

Communication as
Intervention

1 Teach people to label and ventdadheir feelings.

Psychiatric Care and
Therapy

1 We now know that quality psychiatric care and
psychotherapy work with people with intellectual and
developmental disabilitiedviake referrals as needed,
preferably to providers with experience wibD. Providers
lacking this experience may wrongly attribute a problem t
the intellectual disability, rather than the trauma history
and/or mental health problem.
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A Therapeutic Support Plan

At your agency or school, you probably have a basic template from which to build

behavioral plans. We want to share with you the latest version of our template at the

Center for Disability Services, which you can adapt to meet your needs. You will see tha

our template has many parts and is complex. But, you will also see, that we have tried to

make the plan as usé&rendly for direct support professionals as we can, given the

demands of their very difficult jobs. We try to carefully break down whéteda do at

each juncture, including preventative and teaching strategies. We have moved the

background to a Part Il, not because it is less important, but so that staff can quickly
reference fAwhat to doo. Al s oarekdesgmedton mi nd t
meet regulatory requirements in New York State. One of these requirements is that when

a restrictive intervention, such as a physical intervention, medication, or a splint to

prevent selinjury, are included, our Human Rights Committeestmeview the plan and

the reasons it is being proposed. You must be familiar with requirements in your state to
design such pl ans. We have |isted only one
purposes. Clearly many people have more than one thing tesadtiough the reader is

cautioned to prioritize difficulties.

Here is an outline from CFDS with some minor modifications:

Outline of Therapeutic Support Plan Format at the Center for Disability Services

1 Identifying information, date plan initiatedat of latest revision

Part I: Supports and Interventions

Indications of what team(s)/individuals worked on the plan and dates
Purpose for the plan, whether it requires review by our Human Rights Committee
(HRC) and if so which restrictive interventionscessitate such a review
1 Summary of what is in the plan, including: the behaviors/symptoms to be
addressed in the plan, any attachments that must accompany the plan (e.g., PRN
Protocol, protocol for any mechanical restraint (like a splint to prevent self
injurious behavior), the most recent psychiatric consult, and how and where
documentation will be done
1 General Everyday/Proactive Approaches, with focus on teaching skills and
developing preventive strategigeluding trauma informed considerations (ie th
example below this section was incorporated into the intervention section for
brevity)
1 Tablesfor each behavior/symptom based on a functional analysis and history that
includes:
o0 One table indicatingow the difficulty presents, when it is most likedy t
occur, when it is least likely tacour, and new skills to develop
o0 A second, two columned table includinghen a precursor, opportunity
for prevention, or the difficulty occurs (where we list environmental
triggers and times when most likely to occamyl for each of the items,
what supports should be provided

= =4
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Part II: Functional /ReasonedAssessment Summary/Update
and Justification for Restrictive and Intrusive Interventions

Identifying information

How the Functional/Reasoned Assessment ceaspleted (direct observations,

interview with , Review of clinical medical and environmental or other

data, Use of specific assessment tools

1 Background Information

0 Age, level of cognitive functioning, residential history including
institutional history, trauma history, past vs current functioning, what has
worked previously to end or reduce difficulties or restrictive interventions,
and if the person is not involvé development of the plan a statement
indicating why not (e.g., would not be able to comprehend due to limited
verbal ability)

1 For each Behavior/Symptom, specific history of the difficulty being addressed,
contextual factors/contributing background idognitive, environmental, social,
physical, medical, psychiatric conditions that may contribute to the difficulty, and
trauma history if applicable), Antecedent Events, Hypothesized Fur@kon
Reason for the behavior (Reasons may be different from dunsctwhich imply
the behavior serves a specific functiom the case of trauma, it may simply be
reactive), Conditions that maintain the symptom/behavior, Baseline data for each
program (e.g. day and residential)

1 Anindication of whether or not the pléRart I) contains restrictive interventions
like physical restraints, psychotropic medications may fall in this category (see
your state regulations), mechanical restraining devices, and other rights
restrictions (e.g., turning off a motorized wheelchaifyestrictive interventions
are included a justification must be included here along with the frequency of its
use for ongoing plans. If restrictive interventions are used we also must include a
specific plan to fade, reduce, or eliminate their use.

1 Areas in need of follow up (e.g., things that are covered that should also be
included in program goals, follow up appointments that may be needed with
psychiatry)

1 The method of review including documentation details and a statement that the
plan will be nodified as needed and at least annually.

9 Signatures of all parties (informed consent capacity for people receiving services

is captured in another document).

= =4

This chapter will conclude with an example of a Therapeutic Support Plan, adapted to
protectconfidentiality, from the plan of one of the people receiving our services.

See Appendix 2 for the Center for Disabilities template for a Therapeutic Support
Plan
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SAMPLE THERAPEUTIC SUPPORT PLAN (Summarized)
BACKGROUND

Michael is a 7dyearold man diagnosed with Post Traumatic Stress Disorder (PTSD),
profound intellectual disabilities, and Autism. According to the Vineland Adaptive
ScaleSecond Edition, Michael s communicati on
al so has a medical hi story significant for
of intellectual functioning and communication skill, he is unable to have direct input into

the creation of his TSP. Behavioral observations, and analysis of Michael

communication through behavior, has enabled him to participate indirectly. He resided in
institutional care from age five until 46 at several different locations; abuse and neglect

are likely have occurred in those settings. Direct information atidchbamay have

happened to Michael is not available, but we believe his ACE score is at least 5; this is
based on what we know about his separation from his parents, and their histories. He
currently lives in a group home called Barnett House, in @liRark, NY, and splits his

time between two day programs at Sanderson Avenue in Troy, NY, and at Lyden Road,

also in Troy.

Note the long
term focus on
relationship
building.

Note that we
make every
effort to remove
restrictive
interventions as
we have done
here with
Michael we
know these are
retraumatizing.

Michael is seen by Dr. Douglass Beleldacker for psychiatric care. He often
engages in ritualistic behaviors, similar to those commonly seen in people with
autism, that are thought to be methods for coping with anxiety. These may include
spinning a widevariety of items, pulling threads on his clothing, and opening the
door, peering out, and closing the door (possibly a form of hyigéance

associated with trauma). Within the past few years, Michael has made progress
with joining group activities at Erge table at his day program. He has been able

to achieve this due to the development of safe, positive relationships with staff
and peers in the room.

Michael has a long history of experiencing increased anxiety when he is not in
his structured routine and surroundings. He responds to changes by going to a
certain location, apparently to give him a view of anywhe might approach. At
his residence, Michael continues to progress with using his room for coping
activities (e.g. using recliner chair). Due to an overall improvement in behavior
and staff not needing to utilize the SERP1-2 Person Escort andr&teges for

Crisis Intervention and Preventidtevised (£1P-R) Standing Wrap for a period

of 12 months, these intervent®were removed from the plan in a 20@8ision.
SCIRR Standing Wrap, however, was restoired 2009 revision to address

Mi ¢ h a e laged aggraession when his anxiety becomes overwhelming.

Mi chael 6s TSP previously thatleehaviaivesd unsaf e
removed from the plan.
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From the Functional/Reasoned Analysis and Intervention Sections:

ANXIETY SYMPTOMS

How the difficulties present: Pacing or scanning the room, Miahagl appear sweagnd engage intualistic
behaviors such as stching his face with his hands, putting his hand dowipéins leaving the roonand
returning carrying/movindargeobjects urinary incontinenceaking off clothes pulling threads from clothing
and tapping those aroudm.

History:
Contextual Factors/
Background

information:
Antecedent Events:

Hypothesized
Function/Reason
Conditions that
maintain
symptom/behavior:

Conditions that
reduce, prevent,
eliminate the
symptom/behavior.
Baseline data:

Displaying signs of anxiety i®ng-existing behavior for Michael

Symptom of Postraumatic Stress Disorder; environmental changes
Michaelshows signs of anxiety throughout the day, but unfamiliar places and people
be an antecedent to more severe behavior

Symptom of PTSD; some anxiety type behaviors (e.g., siti@ingnd the divider
ritualistic behaviors) may make hii@el safer and helpim control hisanxiety
Unfamiliar places and people, changes in routingiedy being reduced through
ritualistic behaviors

Presetting for changes in routine; time to process requests; positive interactions wit
additional time in preferred activities (e.g., shower); relaxation techniguess{#tiag in
recliner, musicfrom the list he prefejsrespectingMichaelb sersgnal boundaries

Residence: Signs of anxiety occur daily. Intensity is monitored on a 5 point scale at
residence in the morning, afternoon, and evening. The daily average severity of anx
observed by staff over the last 12 month4.91(previous average 2.21).

Day Prograra Signs of anxiety occur daily. Intensity averages 2.66 wb clear patterns
emerging and a similar frequency in each program.

When this Provide the following supports:
occurs,
1 While riding in vans (including to med appointments), if ondfstaavailable to sit
Note the Medical by Michae| they should do so and talk with him during the ride ocha sit up front
emphasis on | appointments; in the passenger seat
safety and new locations 1 Verbdly reaffirm Michaebs saf ety when in new or
helping 1 Use food reinforcers as needed
Michael feel Michaelpulls 1 Acknowledge that Michael is communicating thatis feeling anxious and help him
safe that on a staff ‘ move to a different activity / helpim leave the outing
me mb e r ( 1 Encourage Michael to take a break and give pérsonal space
permeates hand or 9 Praisehim when she uses a coping strategygl when she communicates thatis
the approach.| attempts to anxious.
Note also the | pull away
importance ggtri?/ig/”
Of_ connection Michael is 1 Encourage Mihael to communicate to staff whiee is feeling anxiougtfrough
with others, pacing, taking gestures, etc). Help hito use coping strategies such as taking a break or aSkaik
and not off his should try to sit near him and speak calmly to him, while trying to redirectcham
unnecessarily| clothes or activity
usurping showing 1 Michael may also feel pysically calmer if staff rub hiseador hands.
Mi chae othe_r signs of
anxiety at
control residence
(don ot | Michaelis 1 Redirect hinto an activity that requires the usehid hands, such as carrying
him from
leaving the

room).
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putting his

somethiig. If unable tado this, ask him ihe would like to move to a private locatio

hands in his (i.e., the bathroom dris bedroom). If unsuccessful, put uprat or sheet to shield
pantswhile Michaelfor privacy (this is NOT a mat enclosuehe must be able to wathrough
engaging in or around the mat tie cesires)

ritualistic

behaviors

Michael 1 Attempt to redirect Michaddack to a preferred activity. Use first, then pairing.

attempts to Gently say, ,ARihresnt wal k. o

leave the f  If verbal rediredbn is unsuccessful and Michdslpersistent in leaving the

classroom at
day program

classroom staff should allow him to do so while keeping withevisl of sipervision.
Preventing Michaefrom leavingthe classroom only heightens hisxiety and can
escalate to self abuse, property abuse, and aggression.

If anxiety
cont i

=a —a

n

Give Michaelincreased personal space and/ortask Ashow me wi
Monitor Michaelfor presence of other target behaviors (Aggression toward self g
others, urinary incontinence)

Note the
understanding of
trauma and its
impact in the use of
choice, positioning
as he wishes,
minimizing change,
using calm tone, and
this is especially
noteworthy
accepting his gentle
pushing of staff as a
form of
communication and
not overreacting.

AGGRESSION TOWARD SELF/OTHERS

Banginghis head. Attempting to hit or kick. Also includes property destruction (i.e., knocking over furniture &
throwing small objects).

History:
Contextual Factors/

Background
information:

Antecedent Events:

Hypothesized
Function/Reason:

Conditions that
maintain
symptom/behavior:

Conditions that
reduce, prevent,
eliminate the
symptom/behavior

Baseline data:

These behaviors have occurred since before Michael moved into his current placen
Symptoms of PTSD; agitation; unexpected changes to routine/environment; anxiety|
symptoms

Request to perform a task, especially if not given enough time to process; prevente
engaging in ritualistic behamis; disruption of routine/environment; negative interactio
in response to peer aggression

demo

A means of communicating fAno; 0 a

avoiding tasks. Feeling unsafe or unsure bino expect.

Avoidance of unwanted activities/tasks; sensory stimulation; being left alone

Presetting for changes in routine; timegptocess requests; positive interactions with st
additional time in preferred activities (e.g., shower); relaxation techniques (e.qg.,
l otion/nail s, musi c) ; respecting Mich
Residence: Self abuse occurred apprately 23x/month (previously 6x/month) and
aggression occurred approximatel2/month (previously 2x/month)

Day Programs: Self abuse2k/month (previously 3x/month).

Aggression: 2x/month (previously 4x/month).

When this Provide thefollowing supports:
occurs,
1 Provide Michael with time to transition from work to home.
Transition 1 Give him the choice of taking his break first or having his snack first.
from work 1 Michael should be allowed to go to his room for a break or rest period to use his
to home massager and/or to massage his hands with hand cream.
1 Michael prefers to sit with his back against the wall or in a corner. This is a positi
safety for him. Encourage him to gradually move up to the table for group activity
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Al l ow him to move back to his fisafme?

Transitions the group.
and changes Provide him with choices daily (e.g., type and order of activities, food or beverag
to routine schedule).
during day Prepare Michael in advance for the next activities: what, where, with whom, and
program (pre-setting).
Changes to the daily routine should be ke toinimum and explained thoroughly.
Additions to him structured routine should be gradual.
Giving
Michael a Approach him in a calm, quiet mannase his hame and remind him who is speaki
direction or to him.
making a Make the request (., Mi chael , this is Sally, it
request put your shoes onodo) and allow him ahb
from him and return about a minute later to request a second time.
If Michael has not responded at alteua second person who is not normally in his
environment on a regular basis, to make the request. Michelle generally complie
the request. If not, with both staff together, one will inform him that they will help
him. Give him three seconds then bebelping him by using Strategies for Crisis
Intervention and PreventieRevised (SCIFR) Touch and verbal prompts.
If Michael continues to push staff away:
0 Nonessentialstaff will respect this communication as a refusal. Staff will
comply and leave hiralone for 15 minutes, then return to offer another
activity. When | eaving, tell Mi c
return in 15 minutes with anothe
o If essentiali.e. incontinent and needs to be cleaned or any unsafe situati
staff wild/ remain with him and s
repeat the request.

A I'f he continues to be noncomg
are going to help you with___ and this is how we are going to do
itédo Then proceed i n assistinr

When Michael begins to engage in complying with the request, staff will graduall
stop using physical prompts.
Reinforce him for complying by saliike n
but gentle tone).
Gently When Michael gently pushes a person awtaff vill respect this communication as
pushing refusal for allnon-essential demandgse., to engage in a task/activity, to choose
people between type of drink).
away, any Staff will comply and leave him alone for 15 minutes, then return to offer another
indication activity. Whenleavig, tel |l Michael @Ok Michael
that he is 15 minutes with another activity.o
refusing an
activity or
outing
Michael This is Michael 86s way of communicat:i
crosses his anxiety. When he does this, do not physically restrain Michael.
arms and Offer to give him a hug, provide positive attention (Michael enjoys high 5s), and
bac;:c(s into a redirect him to a calming actty (such as listening to music in a quiet area)
sta
member
while
exhibiting
minor
agitation
Michael is Staff should immediatelget a mafif available) or small pillow to put behind his
z'_appilf;g chair, standing upy a wall/window or for the position he is in for his protection.
imself,
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banging his 1 Use (SCIPR) verbal calming techniques to prevent him from hurting himself

head, 0 Let him know who is there and how you are going to keep him safe

attempting o It may be necessary to maintain a short distdmea him rather than using
to hit, bite, touch to calm him.

head butt, or o Tell him that if he candét stop,

destroy hurt yourself.o

property 1 If necessary, use light touch to prevent injury or to redirect him to a less chaotic ¢

1 If the above techniquesere unsuccessful and she continues abuse herself, (and
environmental cause is determined), Michael may be in pain. If Michael commun
using the sign for pain, a PRN pain reliever may help reduce thalsedé

If his 1 Remove items that could present a danger when thrown, remove others to a safs

behavior place, and get a mat (if available) for his protection

escalates § Staff may use¢ SCIRR Standing Wrap.

and he

becomes a

danger to

himself or

others

SCIRR U SCIRR approved physical intervention techniques should only be usethas

Standing resort; after all other methods listed in this plan have been unsuccessful.

Wrap is used U Michael must be released from any physical intervention when he is calm or at t
of 20 minuteslIf there is a need for further physical intervention, staff magngage
in the physical intervention technique.

U Follow (regulatory) reporting Procedures

Additional U CompleteAgency Eventdormto document additionalhysical techniques

interventions| {i Temporary Postponement of Community Activity Fdfra planned activity is postponed

used to

maintain

safety for

this person

or others:

See Appendix 3 for examples of AProactive everyday
the Center for Disability Services. We have increasingly focused on this section of our plans recently, as

we understand that by improving quality of life wanchave a tremendous positive impact on the people we

serve.
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Discussion

In this chapter we have outlined some considerations for behavioral planning for people

with intellectual disabilities who have a trauma history. Many people with IDD have

such a history. Itis also important to be aware of the many smaller traumasdebgur

people with disabilities, which can add up over time, and be very impactful. In planning

for people we have taken into consideration that functional assessment has an important

pl aceéas |l ong as we under st andxtaftaemaf uncti ons

We presented an example of atratenansi t i ve pl an, that of fAMic
responding to Michael interpreted his light pushing as a form of aggression, or blocked

his way when he wanted to leave a room. Neither of these piiesibs farfetched,

when one lacks a traunsgnsitive perspective. And with those misguided interventions,

we would no doubt see more symptoms of PTSD in Michael, and end up using restraints

more. We realize that it is regrettable that we have not cgnire every case with

interventions to avoid holds and other restrictive procedures that may be retraumatizing,

and we are always thinking about that. We regularly perform debriefing with staff and

try to learn from our experiencesnd hopefully our @n for Michael reflects the

thoughtfulness of this ongoing process.
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CHAPTER 4

DevelopingA Trauma/Resiliencel nformed Guiding Philosophy for
Yourself and Your Agency

Application of the Restorative Integral Support Model
to ACEsand Adult Trauma in People with IDD

The Restorative Integral Support (RIS) model was developed for social service agencies
helping high ACE Score populations experiencing multiple problelow. RIS applies

to the subject matter of this toolkit rests & holisticapproachor metatheoretical
framework the framework, when applied, ensutieat providerand agency leaders

touch on all the important aspectsttoé complex set of problemencountered in the IDD
field. Larkin, Beckosand Shields (20)2ave noted that RIScanowledges the role of
earlylife adversity, including developmeniaipact, to mobilize resiliencand recovery
efforts. The principle idea behind the RIS modelasdevelop a culture of recovetlyat
fosters social connectionBuilding aculture of recovery in thevork we do with people

with IDD requires an enhanced focus on individual strength and resilience, empowering
people we serve, maximizing their sdétermination, enhancing their autonomy, and
fostering their healing thrgin community integration (Jacobson & Greenley 2001).
Social affiliaion shapes healthy interdependence on otkspecially peers,

strengthening individuals throughcinsion and group connectednesse Kviow that
manypeoplewith IDD and trauma historiestruggle with these types of connections and
need our support. Within social affiliations, people gain resources and opportunities to
maximize personal efficacy (Zlotnick, Tam, & Robertson, 2003).

Note. The following section was adapted, with permission, from:
http://aceresponse.org/get_help/Restoratative_Integral_Support RIS 54 pg.htm

Integral Theory (Willer, 2000) offers a comprehensive mageful in considering

various dimensions of complex social problems faced in the 21st century. Restorative
Integral Support (RIS) applies Integral theory for a flexible, holisticlel that brings
attention to the wain whichleadership, service systems, and collective contexts work
together to build resilience and promote recovery fAESs (Larkin & Records, 2007,
2011).

RIS applies the All Quadrants All Levels (AQAL) framesk from Integral theoryto

human serviceBasically, AQAL is a conceptual tool that helps map out the "whole
picture” of any given problem. The framework consists of four distinct yet interconnected
guadrantgsee the graphidselow).
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The Four Quadrant Model of Restorative Integral Support

INDIVIDUAL
I E
N X
T T
E E
R I (1T R
N WE | ITS N
A A
L L
GROUP

For our purpose this model is more easily accessible by considering the quadrants filled
in asshownin the table below (itemlevant to IDD serviceare listed as examples to
clarify considerations that could go in each quadrant):

* Feelings * Behavioral supports
* Strengths  Physical supports
¢ Passions + Job training
* Hopes * Personalized goal planning
* Dreams
*  Community values * Policies and procedures of
* Social networks an agency
* Group treatment * Governmentregulations
modalities *  Committees that serve the
* Social support between system
staff

The upper quadrants represent the individual level of thoughts and behaviors

("I and"IT" ), while the lower represent the collective level of communities and
systemg"WE" and" | T S Reference will be made to this model at various points in
this chapter. For a more detailed discussion on the RIS model and its application to
traumainformed care, the reader is referred to:

http://www.posttraumawellness.net/files/9313/5941/5125/RestorativelntegralSupportCPT
W.pdf

The above referenced website contains a great deal of useful information, with regard to
other links, andh discussion about evidence supported intervention and emerging
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practices. As our focus in this document is on work with people with IDD we have kept
our focus spotlighted on that, but much can be gleaned and applied from approaches that
have more generapplication.

Things we can do within a systemic perspective are briefly reviewed below; this section
applies the RIS model to the field of IDD and trauma/recovery:

We can aise staff awareness of ACE Score characteristics among those Jérwdiist

chapter of this toolkit contains information that can be shared in regular training with staff.

A PowerPoint training covering this information and more is available at acesconnection.org,
and you are welcome to use that. Make it your practice toetizatrall staff are trained to
understand how the people they serve are impacted by trauma, and what they can do about it..

Draw upon knowledge of resilience and recovery to inform ACE respdfisgure that your
Human Rights Committee (or equivalemimmittee that reviews behavioral interventions) is
trained and reads intervention plans with an eye toward best practice with regard to trauma.
Chapter 3 of this document discusses how trauma/resilience informed planning is critical to
recovery.

Set acompassionate example and offer-safe support for staff who provide relationship
building and role modeling for the individuals they setee;reate a culture of recovery
through safety, empowerment, and connection with others.

Involve staff to clafy the values and principles behind trauma/resiliemdermed programs.

Implement policies that facilitate a re@y-oriented system and culture. For example, at the
Center for Disability Services (CFDS), one of our sites serves people with difficul
behavioral problems. When we regrettably use restrictive interventions, we acknowledge
that these can be retraumatizing for both individuals we serve and staff. We provide
debriefing sessions to discuss what happened and try our best to foster gmatenoé
understanding and growth. Without this, staff are reluctant to speak up for fear of being
blamed.

Ensure that the support plans staff are asked to follow are understandable and written with
their input. At the CFDS we have recently revisedteurplate for behavioral intervention
which is based on long standing evidence based behavioral approaches and new
understandings of how trauma related issues must be taken into aeculmihat staff has

to do in various circumstances is made as clepossible.

Support staff training in evidence based approaches. At CFDS, for example, we brought in
an expert on evidence based group treatment for people with IDD and a trauma history. Dr.
Dan Tomasulo spent two days with our staff and others fromceggearound the state,

offering us insights into applications of positive psychology forcaté in addition to

discussing the evidence based treatment model-dee@oped called Interactive Behavioral
Therapy (Razza and Tomasulo, 2005).

Engage theommunity, tapping local resowws while addressing local needs. The

participation of the authors of this Toolkit in our local grétgaling Environments and
Relationships that SuppdiEARTS) is an example of supported group connectedness. The
HEARTS iitiative under the leadership of Heather Larkin, Ph.D., of the University at

Albany, has made it possible for local agencies to band together in common cause. Support
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of systemic movements in your area will make a difference. The HEARTS initiative made i
possible for us to participate in the MARC grant, hence making it possible for development
of this toolkit and many other initiatives in the region. The graphic at the end of this chapter
shows how wide ranging and diverse this group is in the Capg#idd of New York State
(insert current graphic).

Dr. Heather Larkin presented at a three day workshop in Washington State in 2011. There

she asked participants a number of exercises
Thinkingo t tulamdcempreeensivinrespogding to the problem of ACEs,

trauma, and recovery. The Substance Abuse and Mental Health Administration has

subsequently turned these exercises into a handout. Dr. Larkin has graciously agreed to share
these questions for thtoolkit. We encourage key personnel at agencies serving people with

IDD to take the time to go through a process of answering questions designed to ensure they

are looking at the full picture in terms of ACE/Trauma response. Going through this process

will serve a number of functions for you and your agency, and should help you discover what

your next steps will be.See Appendix 4 for RIS Exercises.
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Conclusion

Adverse Childhood Experiences, are a societal problem, with momentum building in the

United States and around the world. The Fourth Annual Symposium on ACES, hosted by

the LaSalle Institute in Albany and the University at Albany, drew over 900 people on

May 5, 2017one day prior to the writing of this conclusion. This incredible turn out was

facilitated by HEARTS, the local movement addressing ACES, and the recent grant
supporting that effort, awarded by the Rober
(MARC). In the field of Intellectual and Developmental Disabilities, we know that the

risks of adverse experiences for this vulnerable population are at least three to four times

greater than the risks the general population faces.

We have identified wellness @mesilience in caregivers to be one important focus and
have outlined many practices to help staff and potentially family members cope, and offer
quality connections. We know these connections reduce risk of future trauma for them
and those they provid=are for. We also know that these connections foster recovery

from past trauma.

In the field of IDD there has long been a practice of designing behavioral intervention
plans, which we call therapeutic support plans (TSPs), to emphasize support eather th
control. We have included a sample plan and examples of everyday approaches. With
awareness of trauma or possible trauma histories, and a focus on happiness, resilience,
and wellbeing, we join with others in our field in joining with the AG&are

communities working with other populations. Plans that offer hope and connectedness
are a key tool for our toolbox.

Restorative Integral Support (RIS) offers a model to help us look at the work with doing
from all conceivable perspectives. By achieving tiipe of understanding of what we

are doing, we offer a framework for developing philosophy and developing policies that
are resilience informed.

A sturdy, resilient building requires careful planning and systemic understandings. The
lives we servehrough our care, but also our careful planning and development of
effective systems, likewise require much thoughtful planning, and constant review. We
hope you use all aspects of this toolkit, to facilitate your work in the endeavor of
enhancing the liveof people we serve.
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Appendix 1

Exercises from Chapter 1

Exercise 1

Case Example

Amy is a 28yearold direct support professional working in a group home for
people with mild to moderate inteldl
the field for 3 years and has always said how much she f@regork. She
considers her workload fndoabl eo and
and management. Amy has an ACE scor
much to take care of herself.

Amy has always put her all into helping the individuahder her care but lately
Ssheds been feeling drained. Foll owi
physically attacked her, Amy has started avoiding the individnak élsofeeling
more on edge at work and easily gets irritated when an individkslreer for
somehing.Over all, she feels numb, wonde

Reflection Questions

1. What stresselated condition is Amy most likely experiencing?

2. What could Amy do to overcome the stress in her liferastbre satisfaction
with the work she does?

3. How might knowledge of her own ACE score be helpful in restoring
satisfaction with her work?
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Exercise 2 Check Your Batteries

Is it time to rechargeyour batteries? The batteries illustrated below each show a
different level of battery power. Think of these as visual indicators of your own

energy |l evels, or fAbattery power, 0 throughout
power at the start of your day Hut the end, or after a series of stressful events, you
might feel that energgipd own. So, be aware aald know when it

timeout andake a breather.

Feeling positive and full of energy.

Feeling all right, just a little tirednal getting
slightly irritated about things.

Feeling drained, having a hard time
concentrating, finding little things more irritating
than usual.

Feeling exhausted, ca
people, STRESSED OUT!

Anlal

Fill in the batteries below, according to the above images, to track your own energy levels
throughout your day and think about what youor

B B

Morning Noon Afternoon Evening

:
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Exercise 3

Self-Assessment Tool: Sel€Care

The following is a checklist of setfare activities. You can use this as a-sefliection tool to
help keep track of all the ways you take care of yourself.

How often do you do the followingRate, using the scalelow):

5 = Frequently 4 = Sometimes 3 = Rarely

2 = Never 1 = It never even occurred to me

Physical SelfCare

Eat regilarly (e.g. breakfast & lunch)

Eat healthfully

Exercise, or go to the gym

Lift weights

Practice martial arts

Get regular medical care for prevention

Get medical care when needed

Take time off when you're sick

Get massages or other body work

Do physical activity that is fun for you

Take time to be sexual

Get enough sleep

Wear clothes you like

Take vacations

Take day trips, or mipvacations

Get away from stressful technology such a:
pagers, faxes, telephonesnail

Other:

Psychological SeHCare

Make time for selreflection

Go to see a psychotherapist or counselor f
yourself

Write in a journal

Read literature unrelated to work

Do something at which yoare a beginner

Take a step to decrease stress in your life

Notice your inner experiendeyour dreams,
thoughts, imagery, feelings

Take a step to decrease stress in your life
aspects of you

Engage your inteljence in a new aréago to
an art museum, performance, sports event,
exhibit, or other cultural event

Practice receiving from other

Be curious

Say no to etta responsibilities sometimes

Spend time outdoors

Other:

Emotional Self-Care

Spend time witlothers whose company you
enjoy

Stay in contact witlmportant people in your
life

Treat yourself kindly (supportésinner
dialogue or seltalk)

Feel proud of yourself

Reread favorite bde, review favorite movies

Identify and seek out comforting activities,
objects people, relationships, places

Allow yourself to cry

Find things that make you laugh

Express youputrage in a constructive way

Play with children

Other:
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Exercise 3 SelfAssessment Tool: SelCare  (Continued)

Spiritual Self-Care Workplace/Professional SeKCare
Make time for prayer, meditation, reflectio =~ Take time to eat lunch
Spend time in nature Taketime to chat with ceworkers
Participate in a spiritual gathering, Make time to complete tasks
community or group Identity projects or taskhat are exciting,
Be open to inspiratio growth-promoting, and rewardinfpr you
Cherish your optimism and hope Set limits with clients and colleagues
Be aware of nontangible (nonmaterial) Bce your caseloaso no one day is "too much!
aspects of life Arrange your workspace soist comfortable
Be open to mystery, to not knowing and comérting
Identify what is meaningful to you and Get regula supervision or consultation
notice its place in your life Negotiate for your needs
Sing Have a peer support group
Express gratitude Other:

Celebrate milestones with ritualsat are
meaningful to you
Remember and memorialize loved ones
who have died
Nurture others
Have awefull experiences Note Adapted fronSaakvitne, K. W., Pearlman, L. A, &

Contribute to or participate in causes you {0 e, eatioNew York: WiW Norton
believe in

Read inspirational literature

Listen to inspiring music

Other:

Reflection Questions

1. Are there any areas of selére ya tend to focus on more than others?

2. Is there any one setfare area (physical, psychological, spiritual) that you
could maybe work on more?

3. Whatdos your plan for taking care
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Exercise 4 Thought, Feeling, Action Triangle

Use this triangle to break down a situation at work that made you feel annoyed,
frustrated, or upset (this could be a disagreement you had with a cowerker o

particularly difficult interaction with a person under your care). What happened? What
did you feel like when this happened? What thoughts were running through your hepd?

What did you do?:

Feeling

What Happened

-
L]

% Thinking  — Doing ¢

Reflection Questions

1. How did your thoughts influence how you felt in the situation you identified?
2. How did your feelings influence your actions?
3. What could you have done differently to improtie butcome of this situation?
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Exercise 5: Problem solving Use the problem solving steps from
Chapter 1 to solve a work related problem.

—>

1. Identify

a5 the problem.
& ’

i The Problem

the results.

o

2. Explore information
So g me and create ideas.

4. Build and

test the idea.
3. Select the

best idea.

What is the problem:

List possible solutions:

Choose the one you think most likely to work and try it:

How did it work?

If more problem solving is needed repeat the cycle with a new possible
solution?

Reflection Questions

1. Could you turn to coworkemsr supervisorso gain support in working through this problem?
If so, how would you reach out tmworkers, what would you say to them, and how could
you work together?

2. Can you think of a time when you used the wrong strategy to solve a problem at work? What
happened in the aftermath and what could you have done differently?
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Exercise 6 Cartoon Voices(adapted frond. Harrison, personal
communication, April 15, 2026

Negative selftalki | 6 m not good enoudgho or il
can hold you back from achieving trup happin
to your own mind. You may nalivays have the power to stop negative thoughts dead in
their tracks, but you do have the power to change how you process these thoughtg. This
exercise shows you a way to cope with unhelpful self tadislkigg you to actually
repeat negative self talk y@urself in a cartoon voice or in the weirdest, most ridiculpus
sounding voice you can come up with.

1. Start by thinking up somenhelpfulthoughe bout yoursel f, | ike Al d6m
do anything right!d and write it dowh in the
Unhelpful thought:

2. Then, reflect omowthe thought you wrote down makes you &eshd, scared, angby
and any bodily sensations it brings up

3. Think of a whacky, ridiculous sounding voice (this colbédthe voice of a cartoon
character or something you make up youés¢lfu st make sure itpps weird

4. Now close your eyes and experienceuhbelpfulthoughtyou chosdor a few manents
but hear it again in the silly cartoon voice that you made up

5. Open your eyes and look at the written unhelpful thought and riatige/ou feel now

Reflection Questions

1. How did you the unhelpful thought make you feel before you did the exercise?
2. How did you feel after you told yourself the unhelpful thought ¢aoon voice?
3. How might you apply this technique while at work? (discuss in groups)
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Exercise 7

THOUGHTS ON A SCREEN (adapted frond. Harrison, personal
communication, April 15, 2016

The point of this exercise is to let go of your feelings and just look at your thoughts as they are.

Imagine yourself as a moviegoer at the local cinema, just sitting back, relaxing, and watching the

motion picture of your own thoughts go by from scerse¢oe n e . Remember, youbre n
director; youbre just the moviegoer for now, so

* Pleasestart by closing/our eyes and gitg in touch with sensations your body, feet,
hands and stomach

* Takethper spective of a moviegoer observing your
Practice watching your thoughts as they arise, as if they are being projected onto a blank
screen of your awareness.

* Some thoughts will appear as words, others as images, someatearyague.

* No need to try and control any of your thoughts, just sit back and notice what your mind
provides you with. The aim is just to catch a glimpse of your thoughts as they come and
go in your awareness.

* Sometimes you will be sucked into your tkimg and be pulled away from the
perspective of observer. When that happens, just take a second to acknowledge what has
happened then notice the next thought being projected on your screen.

* You may find you drift off in thoughts quite oftét hat 6 s fsioroen. aA youodve
noticed you have drifted off, reassume the role of an observer, aware of your thoughts
coming and going.
# Just catch a glimpse of the thoughts as scenes coming and going in your awareness.
Reflection Questions

1. How did you feel duringhis exercise?
2. Did you have any nagging or unhelpful thoughts? If so, were you able to let them

(i f not, dondét wordrugtkeedahitd)t 6s per fect
3. How might you apply what youbve | ear
at work?
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Exercise 8 Three Funny Things

What makes you laugh? Laughiceanbest r ess rel i eving, and
quite a bit of research out there to back it(@paun & Bourke, 2014)For

this exercise, list three funny things you can remember that made you

laugh out loud. This could be a moment you shared withaccker,

friend, a person under your care, or even a time when you laughed at

yourself. Try to avoid listing instancesin$ulting or teasing humor and

focus instead on goedatured humor.

If i aé MeU Ya O

Uxedéa Oa@ UUUa xaaUaxzebOau ¢UOe
UéaaYUce eUYaU iaé ée=x=3eU gaea (a4albORU c¢céaeU au

appropriate).

Reflection Questions

1. Have you ever shared a good laugh withmcor ker s ? | f s o
change afterwards? (discuss in groups)

2. Is humor common in your workplace? If not, think of some ways to lighten the mc
little and get people to at least crack a smile. (discuss in groups)

, bde
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Exercise 9 Mindful Living

Most of us need to do chores at some poi
need to get done. So, why not bring a little mindfulness to them? This exercise involves fo
your attention on everyday tasks like doing the dishes, fpldimdry, vacuuming the floor, or
doing yard work. You can do this simple exercise at home, at work, or pretty much anywhe
see fit. All you have to do is be in the moment using your senses to pay full attention to the
hand.

¢ | f y o uidgdshesy@osch the gentle touch of the warm running water falling o
your hands, feel the textures of each dish run under your fingertips, and be aware
aroma of the soap. Take in all appropriate aspects of the expetfeyme mind
wanders, yist focus on your breathing, then return to the task at &aehjlist be present.

e | f youbre folding | aundr y prushimgandecysurt h e

nt or ot
using

re you
task at

f the

textur:

fingertips, be aware of the movements of each of your hands as you fold each ihdijidua

item, pay attention to the cokwf the linen and its fresh smell. Take in all appropriate

aspects of the experiendéyour mind wanders, just focus on your breathing, then refurn

to the task at hanahd just be present.

You get the idea: almost any task can be turned mindful. It just takes a little concentration
slight shift of awareness to the present montemt., t he next ti me youd
old dishes give this a try. What do you have to lose?

and a
6re st u

Reflection Questions

1. How did you feel before vs. after doing this activity?
2. Is this something you think you could easily do at work, or maybe at home? (discuss

groups)
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Activity 10

Mindfulness Before Work

This exercise asks you to be mindfully aware of your earlprk routine and invites you to
add
perspective that you could find helpful. For now, you can imagine this scene which takes
the morning, but going forward, éould become part of your daily routine.

Reflection Questions

1. How did you feel during and after this exercise?

2. How might this deep breathing exercise help you at work?

Is there a place at work where you could do thisase to recharge? If so, identify a
location for yourself. (discuss in groups)

3.

Think about what you do right after you get up on an average work d
How much time do you give yourself before going to work? Do you w
up with plenty of time to take care of things before you go, or do you
leave in a rush, with little ornotimetosp e ? Ther ebds n

of the thoughts and feelings that come up and, without force, let the
roll on by.

somet hing that may be a |little new t

The alarm goes off and you open your eyes to the world around you

Find a safe, quiet place where you feel at ease, with as few distractions as possible
could be the place where you sleep, in your carutside somewhere)

When you find the right place that works for you, take a seat somewhere, arywahere

no right or wrong answers, just be honest with yourself. Just be minj:ul

0
;Ilace in

hy.
ake

0O judgm

just

iténot

(this

chair, a bed, the floor, even the toilet (after all, this may be the only place where yoyi can

actually get a little peace and quiet)

Close your eyes arjdst sit in silence for a few seconds. Be aware of any thoughts o
feelings that come up at this time and relax, letting go of any tension in your body

Nowtakeadeep sl ow br eat h
your breath and

i n,1lé&dand 4 ithan, Halé
count é.
1é2¢é3é 4 éabnéd breathe count

sl owly out ,

1 é 2 é 3 é 4 éuhtigall the air is out of your lungs

Now keep your eyes closed and just breathe normally for 5 méhtes u r  mi

wander , t hat s natur al and nor mal

Notice each breath yoake, mtice how it feels when the air 8llyour lungs and then
releases

When youdbre ready, open
seconds before getting up and starting your day

your eyes

n dj

an d

just r
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Exercise 11 Body Scan

This exercise is a relaxation technique called progressive muscle relaxation.
It involves tensing and relaxing different muscles in your body while

drawing your awareness to those areas

Practicing this technique is not lyma nice way to relax, it can also make
your mind become more flexible and concentrated at the sameTtimaean

be an especially wuseful met hod of g
example, you face chronic peeipan and
For now, t hough, j ust breat he and r

* Begin by sitting or lying down on your back, face up in a comfortable position. Feel
free to change positions at any point through the exercise if you need to

* Now, breatheindeeplg 2 ¢ 3é4éhdé2é3dédand breat he out
letting all the air out as you release tensi@pgat this 2 more timgs

* Bring mental awareness down to your faetthe left and then to the right, then both
together

+ Tense all the muscles of your feet while breathing in anglgloreathe out as you
release tenshd notice how you relax

+ Move awareness to your lower leg muscles, to the left and then to the right, then both together

+ Tense all of your lower leg muscles while breathing in and then slowly breathe out as you
release th tensiod notice how you relax

# Now, place your awareness to the muscles of your upper legs, to the tagnepe right,
and then bottogether

* Tense all of your upper leg muscles while you breathe in, hold breath, and then
slowly breathe out, releasimdl the tensiod notice how you relax

® Repeat with torso, shoulders and chest muscles, neck, head, face, arms, and hands

* When finished, just stay relaxed where you are for a moment in the silence, with your
breathéinéandéout é

Reflection Questions

1. How didyou feel during and after the body scan exercise?

2. Which of the seHcare practice areas (mental, physical, emotional, spiritual, work)
would this exercise fall under?

3. Would you make this exercise part of your selfe practice? Why/why not?
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Exercisel 2
Aprill5, 2019

Wh e r e 0 s (adapted Fraenh ldarrisoh, personal communication,

If done in a group, you will introduce your partner to the group after you have discussed
the activity with your partner.

Please share the following information:

1
1
1

T

Automatic pilot

Your first name

What job you do and the department you currently work in

Oneactivityyou personal |l ya pt o wthotbeéingi | e on
very aware of what you are doing as you are doing it.

One activity you personally perform with mopesychologcal

awarenessa cti vities that
moment o

gi ve

Mind Full, or Mind$ul?
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Exercise 13: Recognizing the challengedapted frond. Harrison,
personal communication, Aprill5, 2016

O Part I: Break into pairs and think about what you bring as individuals
to your relationships with your f ol
positive personal qualities@t things like training and experience);
dondét be shy about taking credit.

O

Part 1l: Whole groupGet people to shout out challenging behaviors
and other aspects of theirjobh e y 6 v e ,laral dritetttem f a c e
down on a flipchart next to the Part | flip chart. They should list
everyaspect of challenging situations. Then read lyack ad to be
placed in on a jolhunting site We are looking for staff with the
following qualities (insert Part | qualitiespo work with peple who

will (insert challenged)nish with We are committed to maintaining a
good work life balance and the successful applicant should have a
clean driving record.
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Appendix 2

Template for Therapeutic Support Plans at

Center for Disability Services

Name: Plan Start/Renewal Date:
Date of Birth: Semiannual review due:
Residence: Next Renewal Date:

Day Program:

Part |I: Supports & Interventions

Plan Formulation: This current therapeutic support plan was revised based on updated
functionalassessment information, in consultation with staff at residence on: and day program
on: , and with (name) on:

Purpose for the Plan

Requires Human Rights Committee (HRC) Review:
I Physical I Rights I Time-out I Mechanical I Medication I Other
Intervention Limitation(s) Restraint

Does NOT Require HRC Review/Medication Monitoring:
IAProtecti veo | Medicationfor CeOccurring Psychiatric Condition | Best Practice
Intervention

The current plan includes:
x GeneraEveryday/Proactive Approaches
x  Specific Interventions when encountering:
U (Behavior/Symptom)
U (Behavior/Symptom)
U (Behavior/Symptom)

This plan also includes the following attachments:
U PRN Protocol for:
U Mechanical Restraint protocol, for:
U Psychiatry Consulflast page with medication list/diagnosis)
Documentation:
Data regarding __ will be documented on charts located at the residence and day
program.
U Updated Behavior/Symptom Documentation Sheet

U Sleep Chart?
u Other?

Medication to treat: __; as of consult; please refer to most recent consult for any changes to
diagnosis Additional psychiatric conditions include:. Provider:
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General Everyday/ProactivApproaches
(If a rights restriction is included here, its use needs tubefied by the FA and
there should be a corresponding plan to teach an alternative/plan to eliminate its
need in FA section)

Guidance for Developing
General Everyday/ProactivApproachequse items that apply):

Orientation:
U What practices should it in place at specific times to help the person with
orientation
U Presets that will be helpful for specific activities
U Specific orientation practices for people with Traumatic Brain Injury or Dementia
U Structure and routine to allow for the highest lefehdependence

Choice:
U What types of choices should be encouraged for the person
U What choices should not be interfered with even if inconvenient (e.g. leaving for a
break or to walk around the building when the person may feel unsafe)

U What the person likes to do and how this can incorporated into their life more.
U What the person likes to talk about and how this can be incorporated into their life
more.

Communication:
U0 What staff can do to communicate most clearly (e.g., givingehsop adequate
time if they process information slowly)
U0 What augmentative communication tools or devices should be used

Safety:
0 What is required to maintain the persons®é
trauma response prevention)

Independence:
0 What @an we do to promote independence
U  When and how to offer choices to empower the person
U How to involve the person in making informed decisions

Happiness Procedure*
U What staff should do to assist the person to gain pleasure
U How staff should support thgerson in seeking engagement in activity
U How staff should assist fostering relationships and coaching social skills
U What achievements staff should help the person to acknowledge
U How staff should support activities that enhance meaning (such as arrarsgig vi
with a beloved grandparent)
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Trauma Response Prevention* (Emotional Support)
U List of known triggers and how to prepare or address
U List of known difficult anniversaries and how to prepare or address
U List of people whom the person is connected to pedytand how they can help
U List of factors required for this individual to feel/be safe

Positive Identity Development*
U Roles that are positive and important to this person
U Ways in which staff need to facilitate the development ofestifem (including
listening procedures)
U Ways in which staff need to facilitate the development of positive peer
relations/relationships

*From: Harvey, K. (2012)Traumainformed behavioral interventiong/ashington D.C.,
American Association on Intellectual and DeveloptakBisabilities
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TARGET 1 (MAY BE A B EHAVIOR OR EMOTIONAL STATE LIKE DEPRESSIO N)

How it
presents

Times when
most likely
to occur

Times when
least likely
to occur

New Skills
to Develop

When this occurs,

Provide the following supports:

(Environmental
trigger/times when
most likely to occur)

(Specific prevention for targeted setting event/antecedent)

(When displaying
positive coping skill)

(Reinforcement strategy to support development of new skill)

(Target behavior)

(waysto teach new coping skill/redirection etc)

(Target behavior)

(de-escalation strategies)

If (target behavior)
continues,

(emergency procedures)

(Mechanical restraint)
used:

U See protocol for time limits & required documentation

(Restrictive Physical
Intervention) is used,

U (Time limit & Supervisory Notification)
U Follow RIA reporting Procedures

Additional
interventions used to
maintain safety fothis
personor others:

0 CompleteAgency Events Forrto documentdditional fhysical techniques
U Temporary Paponement of Community Activity Foriha planned activity is postponed

Use the same format for additional target behaviors or emotional states.
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