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Note from the editors
This issue of the NADD Bulletin includes a wealth of helpful 

information and strategies for the support of individual with co-
occurring developmental disabilities and mental health disorders. 
Deceil Moore provides insights and suggestions relevant to work-
ing with individuals who have difficulty forming relationship at-
tachments. Dr. Neil Friesland discusses the value of special edu-
cation within a small college setting, which can benefit all stu-
dents and faculty. Dr. Jarrett Barnhill explores the link between 
Autism Spectrum Disorders and catatonia. Dr. Jacobstein and Ei-
leen Elias, M.Ed. review the October 2014 NADD-sponsored Na-
tional Policy Forum that was held in Bethesda, Maryland. With 
permission from the editors of the Direct Support Workers News-
letter, we are printing an article by Drs. Yona Lunsky and Vir-
ginie Cobigo about how individuals with disabilities can improve 
their use of medication.

A special thanks to Dan Baker and Rob Fletcher who provided 
extensive assistance to this Editor in Ed Seliger’s absence in order 
to bring this issue to press. We wish Ed a speedy recovery and 
return from medical leave.

Lucy Esralew, Ph.D., NADD-CC
lesralew@trinitas.org
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Opinions expressed in the NADD Bulletin are not necessarily 
those of NADD or the Editors.

GASTROINTESTINAL EFFECTS

Side-Effect Management Strategies

Nausea

Diarrhea

• taking medications with meals, having small snack or drinking milk
• not using antacids within two hours of taking the medication, as they may interfere with drug 

absorption

• trying loperamide (Imodium) or attapulgite (Kaopectate) after checking with a doctor or 
pharmacist for any drug interactions

• taking smaller doses throughout the day or-if the diarrhea is the result of taking lithium-using 
a slow-release preparation (sudden diarrhea may indicate lithium toxicity)

CARDIOVASCULAR EFFECTS

Side-Effect Management Strategies

Dizziness, fainting

Rapid heartbeat

High blood pressure

• getting up slowly from a lying or sitting position and dangling feet
• wearing support hose and doing calf exercises to reduce blood pooling in the calves
• taking the drug in smaller, divided doses throughout the day

• reporting this side-effect to a doctor-however, this is usually not a serious problem

• speaking to a doctor about reducing the dose, changing medications or adding a high blood 
pressure medication

OTHER

Side-Effect Management Strategies

\.Veight effects

Sexual
side-effects”’

Difficulty regulating
extreme changes
in temperatu re
(altered thermo 
regulation)* *

Photosensitivity

Excessive sweating

• reducing carbohydrate and sugar intake and consulting a dietician, if possible
• increasing physical activity and exercise

• reporting these side-effects to a doctor, as all treatments for this side-effect involve 
prescription medications

• trying a different drug, if these side-effects don’t go away over time

• spending only a short time in saunas or out in the sun on hot humid days clue to increased 
risk of sunstroke

• drinking plenty of fluids and staying in the shade as much as possible
• wearing loose-fitting clothing and a wide-brimmed hat
• avoiding overexposure on freezing days due to increased risk of hypothermia

• avoiding prolonged sun exposure
• wearing loose-fitting clothing and a wide-brimmed hat
• always using sunscreen with an SPF of 15 or higher

• using talcum powder and a stronger antiperspirant (e.g., Drysol) for greater comfort
• speaking to a doctor about reducing the dose
• speaking to a doctor about adding another medication if a severe case

*The impact of these side-effects is not l im-
ited to people engaging in sexual relations 
with others. For example, some men can ex-
perience serious distress because a medication 
they take causes difficulties reaching a climax 
while masturbating.

**It is important to watch a person with a dis-
ability who cannot report their own temperature. 
It becomes the caregivers role to keep them com-
fortable, hydrated and dressed appropriately.

Reprinted with permission from The Direct 
Support Workers Newsletter, Vita Community 
Services, Volume 3, Issue 5.

DSP Interests and Concerns is an ongoing column 
in The NADD Bulletin. We welcome your comments, 
suggestions, and submissions for this column. To 
learn more or to contribute to this column, you may 
contact Melissa Cheplic, Editor of DSP Interests 
and Concerns at cheplima@rwjms.rutgers.edu. 
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Building Understanding of Attachment 
Issues in Persons with Intellectual 
Disabilites for Direct Support Professionals
Deceil L. Moore, LCSW NADD-CC, Connxxions Program, Meridian Health Services

Although very little research has been done 
regarding attachment disorders in people with 
developmental challenges (Minnis, Fleming, & 
Cooper, 2010), issues in bonding and attachment 
development play a part in the development of 
mental health concerns such as Oppositional De-
fiant Disorder, Conduct Disorder, Post Traumatic 
Stress Disorder, Anxiety, Depression, Borderline 
Personality Disorder, and Antisocial Personality 
Disorder (Feldman & Aunos, 2011), and can con-
tribute heavily to some behavioral difficulties in 
persons with intellectual disabilities. Difficulties 
in attachment can often be secondary or under-
lying influences in the presentation of complex 
behaviors and mental health concerns. This is es-
pecially true in persons with developmental chal-
lenges who may be especially vulnerable to diffi-
culties with attachment for a variety of reasons 
ranging from health difficulties at birth to resis-
tance to touch related to sensory issues to complex 
or conflicted feelings from caregivers related the 
special needs. Since the work of the Direct Sup-
port Professional involves service within the con-
text of a relationship with the consumer, it is es-
sential that Direct Support Professionals be able 
to identify attachment issues as they may present 
in persons with intellectual disabilities. Direct 
Support Professionals have the most frequent 
opportunities to engage in therapeutic responses 
that help to complete healthy attachment cycles. 

Depending upon the etiology of the cognitive 
challenges, persons with intellectual disabilities 
can often be thwarted in forming attachment to 
caregivers. Extended time in ICU following birth 
and/or corrective surgeries can create early and 
sometimes extended time away from caregivers 
to receive necessary medical care when bonding 
is most needed and likely to occur. Even the very 
nature of sensory integration issues can create 
challenges from the first moments of life. Each 
of these can cause early and prolonged separa-
tion from caregivers and thus contribute to chal-
lenges in formulating relationships and empathy 
that may complicate emotional regulation later. 

 Furthermore, the source of disturbed attach-
ment may be from caregivers who are stressed, 
grieving the loss of the typical child (Barnhill, 

2007), or uneasy with the demands of caring for 
a relative with special needs. In addition, extra 
time and energy being spent to train skills that 
may require less time in persons of more typical 
development, may rob the caregiver and person 
with special needs from opportunities for healthy 
attachment cycle successes. For example, a par-
ent-child pair who spend years versus days or 
weeks teaching skills required to feed indepen-
dently or toilet may be have fewer chances at 
other bonding opportunities such as game play-
ing. At times, related to the developmental diffi-
culties and related etiologies and limited support 
network availability contribute to difficulties in 
nurturing which can disrupt attachment. Over-
all, families with persons with intellectual and 
developmental disabilities face most of the chal-
lenges of families with more typically develop-
ing relatives as well as a plethora of challenges 
unique to the person’s developmental disabil-
ity. Frequent caregiver changes (from hospital 
caregivers, substitute care providers, or staff 
turnover) further exacerbate attachment issues. 
Once attachment challenges are present, care-
giver (professional or otherwise) responses can 
complicate the issues further. Caregivers often 
take it personally when individuals don’t attach 
or don’t want to interact with them. Caregiver 
response is often to remain distant from the per-
son or to ask to be removed from the case. This, of 
course, complicates attachments further (Keck, 
Kupecky, & Mansfield, 2002).

All of these issues can be barriers to success in 
developing basic trust and can result in increas-
ingly difficult interactions and relationship devel-
opment (Newman & Newman, 2006.). The indi-
vidual’s understanding of the world and relation-
ships leads to patterns of response. Regardless of 
IQ, those with poorly developed ability to bond 
with others often present with a variety of rela-
tionship challenges as they age: they may limit 
or be averse to physical contact, lack a conscience 
or be indifferent to the impact of their behaviors 
upon others, have few or no long-term relation-
ships, function from a negative working model of 
the world, have poor eye contact with others, and 
exhibit high motor activity (Newman, 2006).
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There are a variety of disturbed attachment 
styles. Some persons develop ambivalent attach-
ment. This may be evident as a person having 
poor social boundaries: the person may be im-
mediately affectionate with strangers, fear be-
ing alone or left, and may be clingy. This may 
alternate with the person’s need to control oth-
ers, ambivalent feelings toward caregivers, and 
a negative working model of relationships. Still 
others develop a disorganized type of attachment 
that involves difficulty trusting/being close, lack-
ing remorse, and/or displaying labile emotional 
states (White, 2011). Regardless of type, it is ap-
parent that persons who have difficulty attach-
ing often have difficulty identifying and appro-
priately expressing their needs. Challenges with 
social skill development and interpersonal com-
munication, common in persons with intellectual 
disabilities, are complicated by poor attachment 
development which in turn can further compli-
cate successful attachment. 

By virtue of their positions and training, Direct 
Support Professionals have the most immediate 
and persistent opportunities to identify when 
social/emotional/behavioral issues related to at-
tachment challenges arise. They are also most 
likely to be able to address these issues in per-
sons with intellectual disabilities who live in resi-
dential settings, work in supported employment 
situations, or receive services in educational set-
tings. Teasing out which issues are related to de-
velopmental, mental health, and attachment can 
be a challenge but this can be accomplished with 
watchful DSP’s functioning on a communicative 
interdisciplinary team. Identifying issues with 
relationships such as too few boundaries, indis-
criminant or immediate connection or very poor 
connection with others can indicate attachment 
challenges and must be sorted out from difficul-
ties with bonding related to sensory integration 
issues or poor boundaries related to early devel-
opmental phase presentation. Some persons with 
intellectual disabilities will present with what 
can be labeled as oppositional behaviors (i.e., in-
tentionally resisting direction from appropriate 
authority figures) and may be related to devel-
opmental struggles to separate from caregivers 
and formulate positive identities. However, the 
presentation of oppositional traits can also indi-
cate a person who has had too few or too rigid 
boundaries from caregivers; thus making appro-
priate attachment and transference into mutual 
relationships very difficult. For example, per-
sons who are not given any structure and have 

to determine limitations on their own often do 
not later trust others (e.g., teachers, bosses, and 
landlords) who put forth parameters. Persons 
with the indicated trust issues often continue to 
resist structure and have difficulty navigating 
through situations and relationships in order 
to successfully keep and/or improve educational 
placements, jobs, and living situations. Difficulty 
regulating emotions and impulsive actions can be 
related to brain injuries as well as coping skills 
usually seen at an early social functioning age. 
However, these symptoms also can fit into diag-
noses such as borderline personality disorder or 
intermittent explosive disorder and may indicate 
that a person has had few successes in bonding 
and/or have experienced trauma from primary 
care givers and are thus struggling with resolv-
ing the psychosocial crisis of trust vs. mistrust. 
The result can be difficulty relating to others, 
regulating emotions, empathizing, and adher-
ing to structure (Newman, 2006). Direct Support 
Professionals can be taught to monitor and docu-
ment symptoms that indicate attachment issues 
may be present.

Healthy attachment comes with the comple-
tion of successful and successive attachment 
cycles. Just as with a normally developing child, 
healthy attachment is not completed with one 
successful cycle—one time of answering baby’s 
cry with comfort, food, rocking, dry diaper—but 
rather many successfully completed cycles. The 
promotion of healthy attachment is accomplished 
by the repeated completion of sequential attach-
ment cycles. Healthy cycle completions occur 
when a caregiver responds to an individual’s 
need in a way that sufficiently meets that need 
(Keck, Kupecky, & Mansfield, 2002). The most 
successful cycle completions are positive for both 
the caregiver as well as the consumer or care re-
cipient. DSP’s can monitor for opportunities that 
provide support and honor the individual’s needs 
in ways that are mutually positive. Activities 
can be tailored to the individual’s preferences, 
needs, and situation; examples are provided in 
the following categories (which parallel infant 
attachment activities): Increasing Eye Contact, 
Maximizing Touch, Moving Together, Nurturing 
through Food, Enhance Communication, Getting 
Warm and Cozy, Just Have Fun (Keck, Kupecky, 
& Mansfield 2002). The following chart gives ex-
amples of applicable attachment cycle activities 
for each category as highlighted by Keck, Ku-
pecky, and Mansfield (2002). 
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Type of Attachment Activity Examples

Increasing Eye Contact Looking at each other
naming ways you are similar
putting a sticker between your eyes 
expressing things you appreciate about the other

Maximizing Touch 
playing tag together
sharing hand lotion
touching them on the shoulder
hand hugs
high fives
fist bumps

Moving Together
Dancing
swinging on a swing set together
flying a kite
playing badminton

Nurturing Through Food remembering their favorite or least favorite foods, bringing condiments that they 
like sitting down together and eating a snack

Enhancing Communication reading together 
making a list of things together
“betting” on silly things together 

Getting Warm and Cozy offering them coffee or tea on a cold day
asking if they need an additional blanket remembering their favorite things
sitting by them on the couch

Just Having Fun cheering for the same team
making something durable together
watching a comedy together
laughing at something funny together

When responding to disruptive or disturbing 
behaviors that are likely related to attachment 
issues, one of the most important rules of thumb 
for Direct Support Professionals and other care-
givers is to not take what the individual does or 
does not do personally. It can help to remember 
that the person is functioning with world as-
sumptions that may not actually fit the current 
situation. But they are unlikely to recognize this. 
Given what attachment experiences the individ-
ual has had so far, it makes sense that they begin 
to feel afraid once they start to be comfortable 
with someone. For many people, chasing some-
one away is less painful than having someone 
you care about leave. This is especially true of 
persons with attachment challenges. They will 
therefore, often try to chase away people whom 
they have begun to care about. If someone be-
lieves he/she will be left by others anyway, then 
it makes more sense emotionally to leave rather 
than wait to be left. It can help a DSP to believe 
that everyone wants to attach and even attach in 
a healthy way. It is just that they may not know 
how to do so. Being patient is one of the best 
things a DSP can do. It is essential that efforts 
be made to reduce changes in relationships at all 
levels as this can often have a complicating effect. 
Also, it can help for DSP’s to find consistent ways 
that to respond to individuals that say that they 
care, are available to help, but must be within 

boundaries appropriate to the situation and rela-
tionship. For example, one might say something 
like, “I care about you and want very much to 
help you. That means I can’t let you hurt yourself 
or others.” It is essential that persons working 
with those who have boundary challenges estab-
lish appropriate and still supportive boundaries 
and persistently maintain these. This might in-
clude something such as “I really care about you 
and want to help. To do that, I have to be able to 
go home and take care of myself so that when I 
am here I can tune in to you. That means I can’t 
take your phone calls when I am off the clock.” 
This is about setting firm but reasonable limits 
that allow for good social boundaries.

The case of B illustrates the point. B is a 10 
year-old girl. She has sensory integration issues 
that are typically associated with autism spec-
trum disorder. She also displays anxiety issues. 
She is verbal and has many academic skills but 
lags behind in academic achievement. From age 
4, she experienced regular behavioral health 
hospitalizations related to “random and intense” 
physical and verbal aggression. Some mental 
health clinicians had proposed a diagnosis of 
psychotic disorder related to her history of mak-
ing disorganized and random threats. Her early 
history, before the age of 4, is sketchy. It is rele-
vant to mention that B’s mother describes feeling 
that the pregnancy and child were punishment 
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Small Private Colleges and Students  
Who Have Developmental Disabilities
Neil Friesland, Ed.D., MidAmerica Nazarene University

The purpose of this paper is to address pro-
grams and issues related to small private colleg-
es and universities that currently include or are 

considering programs with students who have 
developmental disabilities. Some ideas discussed 
are reasons that colleges may not have programs 

for behaviors in which she had participated. She 
felt this was true especially since B did not con-
nect well with her from early on. Several behav-
ior programs were written with the goal of ex-
tinguishing the disruptive behaviors. However, 
these showed very limited success. However, up-
on looking at the symptoms as at least partially 
attachment related, it was agreed to work first 
at bonding with her by being intentional about 
getting to know her and her preferences and hon-
oring those. During this time and afterward in 
treatment, any changes in appointments or other 
commitments and promises made were kept or 
if needing modifications were made so with at 
least some direct contact with B occurred. Inten-
tional efforts were made to activity participate in 
attachment activities. Once the bond was made, 
attachment activities remained a part of the 
treatment as staff began reflecting for her when 
she seemed frustrated or experiencing difficult to 
manage emotions. Efforts were made to include 
her determining goals she wanted to work toward 
(B wanted to have a pet dog and wanted to have 
friends). Additional efforts were made to help her 
predict the consequences of her choices while still 
allowing a sense of bonding with others. For ex-
ample, she was coached with, “B, I’m excited that 
you are going to get to invite your friend over 
for your birthday. Remember what choices are 
needed to help you get there with that goal.” If 
the goal was not achieved, staff was encouraged 
to join with her in the disappointment. “Shoot! 
That did not work out this time. That’s kind of 
disappointing, isn’t it? I guess that is just some-
thing we will keep working on.” This approach 
helped to avoid oppositional responses from B 
and helped her to see herself as responsible. It 
also reinforced our commitment and relation-
ship to her. In just one year of this work, B has 
been able to invite others over to play with her 
(something never really achieved before) as well 
as getting and keeping a pet. Work also ensued 
to help caregivers be intentional in participating 
in attachment activities and verbally coaching in 

similar ways. Positive outcomes have continued. 
In summary, persons with intellectual dis-

abilities often experience situations that that 
put them at increased risk of difficulty bonding. 
These bonding issues can contribute to disruptive 
behaviors. However, well-trained and observant 
Direct Service Professionals can detect indicators 
of attachment issues. By bringing them to the 
attention of the individual’s support team, they 
play important roles in responding therapeuti-
cally and addressing needs. The result is likely 
diminishing of the behaviors and as addressing 
the core attachment issues begins. 
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and benefits of having a specific program that in-
clude these students.

Students with developmental disabilities have 
aspirations, hopes and dreams for their futures, 
similar to typically developing students. When it 
comes time for a high school student with devel-
opmental disabilities to prepare for life after high 
school, their dreams don’t often include college. 
When students with intellectual disabilities con-
sider what may happen after high school, dreams 
of a college education are usually not among the vi-
able option and families often seek community em-
ployment without ever considering a post-second-
ary education experience. Calefati (2009) states 
that less than one quarter of students with intel-
lectual disabilities have participated in some type 
of post-secondary education. Furthermore, these 
students and their families may not be aware that 
there are programs available to students in their 
position. If one includes a small private college ex-
perience as an option, then the chances of receiv-
ing an education based on for example faith or a 
specific area or career such as engineering, may 
even be less due to the lack of programs among 
small private colleges and universities. 

The next section will discuss three of the reasons 
that small private colleges and universities may 
not have programs that meet the needs for stu-
dents diagnosed with developmental disabilities.

Lack of Administration Support 
In defense of the administrations in small pri-

vate colleges across the U.S., many presidents, 
and provosts/vice presidents of academics are 
often engulfed with the day-to- day activities of 
policies, management and accreditation so that it 
keeps them preoccupied. Additionally, many ad-
ministrations often explore new degree programs 
that will attract new students thus increasing 
enrollment. Unfortunately, the support of such 
a program for students with developmental dis-
abilities may be small, non-degree granting and 
less profitable. This may cause college adminis-
trations to overlook the community need for such 
programs where the universities reside due to 
the fact they there are more pressing issues to be 
addressed within universities.

Lack of Funding for a Program
Unfortunately this topic is all too common for 

many small private colleges and universities lo-
cated in the United States. In an economy that 
has seen many small colleges and universities 
utilize reductions in force (RIF’s) to meet budget-
ary shortfalls, a program that may not contribute 

to the bottom line is not looked upon as a viable 
new program. Additionally, small college human 
resources are often stretched thin and faculty 
may not be able to take on additional responsibil-
ities for this type of program. Some may feel that 
allocating funding and human resources to a new 
program that is geared to only a small population 
of students is fiscally irresponsible. 

Fear of the Unknown
According to Lovecraft (1973), “The oldest and 

strongest emotion of mankind is fear, and the 
oldest and strongest kind of fear is fear of the un-
known.” This may pertain to the matriculation of 
students with special needs. Questions that may 
arise during the interaction among special needs 
students, typical students and faculty include: 
“What do I do?”, “How do I act?”, and “What do 
I say?”…. these questions can come from both 
persons that are typical and those who have dis-
abilities. Unfortunately, individuals who have 
disabilities are at a distinct disadvantage. They 
may not have the skills that can transfer social 
interactions among different college settings. 
When a person may not be familiar with how to 
respond to another person, the chance of a social 
interactive breakdown can occur on both sides. 

Another fear of the unknown comes by way of 
faculty and the classroom. Many college profes-
sors are content experts who do not have the ex-
perience of teaching anyone but typically devel-
oping students. When a professor plans, delivers, 
and assesses content in the classroom, they often 
do not plan for a student that may not learn or re-
tain the content in a traditional fashion and may 
be in need of accommodations. In reality there 
are faulty members that have stated, “What do I 
do with them?”

Even though there are a number of things that 
keep small colleges from developing a program 
for students with developmental disabilities, 
there are many more benefits of developing and 
maintaining a program for these students in a 
small college/university setting. The next few 
sections will discus some of the benefits. 

Benefits of a College Program for Students 
with Developmental Disabilities

According to Butterfield & Kelley (1995), best 
practice for students with intellectual disabili-
ties focuses on the quality of social interactions 
with students throughout the day. The benefit of 
quality social interaction is invaluable to these 
students. By providing communication opportu-
nities with peers and providing interactive envi-
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ronments in and out of classroom, the chances of 
communication success for both parties increases. 
Students with intellectual disabilities can have 
more meaningful and robust conversations with 
their peers and thus increase friendships and self-
esteem. Additionally, typical students can develop 
empathy, patients and interactive skills. This is a 
reciprocal relationship. Social interactions of typi-
cal college students and college students who have 
developmentally disabilities can provide valuable 
skills for future employment, community interac-
tion and navigation, and scholarship.

Another benefit of a program for students with 
developmental disabilities is the resource that 
a college or university can provide to communi-
ties for families of students with developmental 
disabilities. By offering a certificate or degree 
program to students who have developmentally 
disabilities, families can have the opportunity to 
send their students to college for a post-second-
ary educational experience. This experience can 
increase the chances of future employment with 
in the community by helping students develop 
employability skills such as self-motivation, self-
determination and self-efficacy. Thus, students 
that have a post- secondary education experience 
can receive the benefit of slowly reducing paren-
tal support. On most college campuses many stu-
dents do this by slowly making their own decisions 
financially, spiritually, socially and academically. 
Small colleges may provide closer and more evi-
dent support of all students as the community is 
usually more “tight knit.” A program would help 
teach students diversity skills while increasing so-
cial, academic and employment skills, by provid-
ing these students with a small college program 
that promotes: (a) spiritual development, (b) aca-
demic rigor, and (c) community formation. 

A post-secondary educational experience for in-
dividuals with a developmental disability elevates 
each person into a realm of knowledge. It can level 
the playing field and increase the worth of each 

person involved. An institution of higher educa-
tion should be a place of free flowing thought and 
exchange of ideas for everyone, not for just those 
who can meet college entrance requirements.

The goal of this paper was to raise points about 
the value of offering special needs students with 
a post-secondary school experience at a small col-
lege. This includes the consideration that different 
individuals come to learning with different apti-
tudes and teaching must be aligned with diverse 
learners. Ultimately, the inclusion of special needs 
students at college enriches the experiences for the 
exceptional learner, other students and faculty. 

 Our conversation regarding higher education 
and students with disabilities includes these two 
questions: (a) if we have a program for students 
with developmental disabilities, what is the ef-
ficacy and what are the benefits? (b) If there is 
no program, why don’t we have a program for 
students with developmental disabilities? In the 
long run, higher education is improved with op-
portunities for the inclusion of students with de-
velopmental disabilities.
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Neuroscience Reviews

Catatonia in Individuals with Autism 
Spectrum Disorders
Jarrett Barnhill, MD, DFAP, FAACAP, NADD-CC, UNC School of Medicine

The goal of this review is to explore the common 
ground between ASDs and catatonia. Although 
both are heterogeneous syndromes, epidemiologi-

cal studies suggest that 7-14% of individuals with 
ASD are affected by catatonia. Recent research 
shifts catatonia from a primary psychiatric dis-
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order to one that is a final common pathway for 
many complex neurobiological conditions. We can 
make the same argument for ASD. There may be 
hundreds of genetic variations that combine to 
produce ASD, but the majority play key roles in 
neuronal development, synapse formation and 
maintenance and neuroplasticity (Coffey, 2012; 
Kang & Barnes, 2013). One hypothesis seems 
to be gaining some traction: imbalance between 
excitatory-and inhibitory in the context of dys-
regulation of cortical-subcortical circuitries (Lee, 
2010). A similar paradigm applies to other neu-
rodevelopmental, metabolic, autoimmune, and 
complex neurological and neuropsychiatric dis-
orders (Fink & Taylor, 2009; Kakooza-Mwesige, 
Wachtel, Hosse, 2008; Kang & Barnes, 2013). 

Many of these disorders arise form a dysregu-
lation of key excitatory/inhibitory circuitries that 
affect multiple neuronal networks are core fea-
tures of many disorders. Genetic studies suggest 
a common cluster of regulatory genetic markers 
for ASD, ID, schizophrenia, learning disabilities 
and epilepsy may be a step towards connecting 
the dots. To my knowledge no such studies ex-
ist for catatonia but this syndrome co-occurs with 
many similar genetic/metabolic neurodevelop-
mental disorders. Current studies suggest that 
that between 7-14% of individuals with ASD will 
develop catatonia. The percentage of individuals 
with primary versus secondary catatonia is not 
well established (Kang & Barnes, 2013). 

One of the problem is that both IDD and ASD 
are trait phenomena, whereas and catatonia and 
co-occurring psychiatric disorders are episodic in 
nature. Episodes of catatonia are usually time 
limited and often state-related. Mood and many 
movement disorders follow a waxing/waning 
course while catatonias appear limited to periods 
of illness. - treat the neuropsychiatric condition 
and the catatonic symptoms may resolve. Be-
cause catatonia doesn’t occur or recur with ev-
ery episode of mania or depression, there must 
be other factors that trigger the catatonic state 
(Fink & Taylor, 2009; Kakooza-Mwesinge et al., 
2008). From this perspective the variable risk 
to catatonia in ASD represents a complex stress 
diathesis that is spread across many conditions. 
In short catatonia like ASD are syndromes with 
many etiologies. Both share clinical subtypes 
that includes primary and secondary forms- one 
perhaps with high heritability and the other re-
lated to multiple neurobiological insults. 

One proposed source of this vulnerability is 
an imbalance between excitatory and inhibitory 
pathways in both catatonia and ASD. But this 

model does not explain why 86-93% of individu-
als with ASD that do not develop catatonia. The 
same contradiction arises in the prevalence rates 
of catatonia observed in psychiatric admissions- 
90% do not present with catatonia. The challenge 
is to define vulnerability for those individuals at 
greatest risk. It may be more productive to com-
pare individuals with ASD who develop catato-
nia from those that do not. Put another way, it 
may be useful to compare individuals with ID/
ASD who go on to develop catatonia from those 
who develop schizophrenia, mood or other genet-
ic/metabolic or medical neurological disorders. 
There may be endophenotypes (a subtype vulner-
able to catatonia) based on neuroimaging find-
ings; neurobiological markers, or specific gene-
environmental interactions. 

These search for phenomenological subtypes is 
more in keeping with the DSM-5 and DM-ID. Two 
such observable phenomena as “freezing” and 
the increased for catatonia in individuals with 
“passive” subtypes of autism. Freezing or behav-
ioral arrests are a developmental manifestation 
of a flight or fight response to an external threat. 
Neuro-ethologists attribute freezing in young an-
imals, separated from the mother or conspecifics 
in the context a recognizable but distant threat. 
This facet of threat-response is associated with 
state dependent autonomic arousal and a sig-
nificant suppression of movement, vocalizations 
and/or escape behaviors. Neuro-biologically, this 
pattern of sympathetic arousal is associated with 
elevated levels of multiple neurotransmitters, 
stress hormones like CRH, peptides and endor-
phins (Panskepp & Bivens, 2012). 

These psychophysiological changes are also ob-
served during both acute and chronic emotional, 
physical or sexual abuse. Does the acute stress 
reaction in some individuals with ASD who re-
semble or underlie the development of catatonic 
states with re-exposure? If so then differentiat-
ing some subtypes of catatonia from dissociative 
states would be an important step. These states 
represent suppression in the context of severe 
arousal are described by some individuals who 
recover from catatonic states and report a sense 
of being fearful, aroused, and racing thoughts. 
Other sources of behavioral arrests such as the 
onset of complex partial seizures; some drug in-
duced state; or even complex negative tics occa-
sionally seen in severe Tourette’s Disorder may 
lack these cognitive and emotional features. 

 A second observation was reported by Lorna 
Wing several decades ago. She described a group 
of individuals with ASD with “passive” tempera-
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ments. They lacked spontaneity, rarely initiated 
interactions, communication or apparently plea-
surable activities. To be engaged they needed 
external sources of motivation, but once engaged 
participated and seemed to gain some pleasure 
from it. This pattern of behavior resembles the 
milder end of a continuum that includes environ-
mental dependency/imitative behaviors associ-
ated with some frontal lobe syndromes; akinesia 
in some movement disorders (sit passively, ap-
pear apathetic, nonverbal, akinetic and affect-
less); neuroleptic induced passivity; negative 
symptoms such as amotivation and poverty of 
speech in schizophrenia; Echopraxia (automatic 
imitative behaviors); compulsive slowness and 
severe bipolar depression. Of course the passive 
group have no evidence of dysfunctional medial 
prefrontal, basal ganglia disorders or overt cata-
tonia (Coffey, 2012; Wing, 2005). 

The freezing response is a developmental 
state-related response to threat. The “passive” 
subgroup of individuals with ASD is a trait phe-
nomenon that may represent the mild end of a 
subgroup of individuals who require more cue-
ing and active engagement. Perhaps the vulner-
ability to catatonia in ASD is tow hit phenom-
ena: the baseline trait of “passivity” described by 
Wing and others influences the stress response of 
freezing such that internal or external threat are 
more likely to trigger catatonic states Perhaps 
this hypothesis is consistent with a stress diathe-
sis model for a subgroup of individuals with ASD 
and transient episodes of catatonia. Our next few 
Neuroscience Review will dilate this idea from a 
broader neurobiological perspective, 
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US Public Policy

National Policy Forum: Attention to  
Co-occurring Disorders in Health Care Reform 
Diane Jacobstein, PhD, Georgetown National Technical Assistance Center for 
Children’s Mental Health, and Eileen Elias, MEd, JBS International Inc.

In October 2014, NADD sponsored a nation-
al policy forum for key stakeholders in North 
Bethesda, MD. Representatives included families, 
federal agencies, managed care organizations, dis-

ability associations, providers and advocates. The 
focus was on NADD’s position statement, Includ-
ing Individuals with Intellectual/Developmen-
tal Disabilities and Co-Occurring Mental Illness: 
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Challenges that Must Be Addressed in Health 
Care Reform (http://thenadd.org/wp-content/
uploads/2013/10/NADD-Poisition-Statement-
on-letterhead1.pdf). NADD representatives began 
by describing the development and content of the 
document and NADD’s workforce initiatives. Par-
ticipants then responded to the policy statement 
and initiated a strategic planning process de-
signed to ensure that needs of individuals with co-
occurring IDD and mental illness are addressed in 
our changing health care environment.

The keynote speaker was John O’Brien, Senior 
Policy Advisor, Disabled and Elderly Health Pro-
gram Group, Center for Medicaid and CHIP Ser-
vices Center for Medicare and Medicaid Services 
(CMS). At the outset, Mr. O’Brien stated, “The 
recommendations in the position paper resonate 
well with CMS and State Medicaid Directors.” He 
agreed that since about one-third of individuals 
with IDD have co-occurring mental disorders, this 
group should be regarded as a core constituency 
rather than a special population. Mr. O’Brien’s 
key message was that because of a lack of critical 
data, NADD can make an important contribution 
to enhanced community integration by analyzing 
available data sets and identifying lessons learned 
from successful programs. The most pressing need 
is for cost-benefit data on community-based ser-
vices and supports as alternatives to residential or 
institutional care. He emphasized that all stake-
holders must be informed about this population, 
including how managed care services can support 
them. This is essential, as services and supports 
will be the responsibility of payers like insurance 
companies and state leadership, who may not be 
prepared for this population. 

NADD’s Family Committee representatives, 
Julia Pearce and Sue Gamache, emphasized that 
families’ basic support needs are not getting met 
and many encounter alarming crises, isolation and 
painful choices while on waiting lists for needed 
services. They stressed that the importance of re-
spite care cannot be overemphasized. Even for par-
ents who know how to navigate the system, includ-
ing the “back doors,” it may take 13 or more years 
to get services. Parents around the country report 
that their children do not fit into any current sys-
tem because they require multiple services and 
there are too many gaps between these services. 

Federal government representatives from the 
Substance Abuse and Mental Health Services 
Administration (SAMHSA) and Administration 
for Community Living (ACL) outlined their agen-
cies’ alignment with recommended changes for 
this population. A key government emphasis is on 

individual recovery and attainment of a full com-
munity life. There is federal recognition that the 
workforce trained to address individuals with both 
IDD and MI is very limited. SAMHSA’s Larke 
Huang highlighted guiding values and principles 
of Systems of Care that are important for this pop-
ulation. ACL’s Vicki Gottlich noted that the De-
velopmental Disability and Older American Acts 
require ACL to advocate for people with disabili-
ties, which is a different role than that of other 
Health and Human Services agencies. 

Eleven disability and advocacy organizations 
(http://thenadd.org/wp-content/uploads/2012/06/
Schedule-for-forum-for-posting.pdf ) identified 
their priorities in response to parents’ and federal 
statements. They highlighted the need for more 
information at the state level about individuals 
with IDD and co-occurring MI and the impor-
tance of strengths-based and person-centered 
approaches. Forty-three states use the National 
Core Indicators and protocols, which report that 
43% of individuals with IDD exhibit self-injuri-
ous, disruptive, or destructive behavior. States 
are working with a myriad of managed care orga-
nizations (MCOs). Most states do not have the ex-
pertise to craft appropriate contracts, which must 
specify needed MCO expertise on and service net-
works that address individuals with IDD and MI.

MCO representatives (http://thenadd.org/wp-
content/uploads/2012/06/Schedule-for-forum-for-
posting.pdf ) pointed out that just as Medicaid 
systems vary state to state, each MCO may be 
very different than others within the same state 
or other states. They emphasized the importance 
of MCOs conferring with stakeholders. MCOs 
have an important role in developing a knowl-
edgeable workforce by training current providers 
as well as the next generation. There was also 
discussion of a shift from service-based to com-
munity-based systems, supported by removal of 
traditional regulatory and funding barriers. 

The meeting’s strategic planning focused on 
four priority areas and identified four commit-
tees to address these priorities. The first prior-
ity is collecting and analyzing available data to 
demonstrate costs and cost savings to spur gov-
ernmental attention to enhanced community ser-
vices and adoption of best practices. The second 
priority is coordination on behalf of this popula-
tion across Federal agencies and national organi-
zations. To that end, the two state leadership or-
ganizations that attended the October meeting, 
the National Association of Directors of Develop-
mental Disability Systems (NASDDDS) and the 
National Association of State Mental Health Pro-
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gram Directors (NASMHPD), met with NADD 
to discuss their roles in addressing the service 
and system challenges of IDD with co-occurring 
MI. A third priority is coordination among state 
agencies, including identification of those mov-
ing towards inter-system collaboration, support-
ed by a resulting white paper. The fourth priority 

addresses MCOs’ lessons learned from effective 
programs and development of state-MCO con-
tract specifications.

NADD members interested in supporting these 
efforts are very welcome to join the US Public Poli-
cy Committee by contacting the Committee Chair, 
Eileen Elias at eelias@jbsinternational.com.

DSP Interests and Concerns

Medication, Education and Advocacy: 
Useful Insights: Improving How People with 
Developmental Disabilities Use Medication
Yona Lunsky, and Virginie Cobigo

A few opening questions
How many medications do you take each day? 
How did you decide to take them, and how do 
you know they work? How bad are the side effects, 
and what do you do to tolerate them?
One last question: What would happen if you 

were unable to ask yourself any of these ques-
tions or if no one helped you figure out the an-
swers? Consider this story….

My brother had been on numerous 
medications for almost 10 years. He be-
came very quiet, slowed down and slug-
gish. He also gained a lot of weight and 
didn’t have the energy he used to have. 
Over those 10 years, we began to feel 
that this was just who he was and forgot 
about his old energetic self who was al-
ways on the go. However, he began to get 
upset with this sluggish self and slowly 
became more aggressive and began lash-
ing out, always telling us he didn’t feel 
well or wasn’t happy. It was a long and 
painful process, but we eventually real-
ized that he was likely overmedicated. 
Once this issue was cleared up, we saw 
a re- emergence of his old self. With the 
right balance of medication, he could be 
happy and energetic and also have his 
psychiatric issues under control.

—Francine ( from Atlas, Chapter 6)
Medication use is very common for individu-

als with developmental disabilities. But medi-
cations can also lead to problems when you 
struggle with how to report whether a medica-
tion helps or not, or when others aren’t alert to 
the impact of the side effects. In the story above, 

Francine and others started to forget that the 
person before them was not the person they 
knew and loved. And it was very frustrating for 
Francine’s brother as well to not feel like him-
self. Fortunately, they had the patience, motiva-
tion, and clinical support to set things straight. 
But it does not always work out that way.

Medication training for staff has historical-
ly had a focus on “medication dispensing.” 
Staff were taught about medication safety, 
where to keep medications, how to administer 
them, when to give them out, and how to doc-
ument what occurred. But while medication 
safety is terribly important, it is not enough. 
We now know that when it comes to medica-
tion, a support worker needs to be:
•	 An advocate who can support those tak-

ing medications to be their own advocates 
in health care discussions,

•	 A communicator about the need for medi-
cation, and the effectiveness of medication,

•	 A teacher about what medications can 
do, how to take them safely, and how to 
monitor them, and

•	 A monitor who can keep on eye on the ef-
fects of medication, and report them to 
healthcare professionals.

Adults with developmental disabilities are at 
a higher risk for physical and mental health 
problems. As a result, they tend to get pre-
scribed many different medications. But it’s 
very difficult for people with developmental 
disabilities to identify and report side-effects 
from medication. Also, although medications 
aren’t necessarily bad, taking too many, not 
enough, or not the right ones can lead to prob-



13January/February 2015    Volume 18    Number 1

The NADD BULLETIN

lems. Not being able to ask questions about 
the medications or not following instructions 
can also result in serious issues.

The Health Care Access Research and Devel-
opmental Disabilities (H-CARDD) Program stud-
ied medication use by 52,000 adults with devel-
opmental disabilities, who get their medication 
paid for by the Ontario Drug Benefit Program. 
Here are a few things they found:
•	 Nearly one in two adults takes two or 

more medications.
•	 One in five receives five or more medica-

tions at the same time.
•	 Older people, women, and those with dis-

eases receive a lot of medication.
•	 Of all the medications given, antipsychot-

ic medications are prescribed most often.
•	 One in five adults who take antipsychotic 

medication may take two at one time. This 
medication combination can put them at 
risk for very serious problems, even death.

Careful monitoring is essential. The treat-
ment team should work with the person taking 
the medication and caregivers to identify the 
effects of each medication and figure out ways 
to monitor them objectively. The focus needs to 
be on observable behaviours.

There are many ways to minimize side-effects. 
These strategies include:
•	 Taking the medication in smaller doses 

spread over the day.
•	 Taking medication with appropriate food.
•	 Taking an additional medication to treat 

specific side-effects.
•	 Changing the medication.

Remember that some individuals with devel-
opmental disabilities might be hypersensitive to 
medications. A side-effect that may not feel like 
much to you could be intense for them. For exam-
ple, dizziness can be an annoyance for anyone, 
but if you already have problems walking steadi-
ly without medication, any additional dizziness 
could be very dangerous. Small adjustments in 
medication can make a significant difference for 
someone affected by side-effects.

Staff should make sure they know the name 
and dose of each drug and why it has been pre-
scribed. Local pharmacies can print out this in-
formation. It is important to get all prescriptions 
filled from the same pharmacy. The pharmacist 
is always available to answer questions about 
any medication, as well as how different medica-
tions interact when taken at the same time. A 
medication for a physical problem might interact 
with a medication for a psychiatric issue. Those 

who prescribe medications need to know the com-
plete list. That’s why it is so important for staff to 
keep track of medications and to keep the family 
physician updated about all of the medications 
that are being prescribed.

When there are multiple doctors involved, each 
treating different problems, they may not know 
about other medications that are unrelated to 
the problem they’re focused on. Have a list of 
medications for every medical appointment. One 
easy way to do this is to get an updated printout 
from the pharmacy.

Walk-in clinics can be convenient, but keep in 
mind that their staff also will not have a full pic-
ture of the medications being used. It is always 
better to see a physician who knows you best. If 
that can’t happen, at least have up-to-date infor-
mation available for walk-in appointments.

In an emergency, the staff at the hospital emer-
gency department may be able to view the list of 
current medications covered through the person’s 
drug benefits plan on the hospital computer. But 
they may not know that the person you support is 
part of a drug plan, so you should tell them that 
information. A hospital can also call your pharma-
cy to get that information in an emergency.

Staff can also help to monitor medication by:
•	 Ranking symptoms of the illnesses on a 

scale of one to 10 and reporting any im-
provement.

•	 Tracking behaviours in a journal to deter-
mine whether or not medication is work-
ing (for example, what happened when a 
certain dosage was changed?).

•	 Noting side-effects and discussing them 
with the treatment team.

•	 Checking with a doctor and/or pharmacist 
for drug interactions before new medica-
tions are given (prescription or over-the-
counter).

The input of staff is very important when 
making changes to medication. Staff can help 
those taking medications to report on how the 
adjustment is going: are symptoms worse? Are 
side-effects better?

Staff can also help individuals prepare before 
a meeting with a health care provider, to give 
medication feedback.

Sometimes, staff may be the only people who 
can help the doctor decide if it is a good time to 
make changes to a medication regimen. If there 
are significant changes in a person’s routine or 
living situation, it might not be the best time to 
monitor medication changes. After all, it might 
be impossible to know how much of the change is 
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due to the life situation and how much is due to 
the medication.

It takes a team-based approach to improve 
how individuals with developmental disabili-
ties use medications. Staff are an important 
part of that team. Education for adults with 
developmental disabilities and their caregiv-
ers on the appropriate use of medications and 
on monitoring side-effects is important.

More Information
H-CARDD website www.hcardd.ca
LD Medication Guideline: Using Medication 

to Manage Behavioural Problems in Adults 
with Learning Disabilities (University of Bir-

mingham)
http://www.birmingham.ac.uk/research/activ-

ity/ld-medication-guide/index.aspx
Project MED Educational Booklets and Inter-

national Consensus Handbook (Nisonger Center)
- Philip Green http://nisonger.osu.edu/projectmed
ATN/AIR-P Medication Decision Aid: for Fami-

lies of children with ASD (Autism Treatment 
Network) http://www.autismspeaks.org/science/
resources-programs/autism-treatment-network/
tools-you-can-use/medication-guide

Auditing Psychotropic Medication Therapy 
(Surrey Place Centre)

- http://www.surreyplace.on.ca/Documents/Audit-
ing%20Psychotropic%20Medication%20Therapy.pdf

ANTICHOLINERGIC EFFECTS

Side-Effect Management Strategies

Dry mouth

Dry eyes and/or blurred 
vision

Constipation “

Urinary retention

•	 chewing sugarless gum or sucking on sugarless or sour candy (both dry mouth and excess 
sugar can increase the risk of tooth decay)

•	 ensuring good mouth hygiene, including frequent brushing, flossing and use of mouthwashes
•	 having regular dental checkups
•	 using oral lubricants (e.g., MoiStir)

•	 getting a prescription for eye drops

•	 increasing fluid intake (e.g., water, juice and other non-caffeinated, non-alcoholic beverages)•	 increasing regular physical activity and exercise•	 increasing dietary fibre (e.g., bran, raw fruits andvegetables)•	 trying a bulk laxative (e.g., Metamucil , Prodiem) or stool softener (e.g., Surfak, Colace)•	 avoiding regular use of stronger or stimulant laxatives (e.g.,sennosides [Senokot], bisacodyl 
[Dulcolax])

•	 if mild, patience and running water while attempting to urinate
•	 if more severe, a prescription medication to help counteract this effect

CENTRAL NERVOUS SYSTEM EFFECTS

Side-Effect Management Strategies

Drowsiness

Lack of muscle co-ordination 
or muscle weakness (ataxia)

Headache

•	 taking most of the dose, or the full dose if possible, at bedtime

•	 checking with a doctor since it may be due to too high a dose

•	 trying over-the-counter headache remedies such as acctaminophen (Tylenol), acetylsalicylic 
acid )Asprin) or ibuprofen (Advil) --- but first asking a doctor or pharmacist to check for 
possible drug interactions

•	 getting a prescription for a different medication if, with time, headaches don’t go away

INCREASED ENERGY (ACTIVIATION EFFECT)

Side-Effect Management Strategies

Extrapyramidal effects (tremor, 
restlessness, muscle stiffness 
and spasms, difficulty 
walking)

•	 adjusting the dose (done by doctor)
•	 getting a prescription for anti-Parkinsonian drugs (e.g., benztropine [Cogentin]—but this 

medication must be monitored, as excessive doses may cause other side-effects such as 
disorientation, confusion and delirium)

•	 taking proranolol, a prescription medication used to treat tremor or restlessness
•	 taking a benzodiazepine (e.g., lorazepan [Ativan]) to treat restlessness



Note from the editors
This issue of the NADD Bulletin includes a wealth of helpful 

information and strategies for the support of individual with co-
occurring developmental disabilities and mental health disorders. 
Deceil Moore provides insights and suggestions relevant to work-
ing with individuals who have difficulty forming relationship at-
tachments. Dr. Neil Friesland discusses the value of special edu-
cation within a small college setting, which can benefit all stu-
dents and faculty. Dr. Jarrett Barnhill explores the link between 
Autism Spectrum Disorders and catatonia. Dr. Jacobstein and Ei-
leen Elias, M.Ed. review the October 2014 NADD-sponsored Na-
tional Policy Forum that was held in Bethesda, Maryland. With 
permission from the editors of the Direct Support Workers News-
letter, we are printing an article by Drs. Yona Lunsky and Vir-
ginie Cobigo about how individuals with disabilities can improve 
their use of medication.

A special thanks to Dan Baker and Rob Fletcher who provided 
extensive assistance to this Editor in Ed Seliger’s absence in order 
to bring this issue to press. We wish Ed a speedy recovery and 
return from medical leave.

Lucy Esralew, Ph.D., NADD-CC
lesralew@trinitas.org
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GASTROINTESTINAL EFFECTS

Side-Effect Management Strategies

Nausea

Diarrhea

• taking medications with meals, having small snack or drinking milk
• not using antacids within two hours of taking the medication, as they may interfere with drug 

absorption

• trying loperamide (Imodium) or attapulgite (Kaopectate) after checking with a doctor or 
pharmacist for any drug interactions

• taking smaller doses throughout the day or-if the diarrhea is the result of taking lithium-using 
a slow-release preparation (sudden diarrhea may indicate lithium toxicity)

CARDIOVASCULAR EFFECTS

Side-Effect Management Strategies

Dizziness, fainting

Rapid heartbeat

High blood pressure

• getting up slowly from a lying or sitting position and dangling feet
• wearing support hose and doing calf exercises to reduce blood pooling in the calves
• taking the drug in smaller, divided doses throughout the day

• reporting this side-effect to a doctor-however, this is usually not a serious problem

• speaking to a doctor about reducing the dose, changing medications or adding a high blood 
pressure medication

OTHER

Side-Effect Management Strategies

\.Veight effects

Sexual
side-effects”’

Difficulty regulating
extreme changes
in temperatu re
(altered thermo 
regulation)* *

Photosensitivity

Excessive sweating

• reducing carbohydrate and sugar intake and consulting a dietician, if possible
• increasing physical activity and exercise

• reporting these side-effects to a doctor, as all treatments for this side-effect involve 
prescription medications

• trying a different drug, if these side-effects don’t go away over time

• spending only a short time in saunas or out in the sun on hot humid days clue to increased 
risk of sunstroke

• drinking plenty of fluids and staying in the shade as much as possible
• wearing loose-fitting clothing and a wide-brimmed hat
• avoiding overexposure on freezing days due to increased risk of hypothermia

• avoiding prolonged sun exposure
• wearing loose-fitting clothing and a wide-brimmed hat
• always using sunscreen with an SPF of 15 or higher

• using talcum powder and a stronger antiperspirant (e.g., Drysol) for greater comfort
• speaking to a doctor about reducing the dose
• speaking to a doctor about adding another medication if a severe case

*The impact of these side-effects is not l im-
ited to people engaging in sexual relations 
with others. For example, some men can ex-
perience serious distress because a medication 
they take causes difficulties reaching a climax 
while masturbating.

**It is important to watch a person with a dis-
ability who cannot report their own temperature. 
It becomes the caregivers role to keep them com-
fortable, hydrated and dressed appropriately.

Reprinted with permission from The Direct 
Support Workers Newsletter, Vita Community 
Services, Volume 3, Issue 5.

DSP Interests and Concerns is an ongoing column 
in The NADD Bulletin. We welcome your comments, 
suggestions, and submissions for this column. To 
learn more or to contribute to this column, you may 
contact Melissa Cheplic, Editor of DSP Interests 
and Concerns at cheplima@rwjms.rutgers.edu. 
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Visit the NADD website at www.thenadd.org for more information on upcoming 
conferences and trainings. Updated information is posted as available.

Upcoming Conferences/Trainings
************************************

State of Ohio NADD MI/DD 13th Annual Conference
September 21-22, 2014 • Columbus, OH

NADD 32nd Annual Conference & Exhibit Show
November 18-20, 2015 • San Francisco, CA

************************************


