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Purpose 
The purpose of this project was to understand 

the experiences of potential facilitators as they 
learned the Skills System (Brown, Brown, & 
Dibiasio, 2013) program as delivered by video
conference. The Skills System is a pyschoedu
cational program designed to assist people with 
challenging behavior and emotion dysregulation. 
Of particular interest are the group facilitators' 
(the people who lead in-group discussions and ex
ercises) experiences with learning and facilitat
ing the program simultaneously while the skills 
coach taught the curriculum by videoconference 
to multiple sites at the same time. Each partici-
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pant functioned as a group facilitator whose role 
was leading discussions using standardized ques
tions posed in the weekly Skills System group. 

Rationale 
At present, the Skills System program as de

scribed by Brown, Brown, and Dibiasio (2013) is 
implemented using a face-to-face delivery model. 
In Northern Ontario communities, there is often 
neither the clinical expertise nor the resources to 
deliver the program in this fashion. The investi
gators of this study adapted the materials of the 
Skills System program for delivery by video con
ference and facilitated locally by personnel with 
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varying levels of education and training. If this 
model of service delivery is demonstrated to be 
effective and accessible, based on the experiences 
of the local facilitators and coaches, then people 
with intellectual disabilities that also have prob
lems with emotion regulation will have the op
portunity to receive an evidence-based service 
that would otherwise not be available. 

Scholarly Context 
Many individuals with intellectual disabilities 

(ID) face significant challenges in their daily 
lives. For example, individuals with ID are at 
higher risk for being victimized, as well as for 
experiencing mental health problems (Beadle
Brown, Mansell, Cambridge, Milne, & Whelton, 
2010; Mevissen, Lievegoed, Seubert, & Jongh, 
2011; Sullivan & Knutson, 2000). Although 
prevalence rates vary, approximately on third of 
individuals with ID experience emotion dysregu
lation and challenging behaviors (CB's) (Brown 
et al., 2013). CB's are explained as culturally ab
normal behavior(s) of such intensity, frequency, 
or duration that the physical safety of the person 
or others is likely to be placed in serious jeop
ardy or behavior which is likely to seriously limit 
the use of, or result in the person being denied 
access to, ordinary community facilities (Em
erson et al., 2001, p. 3). Despite the increased 
vulnerabilities, health and mental healthcare 
disparities related to the availability and access 
to evidence-based treatment that are specifically 
designed for this population still exist (Emerson 
& Hatton, 2014). 

Treatment Options 
Behaviorally-based and psychopharmacologi

cal interventions, while prevalent, do not neces
sarily include mechanisms to treat psycholog
ically-based challenges (e.g. impact of trauma), 
nor are they designed to directly develop intrin
sic emotion regulation functioning capacities. 
Psychosocial resources are lacking and outcome 
studies have a myriad of methodological limi
tations (Benson, Rice, & Miranti, 1986; Carr & 
Carlson, 1993; Harvey, Boer, Meyer, & Evans, 
2009; Heyvaert, Maes, & Onghena, 2010; Luy
ben, 2009; Willner, 2005), (Brown, Brown, & 
Dibiasio, 2013). Brown et al. (2013) explored the 
adaptation of dialectical behavior therapy (DBT) 
which has a strong evidence-base to reduce CB's 
in other populations that also suffer from emo
tion dysregulation. 
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Dialectical Behavior Therapy 
(DBT) and Individuals with ID 

Dialectical Behavior Therapy (DBT) (Linehan, 
1993a) is a comprehensive psychotherapeutic 
intervention that balances individual validation 
and acceptance with strategies for cognitive and 
behaviur change. DBT was originally described 
by Linehan as an outpatient treatment for in
dividuals diagnosed with borderline personality 
disorder (BPD). An overarching goal of DBT as 
originally developed by Dr. Linehan is to help 
clients internalize a dialectical way of thinking 
so as to reduce extreme behaviors, often involv
ing parasuicide. Participants also learn skills to 
improve emotional, cognitive, behavioral, self-, 
and relationship regulation. Standard DBT 
is multi-model, including individual therapy, 
skills training groups, consultation groups, and 
phone skills coaching. The skills training com
ponent presents skills in four modules (a) mind
fulness, (b) emotion regulation, (c) interpersonal 
effectiveness, and (d) distress tolerance (Line
han, 1993b, 2015). 

DBT™-Informed Skills for 
Individuals with ID 

There is general consensus that the standard 
DBT skills manual (Linehan, 1993a; 2015) is not 
accessible for individuals with ID. For example, 
multiple small studies have explored the applica
tion of DBT with populations of individuals di
agnosed with ID, yet all of these studies utilized 
modified versions of the standard DBT skills 
curriculum (Brown et al., 2013; Dunn & Bolton, 
2004; Lew, Matta, Tripp-Tebo, & Watts, 2006; 
Verhoeven, 2010). In 2016, the Skills System 
was published (Brown, 2015) by a Linehan In
stitute trainer; to date this is the only published, 
manualized adaptation of DBT skills for individ
uals with significant learning challenges. 

The Skills System is a DBT™-informed skills 
curriculum that reconceptualizes and reorga
nizes standard DBT skills to improve access to 
DBT technology for individuals with ID. Adap
tation was necessary to facilitate learning and 
generalization of the skills in context. Brown et 
al., (2013) examined the effect of standard DBT 
individual therapy used conjointly with The 
Skills System (DBT-SS). Results of their four
year study demonstrated sizable reductions (76% 
reduction) in CBs. Specifically, the authors re
ported statistically and clinically significant re
ductions in the first year for all behavior catego
ries with improvement continuing over the four 
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years. Brown et al. postulated that the combina
tion of DBT-SS and the significant decrease in 
CB's led to improved coping abilities and, in turn, 
improved their quality oflife. This was not a con
trolled study; therefore, there is no way to deter
mine whether the DBT-SS led to these changes 
in self-regulation. 

Good Start, but a Long Way to Go 
The Skills System construction is based on evi

dence in that its design reflects current research 
related to DBT and emotion regulation. Addition
ally, this pilot research highlights the potential 
of the Skills System as an effective intervention 
for individuals with ID. Although these are posi
tive features of this emerging treatment tool, it 
is vital that larger studies with experimental de
signs be conducted to evaluate the effectiveness 
of this model. Key steps in developing a stronger 
empirical bases for this intervention are imple
mentation, mechanisms to ensure the fidelity to 
the model, and research. 

In the meantime, there are few treatment op
tions for this population. The Skills System is one 
of the only comprehensive, published treatment 
resources specifically designed for individuals 
with dual diagnosis and CB's. Given the paucity 
of empirically-validated options, implementation 
of this model to treat this vulnerable and under
served population is warranted. While fidelity to 
the model is essential, exploring diverse delivery 
systems that address the needs of individuals 
with dual diagnosis and their support systems is 
a foundational step towards developing an em
pirically-validated treatment option. 

Reaching Dually-Diagnosed Individuals 
in Remote Areas of Ontario 

This article will describe an innovative Skills 
System delivery strategy that includes skills 
teaching by video conference combined with in
group facilitation and discussion. This mixed 
method, video conferencing format is called a 
"plugged-in group." Preliminary qualitative data 
will be presented that reflect the perspectives 
of the treatment providers within this "plugged 
in" version of Skills System treatment delivery. 
Although quantitative data is not yet available, 
the goal is to create a treatment option that will 
result in cost savings through a reduction in mul
tiple treatment options, psychiatric hospitaliza
tions, incarcerations, and staff-to-client ratios 
while also providing an evidence-based service in 
remote areas of Northern Ontario. 
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Program Description and Data Collection 
Plugged-in Skills System groups constitute a 

network of groups at various sites across North
ern Ontario, each having a group facilitator and 
attended by participants and their supports/ 
coaches. They are "plugged in" in as much as 
they are connected by the Ontario Telemedicine 
Network with other groups running at the same 
time across the North which are being taught by 
a Skills Coach at one of the sites. The curricu
lum is identical to that described in The Emo
tion Regulation Skills System for Cognitively 
Challenged Clients: A DBT Informed Approach 
(Brown, 2015) but modified in its presentation 
in order to be interesting and engaging when 
taught by videoconference. Each group is typi
cally 120 minutes in duration and features a 
combination of teaching (the only interactions 
are between the skills coach and each site and 
its participants) and break-out group discussions 
which are led by the on-site group facilitator for 
that particular group. There are 12 classes held 
weekly and three cycles of 12 classes provided 
each year. 

The plugged-in Skills System groups have 
been used to provide an evidence based service 
to which clientele in remote locations would not 
otherwise have access, while at the same time as
sisting in the training of group facilitators and 
potentially skills coaches in remote communities. 
The groups are composed of a mixture of clini
cians/support providers from a variety of sectors 
- health, social services, justice, education, etc. 
It is through these collaborations that the goal of 
building capacity for Skills System groups avail
able to participants wherever they live in North
ern Ontario may be realized. 

The participants of plugged-in groups are peo
ple attending for the purpose oflearning skills to 
help them achieve their goals by learning skills 
to more effectively manage strong emotions. Po
tential participants are identified by Community 
Living organizations or clinical service providers 
as having difficulties with emotion regulation 
leading to CB's in addition to a significant cogni
tive disability. Participants typically fall in the 
high moderate to borderline intellectual func
tioning ranges, meeting Developmental Services 
Ontario's (DSO) cognitive and adaptive function
ing criteria for classification of developmental 
disability (DD) (impairment in cognitive func
tioning and impairment in either social, concep
tual or practical skills). 

Participants were not eligible for the group if 
they exhibited one or more of the following char-
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acteristics: cognitive impairment at a level where 
their ability to comprehend concepts presented 
during the contracting sessions is impaired; active 
psychotic illness that significantly impairs their 
ability to participate in group and/or learn the 
skills; non-abstinent alcohol or drug dependency; 
and CB's of severity that would preclude them be
ing able to participate in a classroom setting for 
120 minute classes and complete homework. 

The skills coach in the plugged-in groups leads 
the activities at the start of each group and 
teaches the skills to the participants in between 
breakout groups led by the group facilitators. 
For this study, the skills coach is a licensed clini
cal psychologist who has attained the Certificate 
of Specialized Proficiency: Skills Coach as certi
fied by Dr. Julie Brown. 

Group facilitators lead and foster discussions 
amongst group members and assist in behavioral 
exercises such as role-plays. Group facilitators 
may have a range of qualifications but have some 
experience in facilitating psychoeducational 
groups. Work is ongoing to standardize the train
ing of group facilitators in the Skills System so as 
to ensure fidelity to the model. 

Skills coaches are typically people who provide 
regular support to the participants during the 
week (e.g. professional support staff) who attend 
with the person they support for the first 12-week 
cycle, so that they can learn the Skills System 
and assist in coaching the participant in their 
home and community. As in the case of Group 
Facilitators, standardized training, and certifica
tion of Skills Coaching are being developed. 

This research followed a quasi-experimental 
design and Ethics approval was granted from a 
partnering university. Prospective group facilita
tors and clients were self-identified. At the end 
of the three 12-week group cycles (within 3-5 
days of conclusion), the principal investigator 
contacted each of the group facilitators (n=8) by 
phone and asked them to complete a Likert-type 
questionnaire (available on Survey Monkey). 
Following the phone call, the principal investiga
tor emailed each of the group facilitators with the 
link to complete the survey. A 15 minute phone 
interview with each of the group facilitators was 
also conducted by the principal investigator. In
terviews will be analyzed for emerging themes. 

Results, Limitations and 
Program Implications 

Survey and anecdotal research data on the ef
fectiveness of the innovative program delivery 
demonstrated that all participants (i.e., group 
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facilitators) gained valuable skills in one or more 
of the following areas: 

Post-survey Results 
75% of the respondents reported that after 
facilitating a group for three 12-week cycles 
they were well prepared to teach the cur
riculum for the Skills System to a group of 
participants in a face-to-face group. 
87% found Skills teaching by videoconferenc
ing interesting and engaging. 
100% agreed that the availability of video
conferencing was an asset in being able to 
provide this service to their clients. 
100% of the respondents (n =8) found the 
separation of the roles of the skills coach and 
group facilitators assisted them in focusing 
on group facilitation and providing individual 
attention to their clients. 

• 100% reported a good understanding of the 
Skills System after completing three 12-week 
cycles. 

Themes Emerging from Interviews 
Knowledge transfer of skills learned to other 
personal and/or professional roles. 
Plugged-in model and delivery of content was 
beneficial. This innovative delivery model al
lowed for both large and small group discus
sion. 
Real and practical information was provided 
for individuals who struggle. These learning 
tools led to an improvement in their quality 
oflife and emotion regulation (anecdotal) for 
this population. 

• Skills System training assisted in normal
izing the behavior of this population and in 
minimizing possible stigmatization. 

Limitations and Next Steps 
Research on the effectiveness of 'An Innova

tive Approach to Delivery of the Skills System 
to People with Developmental Disabilities in 
Northern Ontario' is continuing in several sites 
in Northern Ontario. Research findings and an
ecdotal information to date suggest that it is an 
effective and practical approach to teaching the 
Skills System program. Limitations of this study 
include a small sample size (n=8) of group facili
tators and varying levels of background knowl
edge with the Skills System program. Given the 
population of interest, it may be challenging to 
increase the number of group facilitators but con
sideration will be given to their skills and experi
ence moving forward. 
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The plugged-in model of delivering the Skills 
System to remote areas in Northern Ontario has 
yet to be evaluated because it has represented a 
learn-as-you-go method of building capacity and 
this article represents the experiences of those 
people who simultaneously learned the Skills 
(from an experienced skills coach) and taught the 
skills to their own clients. In order to maintain 
the fidelity of the Skills System model, future re
search will ensure that all group facilitators in 
the study meet the same criteria for their knowl
edge and experience with the Skills System. This 
will likely be established through a certification 
process provided by Dr. Brown. 
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When Syndromes Demystify: Family and 
Professional Perspectives 
Kerry Boyd, Deborah Richards, Courtney Bishop, and Shelley L. Watson 

Reprinted, with permission, from Watson, 
S.L., & Griffiths, D. (Eds.). (2016). Demystifying 
syndromes II: Clinical and educational implica
tions of common syndromes associated with per
sons with intellectual disabilities. Kingston, NY: 
NADDPress. 

As a parent, I often find myself doing 
detective work about health implications 
of Down Syndrome. Oftentimes, health
care professionals tell parents that low 
muscle tone, elevated Thyroid Stimulat
ing Hormone, slower growth ... are "just 
part of Down Syndrome" (and therefore 
no reasons for worry; nothing can be do
ne). Some parents learn to accept that. To 
what degree though is it right that we all 
(healthcare professionals and families) 
become so complacent? Which drivers for 
complacency or acceptance are legitimate 
and which ones need to be demystified? 

(Mother of a three year old daughter with Down 
syndrome) 

As parents and professionals caring for people 
with complex needs, we do not want to be mysti-
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fied. We want to have clear cut answers and so
lutions to challenges. Most professionals would 
admit that; despite training or expertise, there 
are situations that are mystifying because oflack 
of clarity. In most helping professions, we seek 
clarity through language-based interactions. Cli
nicians and educators are typically trained in 
language-based practices. We become dependent 
on verbal interchanges or written descriptions 
to understand problems and generate solutions. 
We are comfortable when we can ask questions 
and get answers. When we encounter significant 
communication barriers we can feel ill-equipped 
and even de-skilled. This perceived lack of com
petence has been the experience of many profes
sionals at some point in our careers when faced 
with people-in-need who are affected by intellec
tual and other developmental disabilities. For
tunately, communication barriers do not need to 
eclipse clinical clarity. Perplexing and complex 
situations can be demystified. 

An appreciation of genetic syndromes can help 
us to "get the picture" of someone who has an in
tellectual/developmental disability with a com
plex presentation. When we work to "get a clear 
picture," we are seeking relevant information 
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