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Mental Wellness in Seniors and Persons with Disabilities Abstract

This paper presents findings from a naturalistic action research project that implemented a WrapAround mental health
promotion activity with six individuals dually diagnosed with a developmental disability and mental illness. The project
was framed from a strengths based conceptual perspective and questioned how caregivers could better prepare
developmentally disabled clients to anticipate and prevent a psychiatric mental health crisis before hospitalization
occurs. Facilitators provided monthly health promotion meetings where clients at risk of experiencing a psychiatric
crisis were helped to create a team of family members and paid caregivers to ‘wrap around’ them. The teams met
regularly and facilitators guided discussions to focus on clients’ strengths, their goals and strategies for success. Data
collected from 13 interviews with clients and members of their teams was analyzed to reveal three themes, our
findings. First, regular meetings where clients seek and receive support from individuals they value can help address
escalating symptoms of mental illness. Second, constant caregiver turnover heightens client anxiety, which in turn
exacerbates illness. Third, limited paid in-service and networking opportunities are available to caregivers. These
findings invite nurses in the psychiatric field to create similar opportunities to support PDD clients and those who care
for them.
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Mental health promotion activities that efficiently support
persons with developmental disabilities (PDD) dually di-
agnosed with mental illness have been understudied. The
co-occurrence of mental iliness in PDD, also known as
developmental disabilities (DD), as intellectual disabilities
(ID) or more pejoratively as mental retardation (MR) is not
well understood. According to the National Association for
the Dually Diagnosed NADD (n.d.), dual diagnosis is a
term applied to the co-occurrence of the symptoms of
both PDD and mental illness. It is important to note that
the term dual diagnosis is not used exclusively to identify
the co-occurrence of PDD and mental iliness. The over-
arching term dual diagnosis or co-morbidity is a generic
term referring to the co-occurrence of disorders suffered
by an individual (Telias, 2001).

Individuals identified as PDD experience difficulty func-
tioning and adapting. Functionality is evaluated by an 1Q
score of 70 or below and adaptability by skill mastery in
areas such as eating, dressing, communicating, socializ-
ing and assuming responsibility (American Psychiatric
Association, 2000). PDD can be mild, moderate or se-
vere. Traditionally, those with PDD were cared for in
institutional settings. However, today nurses in the psychi-
atric field can routinely expect to meet community dwelling
PDD clients in a variety of health care settings.

This paper describes a yearlong naturalistic action re-
search project that implemented a WrapAround mental
health promotion activity with six individuals dually diag-
nosed with a developmental disability and mental iliness.
Participants were drawn from two different Calgary agen-
cies. Insights into the experiences of these clients, their
families and the paid staff who care for them can help
psychiatric nurses better understand and respond to this
understudies group.

Background

Two key issues facing the dually diagnosed and those
who care for them are a high prevalence of mental illness
and perceived service gaps (Melrose, 2013).

High Prevalence of Mental lliness

Adults with intellectual disabilities can experience mental
illness at a prevalence rate of 40.9%, nearly four times
greater than the general population (Cooper, Smiley,
Morrison, Williamson & Allan, 2007). When admitted to
psychiatric units, their problems can be more severe and
they can receive more interventions than individuals with-
out developmental disabilities (Chaplin, 2011). They may
spend more days in hospital (Bouras, Martin, Leese, Van-
straelen, Holt et al, 2004; Morgan et al, 2008; Saeed,
Ouellette-Kuntz, Stuart & Burge, 2003). The maijority are
likely to be subjected to chemical restraint (Webber,
McVilly & Chan, 2011).
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In Canada estimates suggest that 380,000 Canadians (Yu
& Atkinson 1993, republished in 2006) and between 6,000
and 13,000 Albertans live with a dual diagnosis (Hughson,
2009). About forty-two percent of all hospitalizations
among PDD Canadians occurred for psychiatric condi-
tions (Lunsky & Balogh, 2010). PDD Canadians are at
fifteen times greater risk of receiving a psychiatric admis-
sion of schizophrenia (Balogh, Brownell, Ouellette-Kuntz
et al. 2010), and this risk is also nearly four times greater
than the general population (Morgan, Leonard, Bourke &
Jablensky, 2008). Further, PDD Canadians are at over
four times greater risk of experiencing dementia and at
nearly three times higher risk of being depressed than non
PDD individuals (Shooshtari, Martens, Burchill et al.
2011). Fourteen per cent of PDD participants in an Aus-
tralian study had an incapacitating anxiety disorder
(White, Chant, Edwards, Townsend, Waghorn, 2005).
The high prevalence rate of developmental disabilities
co-occurring with mental illness is further influenced by
traumatic events, challenging behaviors and assessment
issues.

Traumatic events Adults whose intellectual disability is
mild or moderate, rather than severe, may not have great-
er prevalence rates than the general population (Whittak-
er & Read, 2006). However, traumatic events can also
play an important role in their psychopathology. In one
study, 75% of participants with mild to moderate intellec-
tual disabilities had all experienced at least one traumatic
event during their life span, predisposing them to signifi-
cantly increased probability of a mental disorder (Martorell
et al, 2009).

Challenging behaviors Challenging behaviors, although
not listed as DSM-IV-TR psychiatric diagnosis, have con-
sistently been identified as a reason for admission to
hospital (Cooper et al 2007; Cooper, Smiley, Allan, Jack-
son, Finlayson et al, 2009; Cooper, Smiley, Jackson,
Finlayson, Allan et al, 2009; Whittaker & Read, 2006).
Challenging or problem behaviors such as aggression,
self-injury, and destructive, disruptive or non-compliant
behaviors often precipitate hospitalization (Lowe, Allen,
Jones, Brophy, Moore & James, 2007). However, while
challenging behaviors coexist in some people with intel-
lectual disability, disturbances in psychiatric functioning
are not believed to underpin the majority of these behav-
iors (Allen & Davies, 2007).

Assessment issues Assessing mental illness among per-
sons with intellectual disabilities is not straightforward.
Limited training is available to professionals (Quintero &
Flick, 2010). In turn, mental illness may go undetected in
PDD. Many diagnostic criteria include self reports of
thoughts, feelings, physiologic states, past events and
reactions to these events. This requires a level of lan-
guage discrimination and memory skills that may not be
present in adults with intellectual disabilities (Bouras &
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Holt, 2007). Diagnostic overshadowing, or ignoring men-
tal health problems because the symptoms are judged to
be “just” part of the developmental disability, can occur
(Reiss & Szyszko, 1983). The social isolation often ac-
companying PDD can leave individuals with distorted
perceptions of whether what they are experiencing is
‘normal’ (Silka & Hauser, 1997). Hospital emergency
department staff reported a lack of knowledge related to
intellectual disabilities (Lunsky, Gracey, & Gelfand, 2008)
and paid caregivers need training in the early detection
and warning signs of mental ill health (Smiley, Cooper,
Finlayson, Jackson, Allan et al, 2007). Canadian online
resources such as the text: Infroduction to the Mental
Health Needs of Persons with Developmental Disabilities
(Griffiths, Stavrakaki & Summers, 2002), and the guide-
lines: Planning Guidelines for Mental Health and Addic-
tion Services for Children, Youth and Adults with
Developmental Disability (BC Ministry of Health, 2007
March) begin to offer important direction.

Perceived Service Gaps

Deficiencies In a national survey examining the range of
mental health services available to individuals with a dual
diagnosis and perceived service gaps across Canada,
respondents identified that generic mental health provid-
ers were poorly equipped to meet the needs of these
individuals, that wait lists for specialized services were
typically four months or longer and less than half of the
respondents affirmed that expertise or specialized servic-
es existed in inpatient treatment or emergency room
facilities (Lunsky, Garcin, Morin, Cobigo, & Bradley,
2007). Aggression/challenging behavior was the main
reason for admission to and barrier to discharge from
hospital (Lunsky & Puddicombe, 2005, December). An
inability to access appropriate mental health services in a
timely manner leads to crises resulting in hospital emer-
gency room visits, warranting intervention to correct the
deficiencies at both the clinical and systems levels (Lun-
sky, Gracey, & Gelfand, 2008).

Beyond medication Researchers continue to question the
efficacy of psychotropic medication treatments for dually
diagnosed clients who present with challenging behaviors
(Antonacci, Manuel & Davis; Benson & Brooks, 2008;
Tyrer et al, 2008) and yet, as many as half of the adults in
this population have been prescribed psychotropic medi-
cation (Lunsky, Emery, & Benson, 2002). They may not
believe they have either choice or involvement in their
medication regime (Crossley & Withers, 2009). Services
that include but are not limited to prescribing medication
are needed.

Clearly, high rates of psychiatric unit admissions are
occurring among this population and gaps in service are
perceived. Our research aimed to implement and evalu-
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ate an alternative approach that focused on health promo-
tion.

Approach and Methods

Our project was framed from a strengths based conceptu-
al perspective (Rapp, Saleebey & Sullivan, 2005; Salee-
bey, 2006) and a naturalistic action research design
(Kemmis & McTaggart, 1990). Action research imple-
ments and then evaluates new ideas in practice and asks
the question ‘what can we do better?’ (Kiener & Koch,
2009). Our research posed the question: What can we do
better to prepare PDD clients to anticipate and prevent a
psychiatric mental health crisis before hospitalization oc-
curs. Participants were recruited from two Calgary agen-
cies serving PDD clients.

Ethical approval was obtained from Athabasca University.
Ten clients identified as dually diagnosed by agency staff
were invited to participate and four declined. As Clements
(2012) emphasized, participating clients’ capacity for in-
formed consent was assessed and obtained throughout
the project and all participants were given the opportunity
to discontinue their involvement at any time.

Modeling the action research intervention on a ‘Wrap-
Around’ approach, facilitators provided monthly health
promotion meetings to six PDD clients at risk of experi-
encing a psychiatric mental health crisis. Individually,
each client was helped to create a team of family mem-
bers and paid caregivers to “wrap around’ them. Through-
out 2012, the six teams met regularly and facilitators
guided discussions to focus on clients’ strengths, their
goals and individualized strategies for success.

The WrapAround approach is an intensive, holistic meth-
od of engaging with individuals with complex needs so
that they can live in their homes and communities and
realize their hopes and dreams (National WrapAround
Initiative, n.d.). The approach is a client driven, team
oriented planning model. Typically used with children,
youth and their families, this project is unique in adapting
the model to PDD clients. The approach espouses:

“a philosophy of care beginning from the principle of
‘voice and choice,” which stipulates that the per-
spectives of the family—including the [client] —
must be given primary importance . Values
...[emphasize] supports that are individualized,
family driven, culturally competent, and community
based. The process should increase the ‘natural
support’ available to a family by strengthening inter-
personal relationships and utilizing other resources
available in the family’s network of social and com-
munity relationships. It should be ‘strengths based,’
including activities that purposefully help the [client]
and family to recognize, utilize, and build talents,
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Table 1 presents indicators of some of the goal progression and barriers the teams identified and that led to the

creation of the themes.

Table 1: Participants’ Goal Progression and Barriers

(Pseudo)Name

Cassandra

Ashley

Gord

Garry

Kurt

Will

Goal Progression

-moving from elderly Mum's home
to live with a supportive roommate
-quit smoking (electric cigarettes)
-dental cleanings without freezing
-trusting relations hip with support
worker after 5 years

-joined sister at scrap booking

-employment/volunteer search
shifted from childcare to office
environment

-less calling in sick for programs
-more consistent attendance at gym
-coped with fear of knives through
caregiver support with cooking

-debt repayment plan in place
-recognizing addiction triggers more

-anger manage ment strategies
helping to decrease outbursts of
rage

-created resume for part time work

-strategies in place to promote
hygiene, e.g.: mirror and
wastebasket

-seeking opportunities to make
friends

-arriving at program on time more
consistently

-despite declining to continue with_

WrapAround, achieved success by
risking trying a new activity_
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Barriers

-constant staff turnover heightens
anxiety. Not sure if she will ‘like’ new
caregivers. Obsessive behaviors
increase when new staff assigned

-limited understanding of mental
ilness decreased early recognition
of escalating symptoms of
schizophrenia: e.g.: hearing voices
-weight gain a medication side
effect

-impaired social interaction
associated with autism makes
employment overwhelming

-limited understanding of mental
ilness decreased early recognition
of escalating symptoms of autism,
leading to police involve ment

-few opportunities for supportive
roommate to network with peers
and learn more about mental iliness

-limited understanding of mental
ilness decreased early recognition
of escalating symptoms of
schizophrenia: e.g.: withdrawal
-expectations of existing friendship
programs geared to the mentally ill
considered too high

-constant staff turnover heightens
anxiety. Reluctant to engage in new
activities when staff continually
leave’
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assets, and positive capacities” (National Wrap-
Around Initiative, n.d. §[3).

Facilitators closed the project by reviewing the efficacy of
the intervention (the WrapAround team approach) and
exploring barriers that participants experienced. Each
client and at least one member of their WrapAround
teams were interviewed by a researcher not involved with
their teams or with the agency providing their care. Tran-
scripts of the interviews were used as data sources. The
interview transcripts were analyzed using line by line
coding to create categorizations that led to themes. QRS
International’s NVivo 10 was used to organize the data
collection and analysis. Trustworthiness was established
by member checking with the participants to ensure au-
thenticity.

Key Findings

Three themes emerged from discussions with both PDD
clients who are at risk of experiencing a mental health
crisis; and the family members and/or paid caregivers on
their Wrap Around teams.

1. Regular meetings where clients seek and receive
support from individuals they value can help ad-
dress escalating symptoms of mental illness.

2. Constant caregiver turnover heightens client anx-
iety, which in turn exacerbates illness.

3. Limited paid in-service and networking opportuni-
ties are available to caregivers.

Table 1 (page 34) presents indicators of some of the goal
progression and barriers the teams identified and that led
to the creation of the themes.

Discussion

This action research project illustrated a nurse led health
promotion approach that participants found helpful. The
researchers provided participants with monthly meetings
where support teams ‘wrapped around’ clients and sup-
ported them towards success. Rather than responding to
clients in crisis, the monthly meetings created opportuni-
ties for family and paid caregivers to support well clients.
The regular meetings created opportunities to address
clients’ escalating symptoms of mental illness when they
first appeared, thus preventing costly hospitalizations. As
a psychiatric nursing intervention, monthly health promo-
tion meetings illustrate valued support for at risk PDD
clients.

Discussions with clients and their WrapAround team
members revealed the impact that constant caregiver
turnover has on clients’ health. One caregiver identified a
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40% yearly staff turnover in her program. A family mem-
ber explained how adjusting to 18 to 20 new caregivers in
a three year period heightened her loved one’s anxiety.
Clients, family members and caregivers all agreed that
this anxiety in turn exacerbated iliness.

Constant staff turnover is an unresolved issue for those
who care for the developmentally disabled. Reports em-
phasize how funding cuts, limited staff training and poor
working conditions result in high staff turnover in other
Canadian jurisdictions as well (Casey, 2011; Hendren,
2011, July: Hensel, Lunsky & Dewa, 2011, February; Li,
2004). The present study contributes to a growing body of
knowledge indicating that constant staff turnover is clearly
a problem in the field.

Most caregivers interviewed in this project noted that they
are paid only for face to face time with clients. Therefore,
professional development opportunities such as in-servic-
es, workshops and networking opportunities with col-
leagues and other professionals are not available to them.
Several had no pre-service education and/or training in
either developmental disabilities or mental illness. They
often felt that they did not know what to do when clients
presented with challenging behaviours. They expressed
that recognizing escalating symptoms of mental illness
was difficult and indicated their willingness to learn more.

Responding to clients’ challenging behaviours leave di-
rect care staff, particularly those who are untrained, feel-
ing emotionally exhausted and burned out (Chung &
Harding, 2009; Jenkins, Rose, & Lovell, 1997; Thomas &
Rose, 2010 ). Some resolution of staff's emotional ex-
haustion has been achieved through training focusing on
understanding the psychiatric conditions underlying cli-
ents’ challenging behaviours (Costello, Bouras & Davis,
2007; Rose, Rose & Kent, 2012; Werner & Stawski,
2012). Knowing that this training may help resolve the
issue of constant staff turnover, opportunities for psychiat-
ric nurses to contribute their expertise become apparent.
Creating individually accessible educational resources for
paid caregivers is an area where psychiatric nurses can
provide much needed support.

Conclusion

Persons with developmental disabilities and co-occurring
mental illness benefit from long term, scheduled health
promotion meetings and their paid caregivers are often
uninformed about escalating symptoms of psychiatric
illness. Resources to help paid caregivers recognize and
understand mental illness within this client group are
urgently needed. Psychiatric nurses are well positioned to
initiate health promotion activities such as the Wrap-
Around intervention presented in this paper. Psychiatric
nurses are equally well positioned to create individually
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accessible resources for clients’ paid caregivers. In con-
trast to other studies emphasizing psychotropic medica-
tion and hospital based treatment, this project illustrates
an alternative intervention focusing on crisis prevention.
We invite readers to consider similar opportunities where
psychiatric nurses could provide support to dually diag-
nosed clients and those who care for them.
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