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Note from the editor
Welcome back from the summer, now back to work! In this issue 

Wendy Dorsey compellingly argues the value of psychotherapy for 
individuals with intellectual and developmental disabilities. Lucy 
Esralew, Ph.D. considers Psychological First Aid as a psychosocial 
intervention for wildfire-exposed individuals with disabilities. Ed 
Seliger provides an overview and updates of recent activity by 
the NADD Clinical Certification Committee. Dr. Jarrett Barnhill 
considers the connection between attachment and temperament 
and argues for the consideration of temperament as an important 
but often overlooked factor within more comprehensive mental 
health evaluation. Emilie Corthell provides an interesting and 
unique, non-clinical perspective of social anxiety linking it to 
Utilitarian ethical decision-making.

I would like to remind the readership that we welcome articles 
in which you describe your programs, interventions and research 
pertinent to individuals with intellectual and developmental 
disabilities and with co-occurring mental health needs. Please 
consider sharing your work by submitting material to me for 
publication in the Bulletin. I look forward to meeting many of 
you at the upcoming NADD 35th conference in Seattle October 
31-November 2, 2018. 

Lucy Esralew, Ph.D.
drlucyesralew@gmail.com
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Psychotherapeutic Interventions for Persons 
with I/DD: It’s Not All Behavior and Meds
Wendy Dorsey, MSW, Central Region Virginia REACH 

Mental Health and Intellectual Disability
While evidence supporting psychotherapeutic 

interventions related to mental health conditions 
abounds, consideration for the application of 
similar treatments to the mental health needs of 
persons with ID is only recent and still not well-
established.  A significant challenge to establish-
ing an evidence-base for practice is the hetero-
geneous nature of this population.  Persons with 
IDD share certain characteristics as a result of 
their often similar life experiences, but have the 
same mental health conditions and overall di-
versity as the general population. Reliance on 
pharmacotherapy, despite a lack of evidence, 
and applied behavioral techniques for clients 
remains common.  Even so, acknowledgement 
of the limitations inherent to the medical model 
and the emergence of a recovery-oriented ap-
proach represents a positive shift in attitudes re-
garding the needs and capacities of persons with 
IDD (Campbell, Robertson, & Jahoda, 2014). The 
lack of evidence to support the use of pharmaco-
therapy to reduce challenging behaviors and the 
health risks associated with psychotropic medi-
cation use point to the need for exploring psycho-
social therapies to better serve persons with IDD 
(Brown, Brown, & Dibiasio, 2013).

Presenting Problems

Challenging Behavior
Challenging behaviors are those that are cul-

turally inappropriate in intensity, frequency or 
duration and that place the person’s or other’s 
physical safety at risk. Challenging behaviors 
may also leave the person with IDD at risk of so-
cial isolation, denied access to public places, or 
placement in more restrictive settings (Brown et 
al., 2013). Challenging behaviors among persons 
with IDD are common and may include physical 
aggression, self-harm, elopement, disruptive be-
havior, sexual offending, and property destruc-
tion (Campbell et al., 2014).

Referral
Due to a combination of individual factors and 

social constraints, persons with ID rarely self-
refer for services.  Often, a referral results from 
care providers’ feelings of frustration or being 

overwhelmed with the person’s behavior.  Thus, 
challenging behavior may be a problem and focus 
of treatment for the caregiver, rather than for the 
client (Campbell et al., 2014).  

Reality 
The causes of challenging behaviors exhibited 

by persons with IDD are complex and specific 
to the person and even the social environment.  
Challenging behaviors may be associated with 
poor coping skills, high and ongoing feelings of 
frustration, symptoms of depression, mood labil-
ity, stress, insecure attachment, impulsivity, and 
social isolation.  Despite the range of etiologies, 
many persons with I/DD experience difficulties 
with self-regulation and mental health concerns 
that contribute to issues with behavioral func-
tioning (Brown et al., 2013).

Persons with IDD who present with challeng-
ing behavior are at risk of poorer quality of care 
with fewer positive and increased negative inter-
actions with support staff, resulting from a cycle 
of avoidance of the person and attention to the 
unwanted behavior.  Persons with ID who pres-
ent with challenging behavior experience higher 
rates of abuse, restraint, and seclusion. Tallant 
(2013) emphasizes the importance of thorough 
and ongoing psychiatric assessment when work-
ing with persons with IDD and warns against 
“diagnostic overshadowing,” whereby the clini-
cian assumes behavioral symptoms are associat-
ed with the client’s disability and overlooks other 
clinical processes that may be occurring.  

Depression
According to Charlot et al. (2016), depression 

occurs more frequently in persons with IDD 
than in those without but is more challenging to 
identify in those with more significant intellec-
tual impairment.  Communication challenges are 
particularly problematic for diagnosis of depres-
sion, which requires clients to covey information 
about mood and thinking that are not observed 
externally.  Clinicians should be familiar with 
development aspects relevant to depression pre-
sentation among persons with IDD, which tend 
to reflect their mental age rather than chrono-
logical age.  Thus, symptoms of irritability, rest-
lessness, and externalizing behaviors are more 
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common among this population than same-age 
adult peers without IDD.  Caution should be 
taken, however, not to assume that the presence 
of aggressive or other externalizing behavior is 
indicative of depression specifically, but rather 
that the person is experiencing internal distress 
and likely has limited means for expressing or 
otherwise discharging these feelings. Persons 
with IDD are also at risk of care providers over-
looking externalizing behaviors as an indicator 
of psychiatric involvement (Charlot et al., 2016).   

Anxiety
Diagnosis of an anxiety disorder in persons 

with IDD based on DSM-5 criteria is challenging, 
based on the significant reliance on cognitive and 
communication functions for assessment.  Few 
studies have been conducted on the presentation 
of anxiety disorders in this population, but the 
need for clients to indicate feelings of fear or wor-
ry in anticipation of future events is problematic 
for many persons with IDD. Symptoms of anxi-
ety can also mirror those of medical conditions, 
medication side effects, and depressive disorders 
commonly experienced by persons with IDD (Co-
oray et al., 2016). Cooray et al. (2016) suggest the 
study and utilization of behavioral equivalents to 
better identify persons with IDD who are experi-
encing anxiety.  While anxiety disorders in this 
population are considered at least as common as 
in the general population, there is wide varia-
tion in the professional literature regarding true 
prevalence.

Trauma
It is important to recognize that persons with 

IDD are at increased risk for experiencing trau-
ma related to victimization and abuse, as well as 
through an accumulation of negative life experi-
ences associated with illness, loss, and injury.  
This risk is further heightened by expectations of 
“compliance,” social isolation, reliance on multi-
ple caregivers, frequent staff turnover, isolation 
from authorities to report abuse, possible com-
munication and mobility differences, and lack of 
sex education.  Persons with IDD are more likely 
to experience traumatic events and have higher 
incidence posttraumatic stress disorder [PTSD] 
than the general population (Hinton, 2016).  

While the experience of trauma is the same, 
PTSD presentation for persons with IDD, includ-
ing autism, can differ from that of the general 
population.  For example, intrusive symptoms 
may be externalized in the form of self-injurious 
behavior and trauma-specific re-enactments 

that can be mistaken for psychosis or external-
izing behavior.  Avoidance of triggers may be 
represented through noncompliance and nega-
tive mood states may also present as external-
izing behaviors.  Fluctuations in arousal, in-
cluding hypervigilance and exaggerated startle 
responses, may be expressed through seemingly 
random explosions of aggression (Hinton, 2016). 
Consistent with van der Kolk’s (2014) discussion 
of brain-body connections, traumatized persons 
with IDD, who are often assumed less-than com-
petent to begin with, lose higher order thinking 
and problem solving abilities of the pre-frontal 
cortex to maintain vigilance in a state of hyper-
arousal (Hinton, 2016). 

Therapeutic Considerations

Communication
Assessment and treatment of clients with IDD 

can be particularly challenging for clinicians un-
familiar with the potential impact of many de-
velopmental disabilities on communication.  Cli-
ents with IDD have varying degrees of difficulty 
expressing abstract concepts, such as mood, and 
may be unable to describe subtle differences or 
changes of experience over time. Clients with au-
tism spectrum disorder (ASD) may additionally 
struggle negotiate such complex representations 
in the context of social interaction.  Some persons 
with IDD may deny symptoms or other challeng-
es to maintain a self-presentation of competence, 
and others may tailor responses to what they be-
lieve the clinician wants to hear.  These strate-
gies evolve from the social contexts that persons 
with IDD routinely face and may become a focus 
of therapeutic intervention (Hurley, et al., 2016).

Since an accurate psychiatric assessment often 
relies on a client’s ability to describe internal and 
subjective states of being, even seasoned clini-
cians may be reduced to an educated or hopeful 
guess in response to clients’ specific presenta-
tions.  These challenges require the clinician to 
continue the assessment process as new informa-
tion unfolds (Hurley, et al., 2016).

Working with Caregivers
Working with caregivers presents both chal-

lenges and opportunities for positive change.  
Caregivers, and families in particular, may not 
fully understand the role of mental health in be-
havior or may be in denial regarding the possibil-
ity that a person’s behaviors could be related to 
a mental health condition.  Caregivers may inad-
vertently reinforce problematic behaviors or have 
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difficulty responding consistently and appropri-
ately in a way that promotes adaptive behavioral 
functioning.  In addition, family members may 
feel frustration over a lack of services, guilt, or 
discouragement.  When working with caregivers, 
clinicians should engage in active listening, be 
empathetic to caregivers’ concerns, and maintain 
effective boundaries to ensure the client’s voice 
directs treatment outcomes (McGilvery & Sweet-
land, 2011).

Therapeutic Alliance 
Individual and social factors that affect per-

sons with ID can result in challenges to forming 
a therapeutic alliance.  For example, clients’ cog-
nitive and communication differences may chal-
lenge traditional “talk therapy” and limit depth 
of conversation.  Social factors, such as volition to 
seek therapy and weak sense of self-efficacy can 
limit client engagement and motivation to par-
ticipate in the therapeutic process.  Studies have 
found that an external locus of control, a common 
experience of persons with ID, negatively affects 
engagement in the therapeutic process and treat-
ment outcomes (Pert et al., 2013).

Adaptation and Flexibility
For the reasons discussed above, it is impor-

tant that clinicians remain flexible and make 
appropriate adjustments to better serve clients 
with I/DD.  Interventions may need to be made 
accessible through modification, based on clients’ 
communication abilities or sensory needs.  Clini-
cians should be aware that the pace of change 
for clients with I/DD may be slower than other 
groups, require more frequent contact or lon-
ger term therapy to achieve therapeutic goals 
(Campbell et al., 2014).

Therapeutic Approaches

Cognitive Behavioral Interventions
There is a growing body of evidence that dem-

onstrates cognitive behavioral therapy (CBT) to 
be an effective approach to working with persons 
with ID (Pert et al., 2013). Dialectical behavior 
therapy (DBT) has been adapted for use with 
persons with IDD and research suggests DBT 
applications may be effective for reducing chal-
lenging behaviors in those dually diagnosed with 
IDD and mental health conditions.  Traditional 
DBT combines principles of ABA and CBT with 
self-regulatory strategies, including mindful-
ness.  DBT also incorporates case management, 
suicide prevention, and group sessions in ad-

ditional weekly individual therapy.  The Skills 
System is an adaptation of DBT principles and 
methods to better meet the learning and process-
ing needs of persons with IDD. The Skills System 
remains focused on mindfulness, relationships, 
self-regulation, and distress tolerance practices 
of DBT, but includes accommodations for self-
monitoring, a formal behavioral treatment plan 
with systematic contingency plans of reinforce-
ment, and a behavioral categorization system to 
identify sequencing of behavioral escalation (i.e. 
red flags, dangerous situations, and lapse behav-
iors).  The support staff of clients receive monthly 
Skills System training sessionsm and clinicians 
receive standard DBT supervision and consulta-
tion supports (Brown et al., 2013).  

Skills System treatment is intended to last for 
several years and has demonstrated the most ef-
fectiveness for persons with borderline personal-
ity disorder, aggression, or self-injury.  Although 
the Skills System is resource intensive, persons 
who benefit most from this approach often begin 
treatment while involved in multiple systems, in-
cluding community services, psychiatric services 
and hospitalization, high staff utilization and in-
jury, and incarceration.  Improving these clients’ 
emotional and behavioral functioning can lead to 
cost savings over time (Brown et al., 2013).

Narrative Therapy
Persons with IDD have faced systematic seg-

regation through placement in institutions and 
special program in the community that continue 
to foster social isolation.  Longstanding systemic 
discrimination is a reflection of the public stigma 
that characterizes persons with IDD as incompe-
tent, incapable, and ultimately an expenditure 
on the community.  As a result of these norms 
and limited interaction with their nondisabled 
peers, many persons with IDD have internalized 
these ideas.  

Narrative-based therapy accepts this expla-
nation as the cause of people’s problems and at-
tempts to dismantle the social construction of 
disability to empower members to make changes 
in their lives and communities.  The narrative 
approach presents a departure from models that 
emphasize a developmental norm and focuses on 
empowerment through narrative reconstruction 
and allowance for a socially constructed defini-
tion of disability as a form of cultural oppression 
(Walsh, 2013).  This conceptual view of disability 
is consistent with the perceptions and lived ex-
periences of many persons with IDD in the social 
environment.  
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Using a group therapy approach, members can 
gain a sense of universality through normaliza-
tion of shared experience; instillation of hope 
(through use of empowerment strategies and 
reconstructing a positive sense of self); impart-
ing information (from leader regarding cultural 
understanding of disability, awareness of civic 
processes involved in the change effort); and 
group cohesion through shared experiences and 
interpersonal learning (Toseland & Rivas, 2012).   
Another approach focuses on the clinician facili-
tating a retelling of a client’s life story, in which 
they are cast as the hero.  This intervention em-
phasizes the need for positive identity develop-
ment and sense of self that will empower the cli-
ent to move forward.  Through this process, the 
clinician validates a client’s struggle and capa-
bilities for change (Harvey, 2009).

Supportive Therapy
Pert et al. (2013), conducted a qualitative study 

of the therapeutic process for clients with mild 
ID in the context of cognitive behavioral therapy.  
Themes and subthemes emerged across inter-
views with examples of each presented through 
client quotations.  Ultimately, the results indi-
cated that clients with ID benefit from the ther-
apeutic relationship in the same ways as other 
populations.  

Theme 1.  Participants expressed an under-
standing that the therapeutic process consists 
of talking about problems.  Participants largely 
found the process of talking about their feelings 
and problems with a designated person to be ben-
eficial.   They also indicated that it was impor-
tant that the conversations held in therapy were 
allowed to be private from caregivers and that 
it can be difficult to open up at first (Pert et al., 
2013)  

Theme 2.  Participants appreciated feeling val-
ued and validated.  They expressed the impor-
tance of therapists being friendly and appreci-
ated being treated as an equal in the therapeutic 
relationship.  Participants valued having their 
point of view and problems taken seriously, as 
well as feeling understood. 

Theme 3.  Participants understood therapy as a 
source of change to solve problems.  They valued 
their therapeutic goals, which were often related 
to issues of self-efficacy in addition to resolving 
presenting problems.  Despite the optimism as-
sociated with meeting therapeutic goals, partici-
pants expressed concern that progress would be 
lost following discharge.  It is interesting that in 
total, participants indicated little benefit related 

to CBT-specific interventions.  Themes and sub-
themes by-and-large focused on the value and 
importance of the client-therapist relationship 
for a positive therapy experience.

To understand why this population in particu-
lar may benefit from such an approach, it is im-
portant for clinicians to consider the social con-
texts of persons with ID.  Across age groups, per-
sons with ID are often regarded as much younger 
and less competent than same-age peers. They 
often live, go to school, and work in segregated or 
“special” settings and are acutely aware of these 
differences.  Finally, persons with ID often have 
less control over decisions that affect their daily 
lives, which results in an overall external locus of 
control and reduced sense self-efficacy.  

The findings of this study are very relevant for 
social work practice with clients with ID.  Many 
mental health clinicians express apprehension 
in serving clients with ID.  Clinicians may be 
reassured to learn that the practice of support-
ive therapy, consisting of active listening, vali-
dation, and empathic support, is in and of itself 
therapeutic and beneficial to clients with ID.  A 
collaborative therapeutic style was identified 
by participants as the most valuable aspect of 
the therapeutic experience.  Interestingly, little 
mention was made by participants of the specific 
strategies or techniques utilized as part of the 
individual CBT that they received (Pert et al., 
2013).

With a broader understanding of the lives of 
clients with IDD, clinicians can better under-
stand the contexts, and possibly causes, of their 
presenting problems.  Thus, it is quite logical 
that aspects of the client-therapist relationship 
would be in and of themselves therapeutic.  This 
also demonstrates the importance of identify-
ing a neutral confidante, who can be available to 
the client during the discharge planning process 
(Pert et al., 2013). 
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Disaster Response and IDD
Lucille Esralew, Ph.D., Redwood Coast Regional Center
Introduction

This is the first of a two-part series in which 
the author considers principles of Psychological 
First Aid (PFA) and their application to disaster-
exposed individuals with intellectual and devel-
opmental disabilities. In particular, this author 
considers PFA as a prospective approach to as-
sisting community-dwelling northern Califor-
nian children and adults with disabilities who 
have already been exposed to wildfires over suc-
cessive summers and are likely to continue such 
disaster-exposure in the future.

The first article will describe PFA as the psy-
chosocial intervention of choice in the aftermath 
of exposure to disaster and consider this approach 
for individuals with intellectual and develop-
mental disabilities vis-à-vis one type of natural 
disaster--wildfires. A follow-up article will share 
with the readership outcomes from a survey of 
persons with disabilities, their families and pro-
vider agencies regarding their experiences in 
dealing with recurrent seasonal wildfires. The 

author intends to promote productive discussion 
and effective planning that supports vulnerable 
citizens confronted by community-wide wildfires 
by raising awareness about the emotional and 
behavioral consequences of disaster. 

What Is Psychological First Aid?
Traditionally, disaster response has focused 

on provision of immediate practical help in the 
aftermath of a natural or manmade disaster by 
attending to the injured, providing for those who 
have been evacuated, and promoting post-disas-
ter community reintegration. Disaster response 
often involves several stage including attending 
to the concrete basic needs of individuals who 
have been disaster exposed, overseeing safe evac-
uation and eventually helping people re-establish 
safe and secure areas for relocation efforts. 

The pre-eminent response to the psychologi-
cal sequelae of disaster, one that is still used by 
many first responders and mental health profes-
sionals, is Critical Incidents Stress Debriefing. 
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However, within the past decade, PFA has been 
promoted by the National Child Traumatic Stress 
Network (NCTSN), WHO, and American Red 
Cross. as the preferred psychosocial response to 
disaster. This approach does not require that a 
professional mental health clinician provide this 
service. Although originally intended for use by 
mental health clinicians and other disaster work-
ers. volunteers from diverse backgrounds can be 
trained to offer PFA as part of the community’s 
on-going and organized disaster response efforts. 
Trained volunteers can deploy PFA principle 
actions which are summed up as: “Look, Listen 
and Link” (National Child Traumatic Stress Net-
work, 2006). 

PFA, as a form of first psychosocial response, 
has been applied to children and the elderly in 
separate field manuals (Brown & Hyer, 2008) but 
there is not much written about PFA’s applica-
tion to individuals with developmental disabili-
ties. Moreover, this author did not find any ma-
terial that specifically reviewed recommendation 
for disaster response for persons with intellec-
tual and developmental disabilities to wildfires. 

What We Know About the Effects 
of Traumatic Exposure?

Following exposure to a natural disaster, it is 
not uncommon for individuals to manifest signs 
of acute distress that are similar to what can be 
observed following any form of trauma exposure. 
If an individual has been exposed to a situation 
in which he/she experienced danger, unknown, or 
disturbing events, the person may display chang-
es in thinking, emotion, physical functioning, or 
behavior. A number of temporary reactions have 
been noted among disaster-exposed individuals 
including difficulty sleeping or breathing (physio-
logical), extreme upset and agitation (emotional), 
excessive worry about harm to oneself, family, 
home, pets, or personal possessions (cognitive), 
and an increase in impulsive behaviors (Marcal 
& Trifoso, 2017) 

When someone displays an acute stress reac-
tion during or following a disaster it does not nec-
essarily mean the individual will develop signs 
and symptoms of PTSD. Overall, literature sug-
gests that, with support and assistance, most in-
dividuals can return to usual adaptive function-
ing (Brown & Hyer, 2008; National Child Trau-
matic Stress Network, 2006)

PFA is based on the premise that anyone 
can become overtaxed, but it is likely that with 
timely support the individual can return to their 
baseline functioning. However, there is a recog-

nition that some individuals may be at elevated 
risk for mental health complications depending 
upon the extent of their disaster exposure, char-
acteristics of the disaster, and characteristics of 
the individual who has been disaster-exposed. 
Individuals with intellectual and developmental 
disabilities are thought to constitute a vulner-
able population. Although most people will not 
develop long term mental health problems, some 
may experience heightened risk for such prob-
lems. This risk may be illustrated by individu-
als posing a danger to themselves or others or 
by individuals demonstrating continued inability 
to return to characteristic functioning following 
immediate disaster supports. PFA is considered 
a temporary and supportive intervention which 
can lead to referral for longer term or more inten-
sive mental health supports if the individual is 
assessed, on the scene or thereafter, to require a 
higher level of intervention. Although originally 
intended for use by mental health clinicians and 
other disaster workers. volunteers from diverse 
backgrounds can be trained to offer PFA as part 
of ongoing and organized disaster response ef-
forts offered on a community-wide level. 

What Do We Know About 
Psychological Firs Aid

PFA is a psychosocial approach that addresses 
the emotional sequelae of disasters. The concept 
has been in the literature on disaster response 
since 1940’s and applied to a full range of natural 
and manmade disasters. Unlike the more tradi-
tional Critical Incident Stress Debriefing (CISD) 
, PFA does not involve processing events or the 
individual’s perception of disaster. It is focused 
on provision of safety, social supports, and pro-
motion of coping. It is a disaster response inter-
vention that can be deployed within days, weeks, 
or months following a disaster. There are some 
practical care goals associated with PFA which 
include assessing the immediate needs of the in-
dividual who has been in a disaster, providing 
them with immediate concrete, medical, and psy-
chological support, and helping individuals uti-
lize their own coping skills to effectively respond 
to the crisis. PFA encourages the identification 
of high risk individuals for referral and linkage 
to further mental health assessment and treat-
ment. PFA is not a form of counseling or treat-
ment and is not intended for individuals who re-
quire a higher level of care.

Natural Disaster: Wildfires
Each type of natural disaster has its unique 
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characteristics and poses different challenges to 
disaster response. Wildfires can begin suddenly 
and expand rapidly leaving little time for prepa-
ration efforts or evacuation. In the aftermath of 
fires, smoke can pose additional and secondary 
health hazards that can extend for miles beyond 
the immediate area of the burn.

The California Department of Forestry and 
Fire Protection (Cal Fire) has tracked wildfires 
since 1932.Wildfires are not uncommon events 
within California. Wildfire season generally be-
gins in late spring and extends through the fall. 
Northern Californian residents experience par-
ticular threat for wildfires because of the con-
vergence of multiple risk factors which include 
high temperatures, low rainfall, and high winds. 
In 2017, the Sonoma-Napa-Mendocino and Lake 
fires were fanned by the Diablo winds, and in Ju-
ly 2018 the Mendocino Complex Fire, the largest 
in California history, was fueled by triple digit 
temperatures and record low rainfall.

According to Westerling and Bryant (2006), in-
creased building in rural burn areas and climate 
change in the direction of hotter temperatures 
indicate that this trend is likely to continue and 
may increase. Wildfire season may begin earlier 
and fires may burn more erratically and last lon-
ger. During this past summer, July 27th marked 
the inception of the Mendocino Complex Fire 
which is the largest wildfire amidst record triple 
digit temperatures. It took over a month of in-
tensive firefighting to contain the wildfire which 
spread across the Mendocino National Forest 
and into Lake, Mendocino, Colusa, and Glenn 
counties.

Disaster Response
There are characteristics of disaster response 

that may contribute to the level of trauma expo-
sure. How prepared is the community to meet 
the challenges posed by the natural disaster? 
What is the community’s resources in terms of 
food, water, and shelter to sustain people who 
are displaced from their homes and possessions? 
To what extent can disaster workers minimize 
threats to people and property and restore safe-
ty? In the Mendocino Complex Fires firefighters 
and disaster workers gathered from throughout 
California, the US, and abroad to respond. There 
was one fatality, over two hundred structures de-
stroyed, and vast woodland acreage ravaged by 
the fire. The communities touched by the wildfire 
mobilized with neighbor helping neighbor and 
support provided from outside the local commu-
nities. However, this is a region that has been 

marked by cumulative wildfire-related stressors 
This marked the fifth successive summer during 
which residents of Lake County were exposed to 
devastating wildfires. What are the longer term 
mental health effects for residents of this area, 
including individuals of all ages with intellectual 
and developmental disabilities?

Eisenman, McCaffrey, Donatello, and Marsal 
(2015) studied a condition referred to as “solas-
talgia,” which denotes the increased risk of men-
tal health problems associated with degraded 
landscape following community-wide disaster 
that has destroyed the landscape. The authors 
speculate that an increase in depression follow-
ing wildfires may be attributed to wildfire-ex-
posed individuals’ loss of connection with an en-
vironment which had previously been a source of 
solace, comfort, and esthetic pleasure.

Marshall, Schell, Elliott, Rayburn, and Jay-
cox (2007) reported the results of a study of 357 
individuals who sought relief services in the af-
termath of the 2003 wildfires in southern Cali-
fornia. At 3 months follow-up the authors found 
33% of the respondents endorsed symptoms cor-
responding to possible PTSD and 24% endorsed 
symptoms consistent with depression. The study 
found persistent risk of mental health problems 
for respondents at 3 and 6 month follow-ups. 
Additionally, the authors note that two specific 
factors were more highly correlated with mental 
health risks due to wildfire exposure: physical 
injury to self and other or property damage. The 
authors further suggest that individuals who en-
dorse either of the aforementioned factors should 
be monitored post-disaster exposure for the pos-
sibility of mental health problems.

There are other factors that may need to be 
considered with regard to disaster response in-
cluding the age of the individual exposed to wild-
fires, their cognitive or developmental level, and 
other personal factors such as health and mental 
health needs and coping resources. There needs 
to be consideration of cultural influences and tra-
ditions which may be either a source of strength 
or an impediment. If disaster responders are not 
aware of cultural factors, they may make mis-
steps in offering of help which may not be ac-
cepted not because the individual does not need 
assistance but because of how the help is offered. 
Certain faith-based groups can offer spiritual as-
sistance following a disaster.

Considerations for Persons with 
Intellectual and Developmental Disabilities

There are multiple ways in which individuals 
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with intellectual and developmental disabilities, 
their families, and staff may be exposed to stress-
ors before, during, or after a wildfire. The person 
may be exposed to injury or life-threatening cir-
cumstances or witness the injury or death of oth-
ers, and an individual may lose his or her home 
and valuable possessions. An individual can ex-
perience disruption of daily routine, which may 
also involve separation from family members, 
friends, schoolmates co-workers or support staff. 
The person may worry about the condition of his/
her residence, day program, pets, or personal 
possessions. The individual may experience sen-
sory overload in the process of accommodating to 
a new place with new people and functioning out-
side daily structure and routine.

The individual may experience weeks of tem-
porary housing and uncertainty regarding when 
he/she can return home to resume daily activi-
ties. The individual may be overwhelmed by 
sounds, smells, people, and new settings. A crisis 
situation imposes an inherent demand upon the 
individual to quickly adapt to changing circum-
stances. Although not directly injured by fire, the 
individual may experience lingering health haz-
ards including prolonged exposure to smoke or 
poor air quality.

Children with disabilities may be particularly 
vulnerable because of their dependent status. 
They are prone to problems related to separation 
from their family members, familiar possessions 
and surrounding, and the disruption to their rou-
tine. They may not be able to attend school, or 
there may not be a structure to their day. Among 
the things to look for is disruption in sleep, eating 
behaviors, and elimination as well as regression 
in adaptive skills and exacerbation of behavioral 
problems (Harvey, 2012).

Individuals with disabilities of any age may 
be disadvantaged because of language and func-
tional or cognitive limitations. He or she may feel 
emotionally overtaxed because his or her usual 
means of coping with daily hassles and stressors 
appears ineffective in a disaster situation. The 
person may either overreact or have a delayed 
reaction depending upon that person’s ability to 
make sense of what is happening around him/
her. It may be hard for someone to understand 
why he or she cannot go home, go to school, or 
go to day program. The person may be puzzled 
and stressed by not being able to sleep in his/her 
own bed 

Individuals with disabilities and mental health 
needs may experience an exacerbation of depres-
sion, anxiety, or reactivation of adverse experi-

ence tied with previous traumatic exposures.
Individuals with disabilities have a high de-

gree of co-occurring and complex medical needs. 
It becomes important to ensure that individuals 
have the medical equipment, assistive devices 
and medications, and other supports necessary 
to maintain their health status while they are 
displaced from the home. 

Individuals with developmental disabilities 
may have limitations to their functional com-
munication which can pose barriers to them and 
those attempting to help them. They may have 
difficulty communicating about their needs with-
in a disaster to family members and staff who 
are familiar with their communication patterns 
and may have difficulty interacting with disas-
ters workers who are unfamiliar to them and 
cannot understand their verbal and non-verbal 
communication. How does this person typically 
communicate pain or discomfort? What may be 
comforting or helpful to the person when he or 
she is agitated or distressed? To facilitate get-
ting help for individuals with disabilities, it may 
be helpful to have a summary information sheet 
that contains important contact information and 
guidelines for the individual who is attempting 
to offer someone assistance or to someone who 
is assigned to provide immediate and temporary 
care for the individual within larger disaster re-
sponse efforts. 

PFA principles can be applied to individuals 
with disabilities by promoting social engage-
ment and social support and discouraging social 
isolation. What ways has the individual previ-
ously coped with difficult situations? Families, 
staff, and disaster workers can encourage posi-
tive coping through the use of music, prayer, 
walking, deep breathing exercises, and ground-
ing activities.

The individual who is disaster-exposed can be 
taught simple relaxation and stress management 
techniques and encouraged to re-establish fa-
miliar routines. Social stories, visual calendars, 
and graphic organizers can be used to help the 
individual better cope with new stimuli, new de-
mands, and new environments.

Discussion
In reviewing the field guides cited within the 

references to this article, this author concluded 
that PFA consists of principles that appear to be 
applicable to individuals with intellectual and 
developmental disabilities and are based upon 
ideas of identifying and lessening risk of men-
tal health problems and promoting resilience. 
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PFA is a promising first “eyes-on” approach in 
the aftermath of disaster that encourages hope 
and positive coping and provides support. It also 
provides the opportunity for trained volunteers 
to triage individuals who appear to need referral 
and linkage for additional longer term or more 
intensive assistance 

Among the actions that can be provided that 
are consistent with PFA: 
A. Assist disaster-exposed individuals and their 

families in identifying a secure place for tem-
porary relocation when they cannot safely re-
main in their homes. 

B. Identify injuries and medical and mental 
health needs of disaster-exposed individuals 
in order to refer for further evaluation and 
treatment, as indicated.

C. Encourage individuals to restore daily rou-
tine even when displaced to a temporary resi-
dence.

D. Provide accurate and timely information re-
garding relief efforts.

E. Provide opportunities for, comfort and support 
including listening to those who need to “tell 
their story,” utilizing especially developed So-
cial Stories about Wildfires, encourage the use 
of stress management, relaxation, and coping.

F. Link with necessary services through on-site 
disaster relief efforts provided by local au-
thorities, the American Red Cross, and other 
organized relief efforts. 

Next steps that this author will be suggesting 
in order to promote effective psychosocial disas-
ter response for individuals with intellectual and 
developmental disorders:
1. Train a cadre of Regional Center peer sup-

ports, staff, families, and provider agencies 
in Psychological First Aid. This training is of-
fered through the American Red Cross. 

2. Increase the psychological literacy of the com-
munity regarding the psychological effects of 
disaster exposure. 

3. Train disaster workers and first responders 
regarding the potential stressors and effects 
of those stressors for individuals with intel-
lectual and developmental disability who are 
trauma-exposed through wildfires.

4. Encourage families and agencies to develop 
a one-page portable information sheet which 
lists important information regarding the indi-
vidual’s medical, mental health and functional 
communication needs and includes the contact 
information for health care providers. A copy of 
this one-page sheet can be updated as neces-
sary and stored with the Regional Center.

5. Work in coordination with local disaster re-
sponse authorities to offer on-site consulta-
tion with professionals who are knowledge-
able about individuals with intellectual and 
developmental disabilities.

6. Initiate an on-going tracking of individuals, 
families and agencies who are wildfire disas-
ter-exposed. Identify patterns of need to bet-
ter equip them for regional wildfires by iden-
tifying and linking with effective concrete and 
psychological supports. 

7. Identify follow-ups at 3 and 6 months post-di-
saster to determine the status of individuals’ 
reintegration into community living, resump-
tion of daily routine, and baseline pre-disaster 
adaptive functioning. 

8. Provide appropriate link-up to longer term 
services and supports for those individuals 
who have been identified as at-risk for sig-
nificant mental health problems as a result 
of their disaster-exposure. Identify protocols 
which include entry and exit criteria for treat-
ment of crisis episodes.

9. Develop scripts, communication strategies, 
and social stories for use with clients to aid 
their understanding of wildfires and facilitate 
efforts by disaster workers to communicate 
with them during emergencies.

10. Focus on positive coping, promoting resil-
ience, and fostering hope. This is an effort 
that is best initiated prior to wildfire season. 
There can be a library of tools and curriculum 
that serve as resources that can be utilized be-
fore, during, and after wildfires

11. Include information about disaster response on 
PECs and functional communication devices.

12.  Consider the role of culture and tradition 
with regard to disaster response. Work with 
cultural, religious, and community leaders in 
order to coordinate effective response for in-
dividuals with intellectual and developmental 
disabilities, their families, and staff.

13. Encourage the use of community and social 
support in the aftermath of wildfires. Since 
the trauma-exposure has been community 
wide, individuals with intellectual and de-
velopmental disabilities should be part of all 
community level support and response efforts 
before, during, and after wildfires.

PFA is an approach that is consistent with 
current research and thinking of risk and re-
siliency following disaster-exposure. The goals 
and principle actions of PFA are applicable 
to persons of all ages exposed to disaster but 
would need to be tailored to the linguistic, cog-
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NADD Clinical Certification Updates
Edward Seliger, MA, NADD Project Coordinator

nitive, and cultural and developmental level of 
the individual. The material from PFA can also 
be tailored to the exigencies of wildfires, which 
pose a unique challenge to the community and 
its citizens with intellectual and developmental 
disabilities. 
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At the time of this writing, there are 40 NADD-
certified clinicians, with approximately 25 more 
somewhere within the application process. Sev-
eral states, including New Jersey, Ohio, Pennsyl-
vania, and North Carolina, have provided some 
incentive for individuals to seek NADD certifica-
tion.

For the past year and a half, members of the 
NADD Clinical Certification Committee, which 
is chaired by Daniel Baker, PhD, NADD-CC, 
and Tim Barksdale, PsyD, NADD-CC, have been 
working to simplify and clarify the prerequi-
sites for NADD Clinical Certification, to clarify 
eligibility for clinicians who do not have a state 
license, and to re-write the work sample guide-
lines to be more welcoming and appropriate for 
professionals who are not psychologists. 

As originally conceived and articulated, the 
prerequisites for certification required that in or-
der to apply for NADD Clinical Certification an 
applicant needed professional licensure or certi-
fication. The possible licenses/certifications were 
enumerated. Five years of clinical experience 
was required. Clinicians with a master’s degree 
in a related field and RNs were eligible to apply 
for certification with seven years of experience. 

The old language on prerequisites read:

Pre-requisites
License
Clinicians must have one of the following licens-

es in the USA or Canada (equivalent accepted)
·	 State license as a Ph.D., Psy.D., or Ed.D. Psy-

chologist
·	 State license, BCBA, or governing body recog-

nition as an Applied Behavior Analyst
·	 State license as a Physician 
·	 State license as a Master’s level: Mental 

Health Counselor; Marriage & Family Coun-
selor: Addictions Counselor

·	 State license as a Licensed Independent Clini-
cal Social Worker 

·	 State license as a Physician’s Assistant, Ad-
vanced Practice RN, or Nurse Practitioner (or 
clinical equivalent) 

·	 Or other similar credentialing
Professionals with a Master’s level in a related 

field or RNs are eligible with additional experi-
ence as noted below and a thorough explanation 
of the experience base. 

Experience
The applicant will have 5 years experi-
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ence in support of persons with intellec-
tual disabilities and mental health issues 
(Dually Diagnosed). This can include 
internships and externships. With Mas-
ter’s Level professionals or RNs, 7 years 
is required.

Although there was always the possibility of 
applying with “other similar credentialing” or 
“with a Master’s level in a related field” together 
with a thorough explanation of the experience 
base, the committee felt that the way the vari-
ous license possibilities were enumerated might 
be discouraging potential applicants who had 
been doing clinical work for many years but who 
did not possess a state license from applying for 
NADD Clinical Certification.

The prerequisites have been revised to read:

Qualifications for a NADD-Clinical 
Certification (NADD-CC) 

One (1) of the following is required: 
·	 Licensure as an RN or a Master’s degree in 

a field providing services to individuals with 
Intellectual & Developmental Disabilities and 
co-occurring behavioral health disorders with 
at least seven years of experience delivering 
clinical supports for persons with Intellectual 
& Developmental Disabilities (IDD) and co-
occurring Behavioral Health disorders.

·	 Five years of experience delivering clinical 
supports for persons with Intellectual & De-
velopmental Disabilities (IDD) and co-occur-
ring Behavioral Health disorders and licen-
sure or certification in at least one of the fol-
lowing areas of practice: 

Psychologist, Physician, Medical Doctors 
(M.D.), Doctor of Osteopathic Medicine (D.O.) 
Bachelor of Medicine /Bachelor of Surgery 
(MBBS), Mental Health Counselor, Marriage 
& Family Counselor, Addictions Counselor, 
Licensed Clinical Social Worker; Physician’s 
Assistant, Registered Nurses, Nurse Practi-
tioner; Occupational Therapists (OT), Physi-
cal Therapist (PT), or other similar USA or 
Canadian equivalent clinical licensure or 
credentialing. Final determination of clinical 
equivalence and experience relevance resides 
with the NADD Competency-Based Certifica-
tion Program.

·	 Five years’ experience and licensure or certi-
fication as a Licensed Behavior Consultant, 
Board Certified Behavior Analyst, (BCBA), a 
Board Certified Assistant Behavior Analyst 
(BCaBA), or recognition by your State/Prov-
ince as able to provide behavioral assessment 

and training (e.g., Behavior Analyst). Final 
determination of clinical equivalence and ex-
perience relevance resides with the NADD 
Competency-Based Certification Program

·	 Primary teaching, training, or clinical super-
vision responsibilities in a post-secondary 
education or clinical supervision related to 
training toward the disciplines listed above 
with five years of directly related experience. 
(Please provide an explanation of relevant ac-
tivities and experience.) Final determination 
of clinical equivalence and experience rel-
evance resides with the NADD Competency-
Based Certification Program.

In combination with: 
The applicant must be able to thoroughly 

explain and demonstrate advanced expertise 
in at least one competency area and a general 
knowledge in the remaining competency as 
follows: 

·	 Positive Behavior Supports and Effective En-
vironment

·	 Psychotherapy 
·	 Psychopharmacology 
·	 Assessment of Medical Conditions 
·	 Assessment 

The committee had received feedback that 
clinicians who did not provide therapy, such as 
BCBA’s, found that the language in the work 
sample guidelines did not feel as though it ap-
plied to them and made them how welcome they 
were to apply for this certification. The commit-
tee went to work on the work sample guidelines 
eliminating the work “therapy” and substituting 
“treatment” or “clinical intervention” and in some 
instances changing “treatment” to “intervention” 
since treatment implies a medical procedure do-
ne to someone. The committee worked to refine 
the language for the work sample guidelines so 
that it now reads:

(from page 21-22 of manual)

Work Sample 
Once the application has been reviewed and 

the applicant has been found to meet the prereq-
uisites, the applicant will receive instructions to 
submit a work sample describing the assessment, 
diagnoses and treatment of a single person who 
has a dual diagnosis (IDD/MI). See Appendix C: 
Work Sample Guidelines. The work sample sub-
mitted should be between 5 and 7 pages in length 
and should concisely address these five compe-
tency areas:
• Assessment of Medical Conditions 
• Clinical /Behavioral Assessment
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• Positive Behavior Supports and Effective En-
vironment

• Psychotherapy 
• Psychopharmacology

The following components should be included 
in the submitted work sample:
1. Formulation/conceptualization of clinical 

problem(s)
2. Format for intervention

a. What were the goals/expected outcomes for 
treatment or intervention?

b. Other interventions that were considered 
and rejected, if applicable.

c. Why the selected intervention was chosen 
and why the rejected treatments were re-
jected, if applicable 

d. Were there modifications or adaptations 
of standard treatment protocol to meet 
the unique needs of this individual? If so, 
briefly describe these modifications/adap-
tations.

3. Landmark events or salient issues that arose 
during the course of treatment and how these 
were addressed within treatment or interven-
tion

4. Reflection on issues that arise within the clini-
cal approach and/or ethical concerns and/or 
issues relevant to cultural competency

5. How the clinical approach was informed by an 
understanding of intellectual disability or co-
occurring mental illness

Prior to submission of the work sample, the ap-
plicant should review it to verify that the submit-
ted content includes consideration of each of above 
listed competencies and work sample components. 

NADD will assign two examiners to review to 
work sample to determine whether the candidate 
demonstrates competency in the five areas. If the 
work sample is found to be acceptable, the inter-
view will be scheduled. The examiners may require 
submission of additional information – including, 
in some cases, resubmission of the work sample – 
before they approve scheduling of the interview.

The guidelines are giving in Appendix C of the 
program manual.

Appendix C

Work Sample Guidelines
Work Sample Outline 

I. Introduction (.5 page)
II. Biopsychosocial approach (.5 page)
III. Formulation of problem(s) (.5 page)
IV. Assessment(s) used
V. Structure of clinical intervention (.75 page)

VI. Course of Treatment (1 page)
VII. Termination and treatment outcomes (.5 

page)
VIII. Reflections on issues within clinical ap-

proach or ethical concerns (.5)
IX. How was clinical approach informed by an 

understanding of intellectual disability or co-
occurring disorder? (.75 page)

X. Citation of at least two works (2 journal ar-
ticles, 2 books, 1 article and 1 book) (.25 page)

The work sample should be no more than 5 – 7 
pages double-spaced and should be 12-point font, 
Times New Roman. Work samples exceeding 7 
pages, it may be returned to the applicant for 
revision. The citations do not count toward the 
page limitation. 

The work sample should include the following 
elements:
·	 The initial portion of the sample should in-

clude: 
o Identifying information regarding the per-

son that presents person’s characteristics
o Description of the practice setting (private 

practice, clinic, etc.)
o Referral information: John Doe was re-

ferred for counseling by XXX to address 
signs and symptoms of depression; John 
Doe was self-referred to develop his coping 
with the recent death of his mother, etc.

o A brief description of the clinician’s theo-
retical orientation and how it is tied into 
the approach to counseling.

·	 Relevant background information including 
the nature of the person’s intellectual and/or 
developmental disability as these might im-
pact upon the treatment arrangement or for-
mat for work. Relevant biopsychosocial back-
ground should be noted. For instance, was the 
person previously diagnosed with a mental 
health disorder and on a therapeutic medica-
tion regimen when therapy began? Has the 
person had previous experience with therapy? 
Has the person previously been hospitalized? 
If other team members were involved, please 
identify who they were and how the applicant 
worked with other team members/disciplines. 

·	 Structure/format for intervention:
o How is the applicant conceptualizing the 

presenting problem? 
o What were the goals/expected outcomes for 

treatment?
o How was your specific intervention struc-

tured; including the length and type (e.g. 
weekly supportive psychotherapy or 
monthly behavior observations)?
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o What techniques were used? What was the 
rationale for choice of approach? What was 
the person’s response?

o Alternate interventions/clinical approach-
es that were considered and rejected, if ap-
plicable

o Detail interventions which did not work, if 
applicable, with explanation.

o What other resources were needed? 
o The justification for rejecting or adopting 

each intervention as applicable
· Characterize the course of the treatment; 

Landmark “events” or salient issues that 
arose during the course of treatment and how 
these were addressed. Was the person hospi-
talized or go into crisis during the course of 
treatment?

· Detail any ethical issues that arose and how 
they were addressed during treatment.

· What was the reason for termination of treat-
ment/treatments (if the case is closed) and 
how was termination handled? Did the per-

son reach the goals/expected outcomes? If not, 
why not? Were alternatives discussed upon 
termination, such as continuation with an-
other clinician, another modality, or mainte-
nance treatment?

· Any reflection regarding the unique chal-
lenges of the person, in terms of intellectual 
disability or other developmental disorder, 
that affected the course of clinical approach? 
In other words, were there any modifications/
adaptations in approach, use of assignments, 
etc., that would characterize this as a special-
ty practice?

· Citation of at least two journal articles within 
the past 5 years regarding treatment of peo-
ple with a dual diagnosis.

If the work sample reflects the efforts of a 
team, the candidate should clarify and highlight 
the role and contributions of each team member 
along with the candidate’s specific contributions 
to the work sample.

Neuroscience Reviews

Temperament and Attachment: A Step 
towards Unification
Jarrett Barnhill, MD, DFAPA, FAACAP, UNC School of Medicine

In the world of modern physics, a deeper un-
derstanding of gravity requires uniting Rela-
tivity (macrocosmic- very large) and Quantum 
Mechanics (microcosmic- very small). In the de-
velopmental literature, uniting Attachment and 
Temperament presents an analogous problem. 
One of our most powerful experimental meth-
odologies, the Ainsworth Strange Situation Test 
(ASST) suggests that at a macrocosmic level, 
temperament is not a major player in the pat-
terns of attachment behaviors described in this 
research protocol. It seems counterintuitive to 
support this position. Perhaps we are observing 
differences in the level of analysis. This article 
will focus on drilling down from a macroscopic 
perspective (observable behaviors and expressed 
emotions) into a microscopic consideration of po-
tential overlapping genetic, neurophysiologic, 
developmental neurobiological phenomena. Per-
haps investigating both temperament and at-
tachment at a molecular/physiological level will 
help us uncover the common ground that unites 
these critical elements in child development. 

Macroscopic Approaches to Temperament 
in Personality Development 

Both attachment and temperament are fun-
damental building blocks of how we experience 
and negotiate the world around us. Earlier, we 
explored temperament at a macroscopic level 
by comparing different models of our emotional/
behavioral response to novelty, including social 
contexts, and new learning or task demands. 
That article was a first step towards deepening 
our understanding of how temperament affects 
the emotional and behavioral responses of indi-
viduals with developmental disabilities. 

Now we shift our attention to attachment and 
the development of social/emotional bonding, 
synchrony/reciprocity of social-emotional inter-
actions within the parent-infant dyad, and the 
sense of predictability and safety that is essential 
for postnatal infant development. The process of 
secure attachment sets the stage for separation-
individuation and an infant’s first steps into the 
new world as an agent to expanding social and 
experiential networks. At this level of analysis, 
secure attachment and basic trust are founda-
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tional to brain development, psychological devel-
opment, socialization, and enculturation. 

It makes intuitive sense that our relation-
ships with others (attachments) influence and 
are influenced by how we perceive and react to 
the world (temperament). For example, adapting 
our basic temperamental styles occurs through 
evolving interactions with significant others—
the basic elements of personality. Personality 
disorders and other forms of psychopathology 
are a touch more complicated. Many behavioral 
and personality disorders evolve from the in-
teractions between temperamental mismatches 
and disrupted/disorganized attachments (lack 
of emotional attunement). Neurological imma-
turity, prolonged helplessness, and psychologi-
cal dependency in humankind places the onus of 
brain development on learning during childhood. 
Although this prolonged developmental period 
expands our repertoire of skills over instinct, 
there is a potential downside—the disruptive 
role of toxic environments, brain injury, depri-
vation, and trauma-related experiences. These 
infants are at greater risk for a difficult tempera-
mental style that can further challenge parental 
attunement, coping skills, and capacity to fit into 
many educational and social networks. 

Macrocosmic Approach to Temperament 
in Developmental Disorders 

A number of ecological and biological forces can 
derail the developmental trajectory of tempera-
ment and attachment/attachment behaviors (dis-
cussed later). Infants and young children with 
IDD, autism spectrum disorder (ASD) and ASD 
+IDD enter the world at an atypical starting point 
and proceed along different developmental tra-
jectories. In addition, many can display challeng-
ing temperamental styles that challenge effective 
parenting. For example, parental attunement and 
synchrony/reciprocity depend in large part on sig-
nals from the infant. Atypical infant signaling can 
undermine these intuitive processes, increase the 
likelihood of temperament mismatching, and de-
rail parental adaptation to the child’s emotional 
and behavioral needs. A vicious cycle of frustra-
tion, sense of inefficacy and vulnerability may in-
terfere with empathic caregiving. 

IDD is classified among the neurodevelopmental 
disorders with global deficits in higher-level cogni-
tive development and adaptability. The degree of 
functional impairments and level of support needs 
(conceptual, social, and practical domains) are also 
included in the classification of IDD. ASD on the 
other hand lies on a continuum with disorders of 

social communication and repetitive-restrictive 
behaviors (cognitive and behavioral inflexibility). 
Many individuals with high functioning ASD may 
display significant levels of intellectual achieve-
ment (often in circumscribed areas) but continue 
to struggle with social/emotional issues such as 
empathy and variations in aberrant Theory of 
Mind (ToM), executive functions (adaptive flex-
ibility), and social interactions. The developmental 
trajectories of IDD without ASD, and ASD with 
IDD can diverge due to differences in etiology (the 
presence of genetic/metabolic and medical/neuro-
logical comorbidities) and co-occurring neurodevel-
opmental disorders. 

Each of these three subtypes present differ-
ent levels of demands on caregivers and chronic 
stress. There is a greater risk for temperamen-
tal mismatches in the combined types of neuro-
developmental disorders. Stress on parents and 
teachers can be accentuated by intolerance or 
avoidance of novel events; lower threshold and 
intensity of affective reactions; intolerance to 
change or interrupting ongoing preferred activi-
ties; relative incapacity for recovering from these 
arousal states, limited resilience, and difficulty 
with self-soothing or difficulty relying on others 
to help assuage these arousal states. These tem-
peramental traits have a profound effect on the 
quality of the balance between vulnerability and 
resilience. The inability to turn to others, share 
emotional experiences and joint attention, and 
social communication also lie on the boundary 
with attachment/attachment behaviors. 

The convergence of intense temperamental 
and disorganized attachment/attachment behav-
iors can create a perfect storm for caregivers and 
community providers. Over the course of the last 
several decades, we downplayed the role of tem-
perament and attachment in clinical studies of 
mental health disorders in individuals with IDD. 
One possible explanation is that our approach to 
diagnosis relied on syndromal diagnoses (phenom-
enological, descriptive/categorical classifications) 
that de-emphasize etiology and pathophysiology. 
This problem becomes more obvious when assess-
ing individuals with severe/profound IDD. Many 
just don’t fit into our diagnostic boxes very well.

Traditionally, many behaviorists focused on 
well-described behaviors as arising and main-
tained by associative and instrumental learning. 
Most did not integrate temperamental traits or 
attachment/attachment behaviors into the de-
scription of setting events or selection of anteced-
ents or responses to rewards. 

Combining temperamental factors to the pro-
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cess of behavioral and psychiatric assessments 
may enhance our understanding of vulnerabil-
ity, stress response thresholds, guidelines for 
prescribing novel treatment approaches, and 
factors that may affect treatment outcomes. For 
example, a formulation combining a thorough 
analysis of ecological factors, temperamental 
with behavioral assessment and data monitoring 
can enhance the comprehensiveness and utility 
of functional behavioral analysis and psychiatric 
assessment. This combination of methodologies 
can not only provide a richer view of the patients 
but also enhance our ability to create more per-
sonalized treatment plans. 

Next up- Macrocosmic/Microcosmic 
Views of Attachment- A Search 
for Common Readings
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For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu

Family Corner

Utilitarianism in An Anxious World: Or, How 
I Learned to Stop Worrying and Love Mill 
Emilie Corthell

One of the hardest things about life is that it 
doesn’t come with a guidebook to answer our 
questions about life. As we grow older we realize 
that finding the answer to a moral dilemma is 
not as clear cut as finding x in an algebra equa-
tion. 

What makes this so complicated is that each 
individual is different, like a snowflake. As such, 
there are multiple leading fields with answers 
from different perspectives. They all have differ-
ent answers on the ethical ideal versus the aver-
age rational mind. Mental illness has compound-
ed the issue even further. What causes mental 
illness? Is it due to outside forces? Is it due to 
some internal force in the individual themselves?

For the specific mental illness of social anxiety, 

I think that John Stuart Mill’s classic utilitarian-
ism is the best choice because of its straightfor-
wardness. For a person who gets overwhelmed 
emotionally by choices, there is peace in mapping 
out the consequences of every possible action. 

According to the Anxiety and Depression Asso-
ciation of America, “the defining feature of social 
anxiety disorder, also called social phobia, is in-
tense anxiety or fear of being judged, negatively 
evaluated, or rejected in a social or performance 
situation.” I was diagnosed with this disorder 
less than ten years ago. If you don’t have this dis-
order, it can be hard to explain. It’s like you are 
constantly “hearing” a voice in your head telling 
you that if you make one faux pas, the other per-
son will be offended and never forgive you. It’s 
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like someone is constantly telling you “The com-
ment you want to make is stupid, so don’t speak 
up.” It’s just really hard to have a social life when 
your brain is on constant fight or flight.

That being said, the disorder is usually manage-
able or even treatable. I’ve often thought of this 
kind of illness as the inverse of addiction. With 
addiction, a person will pursue a pleasurable ac-
tion, such as drugs or gambling to avoid the conse-
quences of pain. With something like social anxi-
ety disorder, a person will hide from a pleasurable 
consequence such as friendship to avoid a painful 
action (in this case, social interaction). You treat 
addiction by learning to avoid stimuli that trigger 
addiction. However, with social anxiety, you con-
stantly have to expose yourself to somewhat pain-
ful stimuli in order to build your tolerance up. 

As an ethical philosophy that primarily deals 
with consequences, this is why utilitarianism is 
so helpful. You learn to not put the carriage be-
fore the horse. Actions lead to consequences, not 
the other way around. People with social anxiety 
disorder have a tendency to catastrophize every 
action. In fact, one of the common approaches I 
learned in therapy is how to combat this. You 
consider what the best and worst possible out-
comes would be. Then, carefully comparing these 
two choices, you ask yourself what would be the 
most realistic outcome

According to Mill, “utilitarianism, therefore, 
could only attain its end by the general cultiva-
tion of nobleness of character, even if each indi-
vidual were only benefited by the nobleness of 
others, and his own, so far as happiness is con-
cerned, were a sheer deduction from the benefit.” 
He called this the Greatest Happiness Principle. 
In this principle the means to measure happi-
ness was not the moral agent’s own happiness, 
but what could bring society the greatest amount 
of happiness as a whole.

This is in line with what people with social 
anxiety want. We want to be good people who 
contribute to society. In fact, you could say that’s 
the problem. We get so completely overwhelmed 
about how to proceed that we wind up in a qua-
si-permanent state of inaction. So, the question 
becomes what action causes the most amount of 
happiness? What action would cause the most 
amount of pain?

Mill argues that motivation isn’t relevant to the 
morality of the action, but it is very important in 
terms of the morality of agent. This is good news 
for people with social anxiety disorder. In terms 
of ethical actions, it doesn’t matter if you decided 
to attend a family dinner whether you genuinely 

wanted to go or whether you felt pressured or ob-
ligated. You went, and, assuming you socialized, 
happiness was increased because your family 
was delighted to see you. After all, due to your 
condition, you don’t socialize that much. They 
feel as though they don’t see you enough.

It affects you as an individual, though. Mill’s 
Principle of Utility states that actions and behav-
iors are right, only in so far as they promote hap-
piness or pain. If you attended the family dinner 
because you wanted to, then it is still a moral 
act. It is even still a moral act if you went be-
cause you wanted to challenge yourself socially. 
You are sacrificing your short-term happiness 
for your long-term happiness and your family’s 
short-term happiness. 

However, if you went due to some sort of obliga-
tion or guilt-trip, it might not be a moral act. Mill 
further argues that “the utilitarian morality does 
recognize in human beings the power of sacrific-
ing their own greater good for the good of others. 
It only refuses to admit that the sacrifice itself is 
a good.” If you are too overwhelmed that day to 
benefit from socializing, then you will not gain 
any happiness from it short-term or long-term. 
The dinner will wear you out faster, and there 
is a chance that you might subconsciously link it 
to your social anxiety the next time you want to 
socialize. As for your family, it does not do them 
good to see you stress yourself out, especially if it 
might limit your outings with them in the future. 
In this instance, the sacrifice is not a good.

In conclusion, the ethics of utilitarianism is an 
effective one to follow if you have social anxiety 
disorder. When one has this disorder, it can be 
so hard to balance the difference between pleas-
ing others and putting ourselves first. What’s 
more, it can be incredibly difficult to figure out 
the definition of either of them. Utilitarianism 
gives people with social anxiety disorder a way to 
use reason and logic to process the anxiety. Once 
they learn to do this, they are well on their way 
to becoming masters of their own fate.

For further information, contact Sue Gamache 
at sue.gamache0@gmail.com. 

Family Corner is an ongoing column in The 
NADD Bulletin and is published under the aus-
pices of the NADD Family Voices Committee. We 
welcome your comments, suggestions, and sub-
missions for this column. To learn more or to 
contribute to this column, you may contact Julia 
Pearce, Editor of Family Corner runnamokk@ho-
tmail.com 



Note from the editor
Welcome back from the summer, now back to work! In this issue 

Wendy Dorsey compellingly argues the value of psychotherapy for 
individuals with intellectual and developmental disabilities. Lucy 
Esralew, Ph.D. considers Psychological First Aid as a psychosocial 
intervention for wildfire-exposed individuals with disabilities. Ed 
Seliger provides an overview and updates of recent activity by 
the NADD Clinical Certification Committee. Dr. Jarrett Barnhill 
considers the connection between attachment and temperament 
and argues for the consideration of temperament as an important 
but often overlooked factor within more comprehensive mental 
health evaluation. Emilie Corthell provides an interesting and 
unique, non-clinical perspective of social anxiety linking it to 
Utilitarian ethical decision-making.

I would like to remind the readership that we welcome articles 
in which you describe your programs, interventions and research 
pertinent to individuals with intellectual and developmental 
disabilities and with co-occurring mental health needs. Please 
consider sharing your work by submitting material to me for 
publication in the Bulletin. I look forward to meeting many of 
you at the upcoming NADD 35th conference in Seattle October 
31-November 2, 2018. 

Lucy Esralew, Ph.D.
drlucyesralew@gmail.com
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