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Note from the editors
The July/August issue of the Bulletin provides an array of interesting 

and thought provoking pieces relevant to MI/DD practice and service de-
livery. Eileen Elias and her colleagues from JBS International provide a 
summary of their white paper on Fetal Alcohol Spectrum Disorder; their 
article describes the challenges of diagnosis and treatment of children 
with FASD and co-occurring psychiatric disorders. Dr. Darin Schiffman 
explores best MI/DD practice from the vantage of a transdisciplinary ap-
proach to better understanding and service coordination for individuals 
with dual diagnosis. Elyse Kerr, NADD-CC, writes about the value of 
NADD clinical certification for private practice. Jarrett Barnhill, M.D., 
initiates the first part of his series on affective neuroscience by discussing 
the complex interface between the neurobiology of depressive disorder 
and IDD. In a special edition of the U.S. Public Policy Update, Susan 
Morris writes about Canadian health and social service policy and struc-
tures. Dr. Lynette Henderson debunks five myths about autism/ASD in 
her column for DSP Interests and Concerns.

 
The co-editors hope that you all enjoy the remaining days of summer. 

Please continue to send material that describes your work so that we can 
share with our Bulletin readership.

 
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC
Jarrett_Barnhill@mednet.unc.edu

Lucy Esralew, PhD, NADD-CC
lesralew@trinitas.org
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NADD 
Needs Your Support

Consider making a donation to help support NADD’s mission of ad-
vancing mental wellness for persons with developmental disabilities 
through the promotion of excellence in mental health care. Donations 
from NADD members and friends provide the additional funds to assist 
us in our work. As a 501(c)(3) nonprofit, NADD maintains its annual 
operating budget through service fees, publication sales, grant support, 
and charitable contributions. Tax deductible donations allow NADD to 
make a difference in the quality of life for the people we serve.

For additional information, or to donate on line or by check, visit 
http://thenadd.org/about-nadd/support-nadd/

Thank you for your continuing support.

notice developmental differences. As a DSP it 
is important know what the research says, but 
to also be sensitive to different beliefs around 
what causes autism. For more information, go to 
http://www.cdc.gov/vaccinesafety/Concerns/Au-
tism/Index.html. 

5. “Every Person with ASD Is a 
Genius and Has a Special Talent Like 
the Movie Character Rainman”

People with all levels of intellectual ability can 
have ASD. That means there are genius-level 
people with ASD. There are also people with ASD 
who have intellectual disabilities. The special or 
‘savant’ skills that Rainman showed are a natu-
ral outgrowth of his deep interests and autism-
specific differences in brain organization. Your 
brain would also become highly specialized if you 
spent hours every day thinking about any one 
thing.

For additional information, contact Dr. Hen-
derson at Lynnette.henderson@ vanderbilt.edu.

This article, “Five myths about autism/ASD,” 
2013, was reprinted from Frontline Initiative.  
This is a publication of the National Alliance for 
Direct Support Professionals (NADSP) that is 
dedicated to promoting the interests of DSPs who 
support people with disabilities in a variety of 
community settings.  For more information and 
to access the publication, please visit https://nad-
sp.org/communication/frontline-initiative.html. 

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 Chep-
lic, Editor of DSP Interests and Concerns at  
cheplima@umdnj.edu. 
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[A white paper upon which the article is based 
is available at http://www.jbsinternational.com/
site/Pages/services-disabilities.aspx.]

The purposes of this article are to increase un-
derstanding of the connection between serious 
emotional disturbances and fetal alcohol spec-
trum disorders (FASD) and to raise awareness of 
the unique diagnostic challenges and treatment 
needs of children who have FASD and co-occur-
ring psychiatric disorders. The term co-occurring 
disorder describes the presence of a psychiat-
ric disorder and a disorder such as FASD that 
is related to substance use. Co-occurring disor-
ders can also include the presence of a devel-
opmental disability, a co-occurring emotional/
psychiatric disorder, and FASD. Robust studies 
of evidence-based interventions for populations 
with co-occurring disorders are lacking. This ar-
ticle highlights both the lack of such studies and 
the pressing need for specialized interventions 
that address the diagnostic and treatment chal-
lenges faced by children with psychiatric disor-
ders within the FASD population.  It is based on 
a project supported by the Centers for Medicare 
and Medicaid Services (CMS) Community Al-
ternatives to Psychiatric Residential Treatment 
Facilities Grant Demonstration Grants. The con-
tents of this article are solely the responsibility of 
the author and do not necessarily represent the 
official views of CMS.

FASD emerged as a description of a contin-
uum of disorders associated with fetal alcohol 
syndrome (FAS) in the last 20 years; FAS itself 
was identified in the 1970s. FAS was originally 
thought to be associated with distinctive facial 
features and cognitive deficits. It is now under-
stood that FAS can be present in those with aver-
age intelligence and no physical markers, which 
complicates the diagnosis due to the absence of 
symptoms. FASD comprises various disorders 
that require a multidisciplinary team to properly 
diagnose it. FASD is not included in the fifth edi-
tion of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5) as a full diagnostic 
category but is listed as a disorder that requires 
further study (American Psychiatric Association 

[APA], 2013); this is a step on the way to full in-
clusion as an identified diagnostic disorder. 

It is estimated that 1 in 100 babies in the United 
States is born with a neurodevelopmental disorder 
as a result of prenatal exposure to alcohol (PAE) 
(May & Gossage, 2001). FASD is frequently cit-
ed as the most common preventable birth defect. 
The presence of FASD predisposes children to a 
variety of co-occurring psychiatric disorders (i.e., 
a psychiatric disorder that co-occurs with a dis-
order such as FASD that is related to substance 
use). While the breadth of the problem is appar-
ent, there is a dearth of research that addresses 
it. The literature review for this article identi-
fied only one large-scale study of children who 
had PAE and co-occurring psychiatric disorders 
(Disney, Iacono, McCue, Tully, & Legand, 2008). 
There is also a consequent lack of evidence-based 
treatments available for this population.

A challenging aspect of FASD is the psychiatric 
disorders that often accompany it. Mood disor-
ders, major depression, psychosis, and personal-
ity or conduct disorders can co-occur with FASD. 
The fact that FASD can co-occur with psychiatric 
disorders is often why FASD is underdiagnosed 
in children receiving treatment in Psychiatric 
Residential Treatment Facilities (PRTFs) and 
other institutions. In 2005, Congress funded 
state-based demonstration projects to determine 
whether children with serious emotional disor-
ders who would normally be served in a PRTF 
could be treated successfully in a community-
based setting. Nine states (Alaska, Georgia, In-
diana, Kansas, Maryland, Mississippi, Montana, 
South Carolina, and Virginia) were funded to 
provide community alternatives to inpatient 
treatment in PRTFs. Mindful of the cognitive 
deficits experienced by children with FASD, the 
Alaska demonstration focused on modeling new 
behaviors that ameliorate symptoms of serious 
emotional/psychiatric disorders for these chil-
dren and ease transitions into employment and 
independent living. By pairing each child with 
a mentor and bringing all the providers and so-
cial service agencies involved in the child’s care 
together for training and education, the Alaska 
demonstration project was able to maintain this 

Improving Awareness and Treatment of 
Children with Fetal Alcohol Spectrum Disorders 
and Co-Occurring Psychiatric Disorders
Eileen Elias, Donna Siu, Jessica Dembe, Andrew Kletzien, Anne Leopold, JBS International
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population of children in the community, even 
though they met criteria for inpatient hospi-
talization. By highlighting Alaska’s successful 
demonstration, this article makes the case for 
developing interventions for children with FASD 
and co-occurring psychiatric disorders, while 
documenting the lack of evidence-based practices 
to treat this population, especially when an in-
dividual is hospitalized in a psychiatric facility.

Against the difficulty of diagnosing FASD and 
the under-recognition of psychiatric disorders in 
children with FASD is the very real knowledge 
that early diagnosis of FASD is a main protective 
factor, leading to twofold to fourfold decreases in 
adverse life outcomes (e.g., trouble with the law, 
confinement in jail or for treatment, repeated in-
appropriate sexual behavior, substance abuse) 
(Streissguth et al., 2004).  

Early diagnosis must be followed by interven-
tions that target the emotional/mental, behavior-
al, and educational needs of children with FASD 
and co-occurring psychiatric disorders. Because 
psychiatric disorders often accompany FASD in 
children, understanding the roles of trauma and 
protective factors can be integral to preventing 
and intervening in FASD and the psychiatric 
disorders with which it occurs. An early diagno-
sis of FASD and co-occurring disorders can have 
the potential to break the cycle of trauma and 
substance abuse that, if undiagnosed, can appear 
across generations. Bertrand (2009) compiled 
five behavioral interventions that show promise, 
and APA, in the DSM-5 (APA, 2013), surveys be-
havioral therapies and pharmacotherapies. The 
provisional inclusion of FASD in DSM-5 (in its 
Neurobehavioral Disorder Associated with Pre-
natal Alcohol Exposure section) may drive more 
research and heighten the profile of FASD. 

Understanding the History and 
Experience of Children with FASD And 
Psychiatric Disorders, Including Those 
Treated in PRTFs, Other Psychiatric 
Institutions, and Educational Systems

Children who receive an FASD diagnosis face 
various developmental, behavioral, and educa-
tional challenges. Because FASD is a birth de-
fect that primarily affects the brain, early iden-
tification of FASD is critical to ensuring that the 
child’s needs are addressed throughout his or her 
lifespan. Children affected by FASD may be de-
fiant, aggressive, or out of control; these symp-
toms can, in part, be attributable to central ner-
vous system (CNS) damage brought on by PAE. 
Children who are affected by CNS damage that 

is due to PAE may experience maladaptive be-
haviors that lead to referrals for diagnostic eval-
uation and possibly a mental health diagnosis 
by behavioral health staff. As identified by the 
Alaska PRTF waiver demonstration, maladap-
tive behaviors may not be recognized as FASD 
or may be mislabeled as stubbornness or “bad” 
behaviors by caregivers, teachers, and family 
members (Substance Abuse and Mental Health 
Services Administration, 2004). Children with 
FASD and co-occurring psychiatric disorders of-
ten go undiagnosed as many clinicians primar-
ily treat the deviant behaviors. A diagnosis of 
FASD is often overlooked because clinicians may 
rely on using facial characteristics and cognitive 
deficits as primary signs of FASD while, in actu-
ality, children with FASD may lack the telltale 
facial characteristics and have average IQs. In 
place of an FASD diagnosis, a clinician may list 
a co-occurring mental illness as the primary di-
agnosis that may not address cognitive deficits 
caused by PAE. For example, children affected 
by FASD may be mistakenly diagnosed as hav-
ing attention-deficit/hyperactivity disorder (AD-
HD) because the co-occurring disorder can cause 
learning and behavioral problems that mirror 
the characteristics of ADHD. When an individual 
with FASD receives pharmacological therapy for 
what turns out to be an improper diagnosis, the 
individual may not respond to treatment. 

Because of the maladaptive behaviors and lack 
of social skills that children with FASD typically 
exhibit, children with FASD may not respond to 
traditional teaching methods and may act out 
in frustration when faced with challenges in the 
classroom. Students with FASD face an addi-
tional challenge in school because the diagnosis 
is not a recognized Federal category for special 
education, therefore rendering the student in-
eligible for educational support even if the need 
for educational support is demonstrated by the 
student. Children, their families, and caregivers 
must contend with FASD as it affects learning 
and with the fact that learning difficulties re-
sulting from FASD are usually not identified as 
needing special education. 

Understanding the Current State of 
Research of Psychiatric Conditions 
that Co-occur in Children with FASD

Research on individuals with FASD and co-
occurring disorders is scarce. Although there is 
an abundance of literature on neurocognitive 
deficits of individuals with PAE that focuses on 
response inhibition, attention, memory, and ex-
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ecution functioning, there has been a dearth of 
research on co-occurring FASD and psychiatric 
functioning. Also, there is a lack of studies that 
focus on diagnosing and treating psychiatric dis-
orders in children with FASD. As a consequence 
of this lack of research, there is a correspond-
ing lack of evidence-based treatments available 
to address the needs of a child with FASD. This 
lack of evidence-based treatments results in a 
lack of effective interventions that address be-
havioral and cognitive challenges. Studies that 
have analyzed psychiatric functioning in chil-
dren with PAE are sparse, and studies that exist 
use a small sample size. This article highlights 
four studies from the University of California at 
Los Angeles and the University of California at 
San Diego that study the psychiatric functioning 
of children with PAE. Each study found that the 
vast majority of children who were exposed to al-
cohol during fetal development met the criteria 
for at least one mental disorder. The only large-
scale study examining PAE and deviant behav-
ior used data from the Minnesota Twin Family 
Study; data from that study found that PAE was 
associated with high levels of conduct disorder 
symptoms (i.e., lying, inability to follow rules, 
and defiant or impulsive behavior) regardless of 
environmental factors associated with parents 
who consume alcohol (Disney et al, 2008). These 
studies establish a link between PAE and im-
paired psychiatric functioning and highlight the 
need for psychological evaluation for individuals 
exposed to alcohol during fetal development to 
prevent undetected or misdiagnosed co-occurring 
mental disorders. Based on the literature avail-
able, interventions that were designed and adapt-
ed for children with FASD can be tailored to treat 
children with FASD and co-occurring disorders. 
These interventions address social skills training 
to improve peer friendships and behavioral and 
mathematical functioning, parent–child interac-
tion therapy, and behavioral consultation. 

Understanding the Importance of 
Accurately Diagnosing Children 
with FASD and Co-Occurring 
Psychiatric Disorders so that They 
Can Be Treated Appropriately

According to the National Institute on Alcohol 
Abuse and Alcoholism (NIAAA), FASD is chroni-
cally underdiagnosed because “distinguishing 
FASD from other developmental disorders is 
tricky, and evolving diagnostic standards are not 
yet accepted by everyone” (NIAAA, 2011). Diag-
nosing an individual with FASD is complicated 

because it can co-occur with a psychiatric disor-
der. What has been suggested in the literature is 
that an individual with FASD and a co-occurring 
disorder is not diagnosed with FASD, but rather 
he or she may receive a diagnosis of multiple men-
tal illnesses as the primary diagnosis. The behav-
ioral deficiencies that appear in patients affected 
by FASD may be addressed, but their neurocogni-
tive deficiencies caused by PAE may be ignored. 
If neurocognitive effects are ignored, then tradi-
tional pharmacological therapies will be ineffec-
tive and, thus, inappropriate for the patient. Such 
inappropriate treatments may increase the risk of 
unnecessary psychiatric and medical hospitaliza-
tions and other adverse life events. To obtain an 
accurate diagnosis of FASD, a multidisciplinary 
team that consists of clinicians who understand 
the child’s behavioral, psychological, and social 
needs should determine appropriate interven-
tions that can be tailored to the child and family 
(NOFAS, 2006). The Alaska demonstration waiv-
er program showed that this diagnosis strategy 
was effective in helping children with FASD seek 
treatment and stay in their home environment.

Recommendations to Help Children 
with FASD and Co-Occurring 
Psychiatric Disorders Achieve Their 
Optimal Functional Status 

To improve understanding of the effects of 
FASD and co-occurring psychiatric disorders, 
changes must be made in research and clinical 
awareness, prevention programs, treatment in-
terventions, and training and leadership initia-
tives. Research should attempt to improve un-
derstanding of the social and child–parent rela-
tionship challenges for children with FASD, early 
identification and diagnosis with attention to 
special populations, and community accessibility 
of treatment services, including efficacious medi-
cations. Improving clinical awareness of FASD 
should include training for educational and legal 
systems to correctly identify children with FASD 
symptoms and refer them to clinical profession-
als. Maintaining effective clinical awareness re-
quires knowledge of evidence-based preventive, 
diagnostic, and referral practices, which may 
include resources for prenatal detection. Preven-
tion of FASD must include educational tools for 
pregnant women and those who might become 
pregnant, including surveillance programs for de-
tection and treatment of substance use disorders. 
Instituting pregnancy screenings in substance 
use disorder treatment programs and using com-
munity initiatives to reduce the use of drug and 
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alcohol among teens would also serve to prevent 
the incidence of FASD. Once evidence-based prac-
tices become easily accessible, these practices 
must be translated into community-based ser-
vices that not only treat biological and physiologi-
cal functionalities but also address the social and 
familial challenges of children with FASD. Inter-
ventions may also include providing educational 
and training resources to caregivers to provide 
children with a more robust and complete system 
of care. The prevention, identification, and treat-
ment of children with FASD require training and 
leadership that include not only educators and 
special education programs, but also stakehold-
ers and policymakers to promote the benefits of 
streamlining treatment responses and emphasize 
the reduction in healthcare expenditures. 

The problems of children with FASD and co-
occurring psychiatric disorders need to be ad-
dressed. Researchers must study programs that 
help prevent alcohol use during pregnancy and 
encourage the commitment of medical profes-
sionals, researchers, policymakers, and health 
administrators to reduce the effects of FASD on 
the lives of children and their families and the 
social and financial cost to the nation. 
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There has been impressive work within the 
past several decades in identifying and promot-
ing evidence based approaches to the treatment 
of individuals with a dual diagnosis. This work 
has been transdisciplinary and has included psy-
chiatry, social work, nursing, clinical psychol-
ogy, neuroscience, and behavioral psychology. 
However, there has not been much done towards 
the standardization of practice. We still encoun-
ter attitudes and beliefs that illustrate a lack of 
preparation and a bias against translational re-

search to apply evidence-based practices to work 
with this population. Additonally, we might even 
see an unwillingness among community provid-
ers to work with the population of individuals 
who are dually diagnosed.

Fuller and Sabatino (1998) asserted that there 
is an observed tendency of some practitioners to 
treat intellectual disability and mental illness 
as mutually exclusive phenomena. This attitude 
may lead practitioners to incorrectly disregard 
mental health among individuals with IDD.  This 

Suggested Solutions and Best Practices in Planning 
Integrated Services for People with Dual-Diagnosis: 
An Experiential and Curriculum-Based Approach
Darin D. Schiffman, Psy.D., L.P.
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has important implications for service delivery. 
It is widely known, however, that the IDD popu-
lation is at greater risk of developing mental ill-
ness, although the prevalence of MI/DD is highly 
contested. For example, Campbell & Malone 
(1991) provide an estimate that 14-70% of the 
IDD population meet criteria for a mental health 
disorder. According to Rush, Bowman, Eidman, 
Toole, & Mortenson (2004), the prevalence of 
psychopathology in the IDD population has been 
estimated at 4-5 times higher when contrasted 
with the general population. 

Presently effective models exist for clinical ser-
vice delivery to individuals with both IDD and a 
mental illness. Most, if not all of these models, in-
volve a transdisciplinary approach encapsulated 
by the work of a multidisciplinary team. Unlike 
clinical approaches for typical clientele, the treat-
ment approaches for individuals with MI/DD 
involve a holistic view of the client with the rec-
ognition that providers across multiple settings 
must communicate and coordinate their services 
for the most effective support of the client who 
has MI/DD. From that perspective, an emphasis 
on the interdisciplinary process seems to “knock 
down” certain barriers by necessarily promoting 
a greater awareness of and sensitivity to the sa-
lient issues that affect all service professionals. 

Part of the collaboration involves understand-
ing the unique contribution of each of the disci-
plines that support the individual with dual di-
agnosis. This necessary collaboration provides 
opportunities for cross-training, in-services, 
supervision, and shared problem solving as the 
daily problems of living for individuals cut across 
residential, programmatic, and clinical settings.

The Interdisciplinary 
Process as a Resource

In my daily work at a residential treatment 
center, and in the community, I have come to rec-
ognize and value the potential benefits of view-
ing treatment holistically and beyond the limits 
of my discipline. The interdisciplinary process is 
itself a resource to remove or greatly reduce im-
pediments to treatment. 

From a caregiver’s perspective, I think it makes 
good sense for team members to increase their fa-
miliarity with the perspectives of other disciplines 
regarding the client’s functioning. Individually, 
each member of the interdisciplinary treatment 
team (IDT) serves as an invaluable resource to 
the client and to one another. Yet, too often pro-
fessionals bypass one another when offering their 
respective opinions and services. Where this lack 

of connection exists, both individuals have failed 
to capitalize on the symmetry between their dis-
ciplines and the seemingly complimentary per-
spectives they espouse in terms of the factors that 
cause and sustain problems in one’s emotional, 
cognitive, and developmental functioning. Under-
standing varying perspectives and exchanging 
pertinent information can improve interactions 
among professionals. This is preferable to the 
types of finger pointing and fragmentation that 
can occur when disciplines do not collaborate on 
behalf of the MI/DD client. Never are the benefits 
of this systemic collaboration more apparent to 
me than at those times when mental health and 
developmental disabilities service workers share 
information, engage in problem-solving, and clar-
ify misconceptions in an effort to support one an-
other’s common goal of promoting the wellbeing 
of the individual with a dual diagnosis.

Increased Professional Training
There are many professionals who are trained 

to practice their specialties competently, who are 
not trained adequately to specifically assess and 
to treat the DD population. We need to recruit 
and train professionals in matters beyond their 
own areas of specialization so that they can be 
skillful and effective in serving people with a du-
al diagnosis, even if it is only to make a referral 
to another discipline for services. 

A general lack of education and training has 
been identified by some authors as being a ma-
jor impediment to adequate service provision for 
people with dual-diagnosis (Fletcher, 1993; Hur-
ley, Tomasulo, & Pfadt., 1998; Rush et al. 2004). 
This situation creates the need for a highly spe-
cific, but contextually driven, supervision. How-
ever, there is a shortage of clinical and profes-
sional training opportunities that are specific to 
dual-diagnosis. Despite these issues, we have the 
knowledge, capability, and probably the financial 
resources available to enable us to set up such 
programs. At the least, we can encourage more 
experienced professionals to participate or, even 
better, take the lead in providing this training 
wherein they assume the roles and functions of 
clinical supervisors, i.e. by guiding internships 
and other training experiences in the field. 

Until we do more to develop practical training 
and education programs to ensure effective treat-
ment, there will be a tenuous balance between 
best practice service provision and what we be-
lieve we should do. While there should be contin-
ued research into the causes, patterns, and the 
effects of mental illness on various subsets of the 
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IDD population, and it is true that these studies 
can serve to promote evidence-based treatments, 
an important issue remains: how to instill the 
skills needed to work with this challenging popu-
lation. 

The comprehensive and highly specialized ser-
vices afforded to other professionals, individuals 
with DD, and their families, by Trinitas Regional 
Medical Center’s SCCAT and ISDT, constitute 
a solid model for best-practice service provision 
to the MI/DD population. Additionally, their on-
site and community-based educational/training 
programs offered to staff and families serve both 
professionals and the greater good of the commu-
nity by allowing individuals with IDD to remain 
in their placements. A poignant example of how 
their training model has benefited a particular 
profession would be the manner in which they 
educate and train their clinicians, for example, 
psychologists, who, upon working with them ac-
cumulate the knowledge and skills necessary 
to become highly specialized professionals with 
training and expertise in clinical, developmental, 
and behavioral areas. Ideally, this type of psy-
chologist maintains an essential interest in tra-
ditional psychological treatment approaches/mo-
dalities, in addition to learning theory and its ap-
plication to the range of behavioral disturbances 
more commonly observed in an IDD population. 

Improving Active Collaboration 
and Communication

The connection to the team process is para-
mount to anticipating the needs of individuals 
who have IDD and to delivering the broad-based 
professional interventions that are necessary in 
working with them. This team involvement is 
also critical in respecting the contributions of the 
various disciplines involved in working with cli-
ents who have IDD. This collaborative element 
should be an integral part of one’s job as a clini-
cian working with this population.  The practical 
aspects of collaboration are more important than 
observational learning, seminar trainings, inde-
pendently consulting the professional literature, 
directed readings, or an accumulation of CEU’s/
credit hours. Essentially, there is an early em-
phasis on enhancing one’s knowledge and skills 
that is the direct outgrowth of expanding one’s 
clinical and professional perspective, rather than 
limiting it to a specific area or sub-specialty. This 
comes by way of an active collaboration with a 
variety of disciplines, not just within one’s own 
discipline. In order for this goal to be accom-
plished, professionals in training need to observe 

their supervisors/IDT members in direct sus-
tained contact with the individuals being served.

Professionals must be mindful and communi-
cate regarding the complexity of the situation; 
they must tailor their approach to working with 
the client. If their methods are careless, leading 
them to take too many shortcuts, or make too 
many generalizations, rather than deriving their 
methods from a more objective, if not integrative 
assessment of the individual, they will formulate 
an incomplete picture. Rather, an organized clin-
ical judgment needs to be made, wherein the rel-
evant client information is collected, structured, 
and quantified by a team of professionals in a 
way that enhances the decision-making process. 
Ideally, aspects of this process would be opera-
tionalized in a quality assessment tool in order 
to overcome such obstacles as team member-bias, 
random review of data, impressions that aren’t 
formulated based upon objective data, conflicts 
in goals, or problems in working relationships 
(Luckasson et al., 1992, p.45). One such dynamic 
quality assessment methodology for enhancing 
managerial and team effectiveness has been de-
vised for this purpose. The Periodic Service Re-
view or PSR represents a comprehensive and 
systematic way of assessing the level of quality 
in services delivered and facilitates discussion 
on what the team is doing well and where oppor-
tunities for improvement exist (LaVigna, Willis, 
Shaull, Abedi & Sweitzer., 1994). 

A Specialized Experiential and 
Educational Curriculum 

It is regrettable that the field of IDD/DD pro-
vides little in the way of experiential and in-
tensive training opportunities, let alone schools 
covering these and related topics in the class-
room. As long as we lack standardized training 
opportunities through which clinicians can de-
velop core competencies including assessment 
and treatment, we will continue to miss the 
symptoms of mental illness within the popula-
tion of individuals with developmental disabili-
ties. There are a number of avenues to develop 
the necessary skills set including:  through staff 
development services, continuing education pro-
grams, clinical/counseling graduate programs, 
and other professional training curriculums, and 
the development of dedicated clinical externships 
and internships for this population. 

As a practicing psychologist, I know that com-
petent clinical practice requires the appropriate 
resources. It is one thing to be open to learn-
ing, but quite another when those in a position 



77July/August 2013    Volume 16    Number 4

The NADD BULLETIN

to teach/impart such knowledge prescribe the 
methods and structure for how such learning is 
to occur. By this, I am referring to a psycholo-
gist’s expected role, not just as someone who 
focuses on mental health issues but as an edu-
cator, role-model, and key participant in the cli-
ent’s treatment. Thus, the psychologist’s function 
is equally reflected in his/her ability to provide 
clinical opinions, or in what is essentially consul-
tative guidance within the holistic model of in-
terdisciplinary healthcare. As such, one possibil-
ity is to augment the current level of training by 
adopting a cross-disciplinary approach with the 
various disciplines imparting their knowledge to 
one another. For practical purposes, this training 
model would call for people from a variety of dis-
ciplines to cross-train one another; for instance, 
IDD professionals would train those with a back-
ground in mental health, and vice-versa.  

From my perspective, derived mostly from 
working within the IDD field for the past 15 years 
(in both developmental centers and psychiatric 
hospitals), it seems as though the knowledge and 
skills of professionals in relation to IDD issues 
is substantial. In view of that, I am in complete 
agreement with Werges (2007), who asserts that 
we must first emend our training practices to ad-
dress a fundamental lack of knowledge and skills 
related to mental illness. To that, I would add 
that we must learn more about the interplay of 
IDD and mental health issues. Werges also sug-
gests that we do more than merely focusing on 
the elimination of disruptive behaviors. Accord-
ingly, many professionals rely on what appears 
to be a deficient understanding of the biological, 
genetic, social, and psychological factors that give 
rise to and sustain mental illness and/or cause 
maladaptive behaviors in people with an IDD; 
this practice will only ensure that we cannot ac-
curately conceptualize, assess, and treat these 
individuals (Werges, 2007). Programmatic design 
must instead focus on both of these elements.

Case Illustration
The following is an example of how a transdis-

ciplinary approach can inform a better under-
standing and a better coordination of services 
for someone with a dual diagnosis of severe in-
tellectual disability and Intermittent Explosive 
Disorder.

For example, a person with a dual diagnosis, 
Severe Intellectual Disability and Intermittent 
Explosive Disorder (a disorder of impulse con-
trol characterized by extreme volatility and angry 
outbursts) who has exhibited aggression toward 

others might benefit from an intervention that 
combines the services of a Psychologist, Psychia-
trist, Speech Therapist, and Direct Care Staff. 
The Psychologist  can administer some diagnos-
tic assessments such as the DASH-II, Reiss Mal-
adaptive Screen, Psychopathology Inventory for 
Mentally Retarded Adults (PIMRA), or the Psy-
chiatric Assessment Scale for Adults with Dis-
abilities (PAS-AD). In addition, the Psychologist 
could conduct a Functional Behavioral Assess-
ment and/or Antecedent Analysis to better under-
stand the factors contributing to the challenging 
behavior(s) and instruct others to collect behav-
ioral data, which the Psychologists will monitor, 
analyze, and interpret at a later time. 

More importantly, the Psychologist under-
stands the typical set of behaviors displayed by 
people diagnosed with Intermittent Explosive 
Disorder and appreciates the origins of it as well. 
The Psychiatrist and the  Psychologist can con-
fer to ensure an accurate diagnosis and to best 
utilize the behavioral data (let’s say the number 
and intensity of angry outbursts) in order to pre-
scribe a  medication for the medical management 
of  this type of disorder. This medication could 
be an SSRI and/or an anti-anxiety medication. A 
Speech Therapist might assess the client’s verbal 
and receptive language skills along with the cli-
ent’s ability to sustain focus with the goal of im-
proving the client’s social-communication skills. 
The Psychologist and Speech Therapist can then 
work together on skills acquisition, training and 
reinforcing the client’s appropriate verbal expres-
sion of anger. The training of the client might 
be followed by the two professionals providing a 
formal in-service to staff who work more directly 
with the client; this training would likely consist 
of their modeling, role-playing, and reinforcing 
with direct care staff the use of appropriate tech-
niques to further ensure the client’s learning and 
generalization of the newly acquired skills across 
settings.  Direct Care Staff implement program-
ming by adhering to guidelines made by the psy-
chologist and speech therapist and by providing 
the professional staff with much needed feedback 
regarding the client’s progress.
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In early 2011, several of my colleagues and I be-
gan to discuss the idea of starting a private outpa-
tient mental health practice; as products of com-
munity mental health we had little idea what this 
would entail.  I bought a book, talked to people 
who had been or were currently in private prac-
tice settings, and collected what I thought was all 
the information I needed to start this project.   At 
the same time, a member of the committee work-
ing on the NADD Clinical Certification had start-
ed to share some information about what was be-
ing proposed.  It was suggested that I consider 
applying to enroll in the certification process.  
While having been in the field of working with 
individuals with dual diagnosis for almost ten 
years, I was extremely interested in the prospect 
of a new credential, but I had no idea how much it 
would impact the success of my business.

Anxiously, I began applying for paneling with 
all major insurance companies serving members 
in my geographic area: Medical Assistance, Blue 
Cross/Blue Shield, United Behavioral Health, 
Tricare, etc.  Naively, I believed that presenting 
the insurance companies with a stack of certifi-
cates earned from the agency I had worked for, 
as well as from the Department of Public Wel-
fare, would result in me being welcomed to their 
network with open arms. Also, as a lot of clini-
cians choose not to work with this population, 
my willingness to do so would help my cause. I 
quickly learned, after receiving multiple rejec-
tion letters and speaking with the network rep-

resentatives from these insurance providers, 
that to them I was no different than the count-
less other people applying to be part of their net-
works.  I asserted that I was an “expert” in the 
field and had a resume and training logs to prove 
it; they contended that I was most certainly not.  
I needed a credential, a certification, or a degree 
that substantiated my claim.  My LPC was no 
different than the other LPC applications that 
they receive every day.  By the time that I had 
a clue to what is needed to become credentialed 
with insurance companies, I had been doing in-
surance leg work for about eight months.  To my 
disappointment I was no closer to becoming con-
nected with the companies that would ultimately 
determine whether I would ever be able to open 
my doors.  I put the business on hold and contin-
ued to work in administration and clinical capac-
ities in community mental health, specializing 
in working with individuals with developmental 
disabilities in eastern Pennsylvania.  

In March of 2012, I found myself finally work-
ing on my writing sample for the NADD Clinical 
Certification.  I worked it and reworked it before 
being told in supervision to stop over-thinking it 
and send it in.  If there were questions or any 
need for clarification it would be handled before 
the final clinical vignette.  For the final step, I 
received the NADD-assigned vignette about 36 
hours prior to my scheduled phone call.  I was 
expected to offer a case formulation and a treat-
ment plan based upon the assigned vignette.  I 

Benefits of NADD Certification
Alyse Kerr, MS, NCC, NADD-CC, LPC
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In this new series the focus shifts to recent de-
velopments in the affective neuroscience with the 
goal of integrating these new developments with 
existing ideas about what depression is, how it is 
transmitted, and why most treatments only work 
for only 70-80% of patients. As we search for an-
swers, we must come to grips with the reality that 
depressive disorders are a collection of syndromes 
with multiple etiologies (Iosifescu and Nierenberg, 
2007). In plain English, there are many faces of 
and pathways to depression. Just as “all roads lead 
to Rome,” depressive disorders are a final common 
pathway. Over the last 30 years, we have created 
many scientific mythologies to explain this vexing 
state of affairs. In case you worry about the use 
of the term “myth” to explain scientific research, 
the definition we will use is “a truth that probably 
never happened as told.”  Lacking facts and a true 
understanding of phenomena opens the door for 
us to fill in the gaps, hence mythmaking.

From this perspective, many of our myths about 
the causes of mood disorders ranged among psy-
choanalytic, behavioral and pharmacological the-
ories of causality. For example, in the late 1970’s 
we explained depression in terms of deficiencies 
of a single neurotransmitter. This theory waned 
as we gathered more scientific evidence through 
technological advances. Yet some aspects of the 
single cause model for depression still linger. A 
second group of myths linked genes to descriptive 
models that distinguished endogenous mood dis-
orders (high genetic loading and biological find-
ings) from reactive depressions (low genetic risk, 
preponderance of environmental events and few 

biological risk factors). We based these ideas on 
genetic evidence available at the time but sub-
sequent research expanded to include new ideas 
about polygenic inheritance and epigenetics. 
This new data pointed to the critical role for 
gene-environment interactions with early life ex-
periences. These interactions altered the stress 
response system in vulnerable individual to psy-
chosocial stressors later in life.  The boundary 
between reactive versus endogenous depression 
became quite permeable—the simple genetic de-
terminism of a generation ago no longer fit the 
data (Gabbay et al., 2013; Joinson, Heron, Araya, 
& Lewis, 2013; Lereyo et al, 2013). 

But wait, there is more. The picture grew more 
complicated as we tried to explain gender dimor-
phism associated with age of onset; relationship 
to puberty; risk of additional psychiatric comor-
bidity, and treatment unresponsiveness (Kim-
Cohen 2007). For example recent epidemiologi-
cal evidence suggests that males and females are 
equally affected by prepubertal onset depressive 
disorders. This pattern of gender distribution is 
consistent with adult onset bipolar disorders. It 
differs from post-pubertal data for depressive 
disorders—females outnumber males almost 
2:1. How do we explain the excessive number of 
males in prepubertal depressive disorders? Is the 
complex biopsychosocial phenomenon of puberty 
responsible for this age related shift in depres-
sive disorders? Recent evidence suggests an as-
sociation between depression in early adolescent 
females and early puberty (early bloomers). This 
excess of early onset depression and early puber-

Neuroscience Reviews

Depressive Disorders, IDD and the 
Mythology of our Times: Part 1
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

was excited to discuss the case with other pro-
fessionals in the field “doing the work,” and was 
very anxious when I was told I was the first.  
While it only lasted an hour I could have gone 
on for days discussing the case and generally the 
work, which now, due to the credential, I have 
the opportunity to do almost daily.  

Before the ink was dry on the NADD certifi-
cate, I reapplied to the insurance companies that 
previously declined my application.  I was ap-
proved by the leading four insurance providers 

for northeastern Pennsylvania in addition to sev-
eral others.  I opened my business in November 
2012 and now, because of the NADD clinical cer-
tification, it is growing at a pace that I could not 
have planned for.  I am now able to put together 
services that might not otherwise be available to 
those individuals diagnosed with an intellectual 
developmental disability.

For further information, contact Alyse Kerr at 
alyse.kerr@gmail.com. 
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ty disappears. Why is this happening? It appears 
that late bloomers begin developing mood disor-
ders later. The late bloomers seem to catch up 
suggesting that puberty is a vulnerability factor 
for females (Joinson et al., 2013). As noted above, 
early onset mood disorders are also associated 
with greater psychiatric comorbidity (including 
bipolar disorder), repeated episodes of depression 
and associated hippocampal atrophy and treat-
ment resistance. Prepubertal onset of depressive 
disorders further exaggerates the risk for these 
complications (Tripp et al., 2012). 

There are also changes in age-related vulner-
ability to specific biopsychosocial triggers for 
depressive disorders. For example, many factors 
impact affective responsiveness to life events 
(Melhem, Porta, Payne, Brent 2013). We observe 
different patterns of state related changes to loss 
based on the developmental age of the negative 
events. One critical factor appears to be loss dur-
ing late infancy—early childhood changes the 
evolving balance between emerging adaptive 
skills and later emotional regulation. Yet most 
individuals facing such challenges do not develop 
depressive disorders, suggesting that there are 
additional factors involved. One recent proposal 
is that depression arises from an imbalance be-
tween excitatory/inhibitory networks that affect 
vulnerability, resilience (Heller et al., 2103), ex-
ecutive functions, affect regulation and the ca-
pacity to elicit social supports (Bartels, & Hud-
ziak2007; Kim-Cohen 2007; Melhem et al., 2013).

How does the presence of IDD complicates the 
calculus of mood disorders?  As a first step to-
wards answering this question, question should 
account for neurobiological and psychosocial fac-
tors unique to IDD. But this is no simple task. 
Individuals with severe/profound IDD present 
clinicians with real challenges when trying to dif-
ferentiate adjustment disorders, chronic PTSD, 
dysthymia (Perisitent Mood disorders), bipolar 
depression, subclinical or subsyndromal mood 
disorders (the real “NOS”) from primary depres-
sive disorders.  Under these circumstances, the 
DM-ID and DC-LD are very useful tools, but 
there are still problems factoring in state chang-
es in affect, comorbid neurodevelopmental disor-
ders (e.g. Autism Spectrum Disorder), and other 
medical-neuropsychiatric conditions. We are 
back to the obvious: the need to include etiology 
and severity of IDD as well as ecological factors 
in making the diagnosis of Mood Disorder. 

From this point onward, we will dig more deep-
ly into the complex interface between the neuro-
biology of depressive disorders and IDD.    
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Canada and the US are politically organized as 
federations. This means we have smaller self gov-
erning regions (Provinces, Territories, or States) 
that are united by a central government. We also 
each have a constitution that outlines the rela-
tionship between the whole and its’ parts. While 
we share many of the same commitments to de-
mocracy and human rights, our health and social 
service policy and structures are quite different. 

Canada is a country of approximately 34 mil-
lion citizens of whom an estimated 400,000 have 
a dual diagnosis. Second in land mass size in 
the world, we are divided into ten provinces and 
three territories. The majority of the population 
lives within 100 miles of Canada’s southern bor-
der with the US, and our population is only 10% 
of that of the US. 

The provision of health care in Canada is the 
sole jurisdiction of the provinces/territories. 
However the Federal government provides trans-
fer payments to all regions through the Canada 
Health Act (1985). In order to receive the trans-
fers, each health care insurance plan must be 
administered and operated on a non-profit basis 
by a public authority that is accountable to the 
provincial/territorial government. All insured 
residents are entitled to insured health services.  
The Federal government does not fund services 
for individuals with IDD; this falls under the sole 
jurisdiction of the provinces/territories.  

In summary, IDD services for case manage-
ment, home/housing supports, day services, as 
well clinical/mental health services are provided 
through health and social service budgets estab-
lished at the provincial/territorial level. Social 
service funding for IDD is generally through a 
mix of individualized and/or program based fund-
ing models. Additionally, in most of the 13 re-
gions, funding for IDD and health care will flow 
from separate government ministries.  Therefore 
the organization and delivery of health, mental 
health and IDD is different in each province and 
territory.  

Two Canadian studies have noted the uneven 
availability of mental health services for people 
with IDD between jurisdictions, particularly spe-
cialized services (Lunsky, Garcin, Morin, Cobigo, 
& Bradley, 2007; Zarfas, 1988). Where special-
ized services were found this was associated with 
urban university-based research centers and lo-

cal individual leadership. A more recent study 
examined the legislative and policy context that 
may be contributing to this variation and uneven 
access across regions (Gough & Morris, 2012).

Noteworthy in the findings is the exclusion of 
IDD in five of thirteen Mental Health Acts.  The 
treatment of disability in legislation is also very 
different across jurisdictions. Six regions have 
implemented broader disability legislation that 
may include IDD while only four regions have 
legislation specific to the provision of IDD servi-
ces. Also noteworthy is that three regions have 
no legislative or regulatory reference that in-
cludes persons with IDD. In regard to dual diag-
nosis, there is no reference to this in legislation; 
however four regions have policy documents per-
taining to dual diagnosis (Alberta, British Col-
umbia, Ontario, Quebec). 

A few of the questions raised by these findings 
are worth consideration on both sides of the border:

1. How well does broad generic legisla-
tion serve population-specific needs? 
The intent of the generic regulatory ap-
proach is intended to support a very import-
ant value and principle—equality across 
disabilities. However equality in policy 
may not result in adequate recognition and 
response to individual needs or complexity 
such as experienced by individuals living 
with a dual diagnosis.  On the other hand 
population-specific legislation can create 
separateness that fosters further inequal-
ity, an outcome that may be undesirable.  

2. Is legislation or policy actually neces-
sary to redress these issues? 
It is a reasonable assumption that national 
or provincial legislation, regulation, or pol-
icy serves to establish fundamental princi-
ples and values for how a society responds 
to the most vulnerable. They may also in-
corporate funding allocations, accountabili-
ties, work plans, and targeted outcomes. 

Gough and Morris (2012) concluded that na-
tional policy within a federal structure may pro-
vide a means of levelling the legal playing field 
across regions. However more research that eval-
uates the relationship of such to the availability 
or improvement of services is necessary. Addi-
tionally, comparisons between jurisdictions that 
have specific developmental disability legislation 
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DSP Interests and Concerns

Five Myths about Autism/ASD
Lynnette Henderson, Ph.D., Research Assistant Professor in Pediatrics, Vanderbilt 
Kennedy Center

Myths have fascinated humans for centuries. 
Harmful myths about people with autism spec-
trum disorder (ASD) interfere with our positive 
interactions with them. Here are a few myths 
you may have heard about people with ASD and 
the evidence-based truths.

1. “Autism Is a Choice”
Communication is a key area of impairment 

in autism; the ‘right’ thing to say or do may not 
come naturally a person with ASD. Difficulties 
with social interaction are not due to orneriness, 
rudeness, self-centeredness, or a lack of caring 
for others. But family members and Direct Sup-
port Professionals (DSPs) can sometimes feel 
hurt or frustrated as a common response. Dur-
ing these times, it may be helpful to consider how 
this is the person’s best effort at saying or doing 
the ‘right’ thing in that moment. Remember that 
the person’s challenges stem from biological dif-
ferences in the brain and he or she may have dif-
ficulty expressing feelings in a typical way.

2. “People with ASD Can’t 
Make Eye Contact”

Difficulty with natural eye contact may be one 
of the first signs of challenges with social com-
munication. Eye contact may or may not come 
naturally to a person with ASD. It might be un-
comfortable or anxiety producing. Some people 
with ASD may sneak peeks at your eyes or face. 
Others might stare. Some may follow ‘rules for 

required eye contact’. It may be challenging for 
a person to listen and understand what you are 
saying while making eye contact at the same 
time. Eye contact varies widely based on the per-
son and his or her preferences and experiences.

3. “People with ASD Just 
Want to Be Left Alone”

There are introverts and extroverts with and 
without autism. As an introvert, one may find 
time with people tiring and need to be alone to 
recharge. As an extrovert, one may find people 
energizing and being alone draining. Differenc-
es in social interest are only part of the picture. 
Friendships also require social skills. A person 
with ASD may want to interact with others but 
may not understand how. Being alone may be a 
person’s easy or default setting. Remember that 
people with ASD can and do form loving relation-
ships with family members, friends, and signifi-
cant others.

4. “Vaccines or Immunizations Cause ASD”
There is a lot of controversy around what causes 

autism. Millions of dollars and hours have been 
spent researching and disproving links between 
vaccines and the specific ingredient thimerosal 
(removed from vaccines in 2001). There is no sci-
entific evidence that vaccines or immunizations 
cause autism. But some parents may strongly 
feel differently. Their child may have been vac-
cinated at the same time as when they began to 

and/or dual diagnosis policy to those regions that 
have taken the generic regulatory approach will 
help us to understand the benefits and limita-
tions of both approaches. 
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For additional information, contact Susan Mor-
ris at Susan.Morris@camh.ca



Note from the editors
The July/August issue of the Bulletin provides an array of interesting 

and thought provoking pieces relevant to MI/DD practice and service de-
livery. Eileen Elias and her colleagues from JBS International provide a 
summary of their white paper on Fetal Alcohol Spectrum Disorder; their 
article describes the challenges of diagnosis and treatment of children 
with FASD and co-occurring psychiatric disorders. Dr. Darin Schiffman 
explores best MI/DD practice from the vantage of a transdisciplinary ap-
proach to better understanding and service coordination for individuals 
with dual diagnosis. Elyse Kerr, NADD-CC, writes about the value of 
NADD clinical certification for private practice. Jarrett Barnhill, M.D., 
initiates the first part of his series on affective neuroscience by discussing 
the complex interface between the neurobiology of depressive disorder 
and IDD. In a special edition of the U.S. Public Policy Update, Susan 
Morris writes about Canadian health and social service policy and struc-
tures. Dr. Lynette Henderson debunks five myths about autism/ASD in 
her column for DSP Interests and Concerns.

 
The co-editors hope that you all enjoy the remaining days of summer. 

Please continue to send material that describes your work so that we can 
share with our Bulletin readership.

 
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC
Jarrett_Barnhill@mednet.unc.edu

Lucy Esralew, PhD, NADD-CC
lesralew@trinitas.org

TABLE OF CONTENTS
Improving Awareness and Treatment of  
Children with Fetal Alcohol Spectrum Disorders  
and Co-Occurring Psychiatric Disorders .....................................71

Suggested Solutions and Best Practices in Planning  
Integrated Services for People with Dual-Diagnosis:  
An Experiential and Curriculum-Based Approach ......................74

Benefits of NADD Certification ....................................................78

Neuroscience Reviews:
Depressive Disorders, IDD and the  
Mythology of our Times: Part 1 ....................................................79

US Public Policy Update:
Canadian Public Policy .................................................................81

DSP Interests and Concerns:
Five Myths about Autism/ASD .....................................................82

The NADD Bulletin
is the official publication of NADD. 
 
Copyright ©2013 
ISSN 1065-2574

EDITORS:
Jarrett Barnhill, M.D., NADD-CC
Lucy Esralew, Ph.D., NADD-CC
MANAGING EDITOR:
Robert Fletcher, D.S.W., A.C.S.W., NADD-CC

B U L L E T I N

THE

132 Fair Street
Kingston, NY 12401-4802
(845) 331-4336
(800) 331-5362
FAX (845) 331-4569
E-Mail: info@thenadd.org
http://www.thenadd.org

Robert J. Fletcher, D.S.W., A.C.S.W., NADD-CC
Chief Executive Officer

FOUNDER

President
Donna Nagy McNelis, Ph.D., NADD-CC

Philadelphia, PA

Vice-President
Daniel Baker, Ph.D., NADD-CC

New Brunswick, NJ

Secretary
Julia Pearce

West Jordan, UT

Treasurer
L. Jarrett Barnhill, M.D., NADD-CC

Chapel Hill, NC

_________

Joan Beasley, PhD.
Chestnut Hill, MA

John Holderegger, M.S.
Evanston, WY

Diane Jacobstein, Ph.D.
Washington, D.C.

John McGonigle, Ph.D.
Pittsburgh, PA

Terrence McNelis, M.P.A.
Erdenheim, PA

Susan Morris, M.S.W., R.S.W.
Toronto, ON, Canada

Stephen Ruedrich, M.D.
Cleveland, OH

Hugh Sage, Ph.D.
Enid, OK

Michael Schroeder, M.S.W.
Columbus, OH

Brian Tallant, L.P.C.
Aurora, CO

70 July/August 2013 Volume 16 Number 4

The NADD BULLETIN

BOARD OF DIRECTORS

83July/August 2013 Volume 16 Number 4

The NADD BULLETIN

NADD 
Needs Your Support

Consider making a donation to help support NADD’s mission of ad-
vancing mental wellness for persons with developmental disabilities 
through the promotion of excellence in mental health care. Donations 
from NADD members and friends provide the additional funds to assist 
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http://thenadd.org/about-nadd/support-nadd/

Thank you for your continuing support.

notice developmental differences. As a DSP it 
is important know what the research says, but 
to also be sensitive to different beliefs around 
what causes autism. For more information, go to 
http://www.cdc.gov/vaccinesafety/Concerns/Au-
tism/Index.html. 

5. “Every Person with ASD Is a 
Genius and Has a Special Talent Like 
the Movie Character Rainman”

People with all levels of intellectual ability can 
have ASD. That means there are genius-level 
people with ASD. There are also people with ASD 
who have intellectual disabilities. The special or 
‘savant’ skills that Rainman showed are a natu-
ral outgrowth of his deep interests and autism-
specific differences in brain organization. Your 
brain would also become highly specialized if you 
spent hours every day thinking about any one 
thing.

For additional information, contact Dr. Hen-
derson at Lynnette.henderson@ vanderbilt.edu.

This article, “Five myths about autism/ASD,” 
2013, was reprinted from Frontline Initiative.  
This is a publication of the National Alliance for 
Direct Support Professionals (NADSP) that is 
dedicated to promoting the interests of DSPs who 
support people with disabilities in a variety of 
community settings.  For more information and 
to access the publication, please visit https://nad-
sp.org/communication/frontline-initiative.html. 

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 Chep-
lic, Editor of DSP Interests and Concerns at  
cheplima@umdnj.edu. 
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Upcoming Conferences/Trainings
************************************

NADD Fall Webinar Series
Information available at the NADD website

9th European Congress of Mental Health in Intellectual Disability
(Co-sponsored by NADD)

September 12-14, 2013 • Lisbon, Portugal
State of Ohio NADD MI/DD 11th Annual Conference

September 30 & October 1, 2013 • Columbus, OH
NADD 30th Conference & Exhibit Show – 2013

October 23-25, 2013 • Baltimore, MD
NADD International Conference & Exhibit Show

May 7-9, 2014 • Miami, FL

For further information on upcoming conferences/trainings, consultation services, and products, visit our 
website at www.thenadd.org. Updated information is posted as available.


