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Q.
Dr. Charlot, please describe the services

provided on the UMASS unit. 

A.The Neuropsychiatric Disabilities Unit (NDU)

is a 10-bed locked inpatient psychiatric unit

for people with intellectual disabilities (ID). It was

developed from a collaboration between several

groups, including the University of Massachusetts

Memorial Health Care and the UMass Medical

School, the Massachusetts Behavioral Health

Partnership and the Department of Mental

Retardation. We have a core team with extensive

experience in the treatment of ID and mental

health disorders including myself, Dr. Van Silka,

our psychiatry and medical director, Dr. Paula

Ravin, our consulting neurologist and movement

disorders specialist, and Dr. Tony Pellegrino, our

consulting internist.1

The daily program is very structured, with groups

running throughout the day. We have an

interdisciplinary team that provides an array of

services including psychiatric evaluation and

treatment, occupational therapy, behavioral

therapy, social work, and other medical

treatments as needed. We complete a

comprehensive evaluation that addresses the

“whole person,” integrating the many factors that

may contribute to the presenting problem. This

includes examining the person’s life (current or

ongoing contextual variables, but also historical

variables), recent and remote changes in patterns

o f

behavior and psychiatric treatments, and

responses to these which are carefully reviewed.

We also assess the role of physical health

problems in our diagnostic formulation. 

Q.How does the UMASS service differ from a

general inpatient psychiatric unit?

A.Our unit is specialized in that the

professional team members are all people

with specific skills and background in treating

individuals with ID and mental health disorders.

Our unit is much smaller than typical generic

inpatient psychiatric units, which usually have

about 18-25 beds. We have a higher staff:patient

ratio than the other units. Our length of stay is

also longer. We spend more time collaborating

with the caregivers and family members. We also

use strategies that are geared to the needs of the

special clinical population we serve. We use

behavioral treatment techniques, and much less

traditional “talk therapy.” We are far more likely

to be tapering medications rather than adding

them, and we work hard to develop treatment

plans that are “multi-modal.” 

Q.Do all persons with ID need a unit like the

one at UMASS? 

A.People with mild ID can and often are very

successfully treated on generic inpatient

psychiatric units. Our unit is organized with
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intensive supports to effectively treat individuals

with autism spectrum disorders and individuals

who have more developmental challenges in

general. We also do have greater capacity to

manage individuals with multiple medical

conditions.4,9,11

Q.It has been my experience that timing is

essential in the provision of effective acute

inpatient care. For example, if you wait too long,

the person will take longer to recover. However,

many issues can and should be addressed in the

community without an inpatient stay. How do you

determine when it is appropriate to refer an

individual for your services?

A.Referrals may be initiated by outpatient

clinicians or service coordinators. We have

some admissions from our own emergency

department, but this happens infrequently

because the NDU beds are filled as quickly as they

empty, most of the time, from a waiting list.

Clinically, I think that people with ID are much

better off receiving inpatient care sooner than

later, and with planning if at all possible. If

caregivers wait too long to make the referral, the

patient may need more medication to control

challenging behaviors, or may simply become

more severely ill. There are many things that

might be done on an outpatient basis before an

inpatient admission. It is important to be

proactive first, to try to divert from this more

restrictive level of care. Being more “proactive”

can also help to decrease length of stay if an

admission does occur. It is very helpful if people

have a thorough medical evaluation to rule out

physical problems that might be driving or

exacerbating the observed changes in mental

status and behavior. It can also be very helpful if

a comprehensive written review of the individual’s

medical and behavioral health history is compiled.

Often, the process of analyzing such history and

data can clarify problems. Also, it is important to

recognize contextual variables that cause stress,

and to try to decrease these as opposed to

focusing only on pharmacologic strategies.7

Q.Aggression is a very common problem in this

population. How do you treat aggression?

A.Usually, our patients’ problems are complex,

and there is not a single factor causing the

unwanted changes in mood, thinking, or

behavior.  Nearly everyone who is admitted to2,3

our unit has a history of some form of aggressive

or disruptive behavior. We see aggression as a

“final common pathway” for a wide array of

transacting variables in the population. A large

percentage of our patients appear to be agitated

due to physical problems or stress in their home

or work.  Unfortunately, many of our patients10

arrive on too much medication. Medication can be

very effective and plays an important role in the

treatment of most of our patients. However, we

see it as only one tool among many. We work very

hard to make an accurate psychiatric diagnosis

and then treat with medications and other

modalities that are known to have efficacy in

alleviating the symptoms of the diagnosed

syndrome. At times, we do treat symptoms or

clusters of symptoms, but even in that context we

try to see the “gestalt” and develop an integrated

multimodal treatment plan. In short, we do not

treat aggression without looking at the bio-

psycho-social context in which it occurs.

Q.Are there trends with regard to common

clinical and medical issues that differ from

the general population?

A.We see many people with anxiety that was

not recognized as such. We also see many

patients with mood disorders, and some with

psychosis. We have been identifying more people

with genetic syndromes than previously, because

of the explosion in knowledge about this. We also

see many people for whom the psychiatric disorder

is the least of their difficulties, and health or

situational stressors are more significant. 

We have become very focused on the physical

health issues as we have found as many as 80%

of people admitted to the unit have a medical

condition that is a significant cause of problems

or at least making the mental health or behavioral

issues worse.  There are a number of ways in5

which physical health problems and mental

health disorders or symptoms may be related, and

we always consider this in our diagnostic

formulation for each patient. Sometimes, the link

is fairly straight forward. Someone has a physical

source of distress, and this directly results in

psychiatric symptoms or set of symptoms. We see

this at times, for example, with patients who have

conditions such as sleep apnea, diabetes, or

hypothyroidism. We have had a number of

patients who had Down syndrome, obesity,

aggressive behavior and sleep apnea. When

uncooperative with the medical studies or

treatments  for  the sleep apnea, one patient, for
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example, was treated with multiple psychoactive

medications that caused side effects of concern.

He still had aggressive behaviors and he was

experiencing very low “oxygen saturation” levels.

One of the most common problems we find is

constipation which may not be obvious until

medical evaluation has been completed.

Behaviorally, such patients are very distressed,

withdrawn, or irritable. In one case, a patient

came to us with a severe constipation who had

been treated with large doses of antipsychotic

medications as well as mood stabilizers for his

atypical mood disorder, without any positive

effects. He had a complete cessation of abnormal

mood and aggressive behavior after his

constipation was treated and resolved.

Unfortunately, it is not always that simple.

We also see a large number of patients who have

epilepsy. Sometimes caregivers believe that the

individual with epilepsy is having a seizure that is

manifested by an aggressive act (ictal aggression),

but this is quite rare. Many of these patients are

irritable from the medications used to control the

seizures, or may have a mood disorder in

conjunction with the seizure disorder. In addition,

we have had quite a few patients with neuroleptic

withdrawal syndrome.6,8

Q.Discharging a person with ID to the

community must involve community

collaboration with all providers and agencies

involved in their care. What specific strategies do

you use for discharge planning with this

population?

A.It is important to begin discharge planning at

the time of admission. Usually, the

individuals we are trying to help will need an

increase in day and residential supports for a

short while after their inpatient stay. There must

be communication between the inpatient team

and people who are providing care in the

community. Ideally, we would be funded to

provide follow-up care to anyone who might need

this after discharge, but we are not. We have

found that when we can do follow up, there is

more continuity of care. We are developing a

model to accomplish this, which would also

include evaluations to divert people from inpatient

stays.

Upon discharge, we provide community teams and

families with our observations, recommendations,

and written behavioral recommendations, and

written behavioral treatment plans that have been

developed on the unit. We have a formal one hour

discharge meeting to discuss findings and help

with ideas for a smooth return home for the

patient. Most teams and family members who

send individuals to us for inpatient care are very

much invested in collaborating with us and

getting the most for the patient out of the

experience.

Q.What do you suggest community providers do

in order to prevent the need for future

inpatient care? 

A.Readmissions can occur because the person

is simply very difficult to treat and has very

complex problems. In some cases, however, it is

because the particular course of treatment and

general approach initiated in the hospital was not

followed after discharge. Sometimes outpatient

providers do not agree with an approach initiated

in the hospital. Sometimes, the outpatient

providers have a better sense of what works when

a person is at home. When we have more

opportunities to closely collaborate, and when the

community team believes the discharge

recommendations make sense, patients tend to do

better. It is not that we have the right plan, and

other people have the wrong plan. People with

complex problems will not get better if treatment

plans are changed every few weeks. Most people

need an approach that is followed for several

months and even longer for them to fully recover,

or return more closely to baseline levels of

functioning. 

Q.It has been my experience that many

individuals with ID and mental health needs

can and do benefit from generic mental health

inpatient settings. However, the UMASS specialty

unit plays an important role in the diagnosis and

treatment of individuals who cannot benefit from

generic inpatient settings for one reason or

another. This is often due to the complexities

presented by some of the patients in combination

with a lack of available resources and expertise in

other settings. It is therefore essential to provide

specialized services for those who need them.

However, community providers and support

systems must also take responsibility for

cooperation and collaboration with the inpatient

provider in order to ensure a successful outcome

in the long run, even in the context of a

specialized inpatient service. Therefore, resources

must be made available that allow for           

must be made available that allow for
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collaboration to take place. Can you comment

further on this?

A.Yes. I would agree with all of the points you

are making. Unfortunately, the extent to

which resources are available varies greatly from

place to place. When community team members

are very involved throughout the process, I do

believe that patients have better outcomes. For

individual cases, we have had extensive support

from state agencies to develop comprehensive

plans involving community collaboration with

natural resources, and specialized funding for

specific needs, such as extra staffing. Combined

with crisis prevention planning, this approach has

been the most successful in providing an

optimum quality of life as well as avoiding

readmission or unnecessary psychiatric

interventions.
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