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Note from the editors
Philip Smith, Ph.D., addresses the implications of emerging 

adulthood for individuals ages eighteen to twenty-five with dual 
diagnoses. Lucy Esralew, Ph.D., suggests points to consider in 
clinical supervision for MI/IDD practice. Eileen Elias provides 
the recent position statement developed by the NADD U.S. Public 
Policy Committee regarding health care reform and persons with 
dual diagnosis. Jarrett Barnhill, M.D., reviews a recent paper by 
Kendler and Gardner on gender differences and depressive dis-
order. Brian Huckins provides a parent’s perspective on relevant 
supports for children on the spectrum. Katie Hodgson, a Canadi-
an colleague, explores the role of the DSP in health care settings.

This is a good time to take stock, review your work and that of 
your colleagues, and write up your experiences. We welcome your 
contributions to upcoming issues.
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Jarrett_Barnhill@mednet.unc.edu

Lucy Esralew, Ph.D., NADD-CC
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around a biopsychosocial framework with a 
strong focus on assisting the individuals we serve 
in maintaining safety in their lives. 

The biopsychsocial model tells us that biologi-
cal, psychological, and social factors contribute to 
any illness. Our treatment unit uses this model 
to guide our plan of care for each case. We look at 
all three factors to determine what the goals for 
the individual might be. The team also ensures 
that the client is able to contribute to this plan-
ning as much as possible, and, where appropri-
ate, the clients circle of support (family meme-
bers, caregivers, etc.) are included to ensure we 
are developing a plan that is client-centered.

In this setting the nursing team works initial-
ly to assess the client’s biological needs. Many 
times it has been found that a client may have 
dental needs or gastrointestinal issues that the 
client may not be able to articulate verbally. Part 
of our role as a DSP is to assist in assessing signs 
of discomfort and reporting these to the health-
care professionals we work with so that they may 
further investigate. We would also be involved 
in creating a plan to integrate a health teaching 
program or a new regiment into the life of the 
client in a meaningful way. At times our clients 
may not be motivated to follow health related 
plans as they do not see the benefits. It is up to 
us to collaborate with the team to find a way that 
the plans are being re-enforced.

When looking at the psychological aspect, 
DSP’s are involved in a variety of assessments 
in collaboration with psychologists and behavior 
therapists. The front line observation of client’s 

behavior and the implementation of interven-
tions is a key aspect of the client’s care plan. In 
assisting clients to be safe and to develop positive 
behavioral strategies, the team is helping clients 
to have quality of life so that they can take part 
in whatever interests them in a significant way.

In many ways the psychological aspect leads to 
the social factor; in assisting an individual to sta-
bilize his or her behavior we are allowing them 
to be able to take part in all social aspects they 
choose.   As a DSP we assist clients, in collabo-
ration with Occupational Therapists, Recreation 
Therapists, and Child and Youth Workers to find 
activities they enjoy and to help them to learn to 
participate to the best of their abilities.

Each factor in the biopsychosocial framework 
is used to create a client-centered approach to 
care that is easily integrated into the community 
setting where the client lives day to day. As a 
DSP in the healthcare setting, this is our main 
goal: advocating for the clients voice to be heard 
and integrated into the care plan by looking at all 
aspects of the clients life. 

For further information, contact Katie Hodg-
son at  Katie.Hodgson@camh.ca .

DSP Interests and Concerns is an ongoing col-
umn in The NADD Bulletin.  We welcome your 
comments, suggestions, and submissions for this 
column.  To learn more or to contribute to this col-
umn, you may contact Melissa Cheplic, Editor of 
DSP Interests and Concerns at cheplima@rwjms.
rutgers.edu. 
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Emerging Adulthood: Implications of a New 
Developmental Stage for the Treatment and 
Support of Individuals with Co-occurring Mental 
Illness and Intellectual/Developmental Disability
Philip Smith, Ph.D., The Boggs Center, Rutgers Robert Wood Johnson Medical School

It has been nearly fifteen years since Jeffrey Arnett 
(2000) published an article proposing a new develop-
mental stage, which he called “Emerging Adulthood.” 
The proposed stage has gained academic credibility 
as marked by the establishment of a new professional 
organization, The Society for the Study of Emerging 
Adulthood (SSEA), six annual national and/or interna-
tional conferences, and publication of the new journal, 
Emerging Adulthood (http://www.sagepub.com/jour-
nals/Journal202127). The current professional literature 
has discussed at some length the challenges encountered 
by young people with intellectual and developmental 
disabilities (IDD) as they live through the transition 
from adolescence into adulthood (Stewart, et al 2010), 
as well as identifying a variety of ways in which mental 
illness during this stage serves as a risk factor for com-
plications in adulthood (Pottick, Bilder, Vander Stoep, 
Warner, & Alvarez, 2008). Despite the attention these 
topics have received, there has been relatively little for-
mal attention given to discussion or exploration of how 
the increasing complexities associated with this new de-
velopmental stage and the more complex social realities 
that prompted identification of this stage impact these 
populations, and especially how they impact individuals 
who are dealing with both sets of risk factors – people 
with IDD who also suffer from mental illness.

In order to address questions about the impli-
cations this stage of life may have for individu-
als with such dual diagnoses, it is necessary to 
look first at the nature of this stage of life, then 
consider the challenges encountered by young 
people with IDD transitioning from childhood to 
adulthood, review the complications that mental 
illness creates for individuals at this stage of life, 
and finally, look at the impact of the interaction 
between IDD and mental illness has on emerging 
adults.

Arnett (2000) argued that between the ages of 
eighteen and twenty-five, individuals are neither 
clearly adolescents nor young adults, and should 
be recognized as being in a theoretically and em-
pirically distinct stage of development that is dis-
tinguished by relative independence from social 
roles and normative expectations. While these 
young people typically have left the dependency 
of childhood and adolescence, they may still rely 

on parents or others for some type of support, 
and have not yet entered the enduring respon-
sibilities that are considered normative of, or de-
finitive of, adulthood. As a result, they are often 
exploring a variety of possible life directions in 
love, social relationships, work, and worldviews. 
In support of this position he identified a number 
of demographic changes evident in our culture, 
including: the increase in median age of mar-
riage (from 21 to 25 for women and 23 to 27 for 
men from 1970 to 1996), a parallel increase in 
age of first childbearing, and an increase in the 
proportion of young Americans obtaining higher 
education after high school (from 14% in 1940 to 
over 60% by the mid-1990s). As a developmental 
theory, he characterizes the central task of this 
stage as moving gradually toward the readiness 
to make enduring commitments in love and work 
(Arnett, 2011).

While many people in our culture may relate to the 
realities associated with this stage of development (chil-
dren returning to live at home after college, inclusion of 
children on parents’ healthcare policy through age 25, 
etc.), most public discussions of policy development and 
resource appropriation do not formally identify this stage 
as a factor in planning. This raises the concern about 
whether these realities are being adequately addressed 
in the development and implementation of support pro-
grams for young people, especially those with mental 
illness and/or IDD. This represents a special challenge 
for individuals with IDD, as the literature shows a long 
history of difficulty in making the transition to adult-
hood for youth with disabilities, marked by a variety of 
personal challenges such as physical, sensory, cogni-
tive and communicative limitations, and environmental 
barriers (Committee on Disability in America, 2007; 
Stewart, Stavness, King, Antle, & Law, 2006). In light 
of these challenges, it has been noted that it is critical 
to adequately prepare youth with chronic health condi-
tions and disabilities as they move towards adulthood, as 
acknowledged by the joint consensus on health care tran-
sitions released by American professional bodies repre-
senting pediatricians, family physicians and internists 
(Blum, Hirsch, Kastner, Quint, & Sandler, 2002). While 
this had been identified in earlier consensus statements 
(Blum, 1995), the current consensus statement reflects a 
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more holistic set of goals highlighting the services need-
ed to maximize lifelong functioning, not just preparation 
for new health care services. One recommendation is 
that all young people with a chronic illness or disability 
should have a health care provider who takes specific re-
sponsibility for their transition to adult health care. This 
would include the coordination of community, primary, 
specialty, and allied health services, as well as the devel-
opment of up-to-date detailed written transition plans, in 
collaboration with young people and their families. 

For individuals who have a dual diagnosis (men-
tal illness and IDD), these challenges are com-
pounded by the fact that emerging adults are par-
ticularly at-risk for psychiatric disorder (Kessler, 
Berglund et al., 2005; Kessler, Chiu et al., 2005). 
This is a challenge for emerging adults in general, 
not just those with IDD. Supporting reviews show 
that in a given year over 40% of 18 to 29 year-olds 
in the United States meet the criteria for a psy-
chiatric disorder. This rate is higher than for any 
other age group of adults. At this level the most 
commonly diagnosed conditions are anxiety dis-
orders (22.3%), substance use (22.0%), and mood 
disorders (22.0%). Among emerging adults who ex-
perience anxiety disorders, specific phobia is most 
common (10.3%); however, approximately 1 in 10 
(9.3%) meet the criteria for a social phobia, (Kes-
sler, Berglund et al., 2005; Kessler, Chiu et al., 
2005). This raises special concerns and a number 
of questions regarding the source of this pattern 
and the increased challenges it can pose for many 
individuals in this age group. The first question 
that comes to mind is whether this pattern could 
be a result of the stress, demands, and uncertainty 
encountered during this stage of life when young 
people are expected to make connections in the 
adult world, such as meeting new people, mak-
ing coworker acquaintances, and exploring inti-
mate relationships. If this is the case, there would 
be greater challenges for individuals with IDD, 
related to the deficits in social skill development 
that impact the IDD population in general. While 
the more widely recognized and specific social re-
lationship and social skill development challenges 
that are characteristic of individuals with Autism 
(Smith & Matson, 2010) and Autism Spectrum 
Disorders gain a high level of attention, many peo-
ple with IDD have weaknesses in this domain. 

In light of this, we need to pay special atten-
tion to the domain of social and community life, 
which includes a broad range of transition out-
comes and activities, including community recre-
ation and leisure activities, social relationships, 
marriage, and parenting. Successful navigation 
of these areas has been identified as essential 

to the achievement of satisfying adult living for 
young people with IDD (Lehman, Clark, Bul-
lis, Rinkin, & Castellanos, 2002). Even without 
discussion of the Emerging Adulthood stage of 
development, literature reviews have concluded 
that this domain has not received enough atten-
tion and have maintained that further research 
in this area is needed (Armstrong, Dedrick, & 
Greenbaum, 2003; Cooney 2002; Hughes 2001). 
Discussion of the transition through Emerging 
Adulthood has suggested the need for increased 
involvement in social networking, more numer-
ous trial relationships, and increased levels of 
job experimentation and other explorations in 
life, in order to successfully navigate this stage 
of development (Arnett, 2000, 2001, 2011). In 
order to participate in these relationships and 
engage in more frequent short-term relation-
ships in order to explore potential commitment 
requires both the capacity and motivation to 
initiate these social contacts, the social skills 
necessary to establish an adequate level of inti-
macy, the willingness and ability to make judg-
ments and choices about these relationships, 
the capacity to conclude that a particular rela-
tionship may not be good for oneself, and finally 
the to exit a relationship and move on when this 
makes sense. These activities combine to make 
transition into adulthood in the social and com-
munity domain a much more complex process. 
This increased complexity of the transition is 
something that needs to be explored and bet-
ter understood in order to prepare young people 
with IDD to navigate this transition successful-
ly and to provide support and guidance as they 
work through this stage of life.

This is especially important as studies have 
shown that the prevalence of having friendships, 
peer relationships, and participating in social and 
recreational activities is low for people with IDD 
and especially for those with Autism Spectrum 
Disorders (Orsmond, Krauss, & Seltzer, 2004). 
This study went on to note that the frequency of 
peer relationships and participation in social and 
recreational activities was predicted by individual 
characteristics such as age and degree of impair-
ment in social interaction skills. Greater participa-
tion in social and recreational activities also was 
predicted by characteristics of the environment 
such as greater maternal participation in social 
and recreational activities, number of services re-
ceived, and inclusion in integrated settings while 
in school. For individuals with IDD, factors such 
as a smaller number of friendship opportunities, 
as well as personal characteristics and environ-
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mental factors may combine to make them less 
willing and/or less able to make decisions about 
specific friendships or other relationships.

In addition to transition in the social domain, 
the high prevalence of psychopathology dur-
ing emerging adulthood raises the question of 
whether the features or challenges of emerging 
adulthood may increase vulnerability to psychi-
atric disorder. One qualification that must be 
considered in this regard is that for most emerg-
ing adults with a mental illness, this is not their 
first diagnosis or experience with mental illness. 
Among individuals who meet criteria for psychi-
atric disorder in their twenties, 75% have a histo-
ry of at least one prior episode (Kim-Cohen et al., 
2003). This is not surprising given that the age of 
onset is prior to 24 for 75% of all psychiatric dis-
orders (Kessler, Berglund et al., 2005; Kessler, 
Chiu et al., 2005). Estimates of lifetime disorder 
exceed 50% in emerging adulthood (Kessler, Ber-
glund et al., 2005; Kessler, Chiu et al., 2005) in-
dicating that half of all emerging adults have a 
developmental history of psychiatric disorder. In 
addition to the questions about the relationship 
between emerging adulthood and the high rate of 
psychiatric disorders during this stage in life, it 
will be important to analyze the extent to which 
these rates are impacted by the diagnosis of in-
dividuals with IDD in this cohort and whether 
the rates of diagnosis for these individuals are 
comparable to or higher than the rate of disorder 
observed in the general population. 

Closely related to this concern are questions 
about whether individuals with IDD encounter 
increased difficulty accessing appropriate mental 
health services. Addressing the special transition 
challenges for youth with dual diagnoses reflects 
a specific example of the transitional difficulties 
noted above. At present, there is little evidence 
to indicate whether this transition in services is 
more difficult for individuals with mental illness 
than for those with other chronic condition. How-
ever, the social stigma often associated with men-
tal illness would raise concerns that this could 
be a more significant challenge. Once again, this 
highlights the need to start early with youth and 
families to plan for the future, to take a collab-
orative team approach with the young person 
at the center of the team, to provide useful and 
accessible information, and to provide ongoing 
supports before, during, and after the transition 
period. (Betz 2004; Ikiugu and Ciaravino 2006; 
Stewart et al. 2006).

In addition to transition challenges, a promi-
nent area of analysis in the Emerging Adulthood 

field of study is answering the questions asked 
by young people and the broader culture regard-
ing what are considered to be the criteria for be-
ing recognized as or considering oneself an adult. 
Studies have found that the criteria most impor-
tant to young people in their conceptions of that 
transition are qualities of character that share 
a common emphasis on the establishment of in-
dividual identity and individual functioning. Ex-
amples include: accepting responsibility for one-
self, making independent decisions, establishing 
financial independence, establishing a relation-
ship with parents as an equal adult, and taking 
responsibility for compliance with social norms 
(Arnett, 2001). One question this raises for indi-
viduals with IDD is whether they have the same 
understanding of what it means to become an 
adult. Another concern is whether our culture 
(the educational system, disability support ser-
vices, etc.) provide adequate supports and readi-
ness to achieve the relevant ideals, whether they 
are the same as those experienced in the general 
population or different in any significant way.

Since IDD is a little discussed variable in the 
emerging adulthood literature additional re-
search will be required to find answers to this 
pivotal question. Based on the responses, it then 
becomes imperative to explore how well the sup-
port systems that have been designed for individ-
uals with IDD (educational programs, special ed-
ucation services, employment supports, and dis-
ability support services) actually prepare them to 
meet the criteria that are commonly understood 
to define adulthood. 

Parallel to this challenge are questions about 
the availability and accessibility of appropriate 
mental health treatment resources and appropri-
ate disability support services, which recognize 
the socio-cultural realities of the emerging adult 
stage of development. Both of these resources 
present access challenges that are unique to the 
emerging adult. These include: learning about 
the shift from educational entitlements to adult 
services and pursuit of jobs, shifting from child 
and adolescent service programs and depart-
ments to adult service departments (depending 
on jurisdiction), and the challenges related to es-
tablishing access to resources based on one’s own 
eligibility, independent of parental insurance or 
other resources. Along with access, there are sig-
nificant questions regarding the degree to which 
available services recognize and address the 
unique needs of young people with IDD who ex-
perience a mental illness as they live through the 
emerging adulthood stage of transition. In this 
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regard, it will be important for treatment provid-
ers to develop an increased understanding of this 
developmental stage and to consider whether it is 
necessary to develop a specialization in treating 
individuals at this stage, as it the case for thera-
pists who specialize in the treatment of children, 
adolescents, and the geriatric population.

This review of the knowledge available re-
garding emerging adulthood as a stage of de-
velopment and the unique needs of individuals 
with IDD and especially those who are dually 
diagnosed with a psychiatric disorder raises 
more questions than it answers. It highlights 
a significant need for further study of this de-
velopmental stage in order to develop a clearer 
understanding of how individuals with IDD, 
and especially those with co-occurring IDD and 
mental illness, understand this stage of life and 
navigate these challenges. In particular, atten-
tion needs to be paid to identifying any addi-
tional risk factors that contribute to potential 
problems as this population moves through this 
stage of development and to how this informa-
tion can be used to adapt treatment and support 
strategies. Ultimately, these findings need to be 
brought to public attention in a way that will 
constructively impact public policy and program 
development, so that reasonable expectations 
can be developed and resources appropriated 
to support realistic coping and preparation for 
successful transition to adulthood. This must 
include the application of additional research in 
this domain to review and potentially revise ser-
vices in a number of critical domains, including: 
educational transition support systems (pro-
grams that work with high school students to 
plan and prepare for transition into adulthood 
and post school systems), job preparation and 
support programs, adult support systems such 
as case-management or support coordination, 
and clinical treatment systems.
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Clinical Supervision in MI/IDD Practice
Lucille Esralew, Ph.D., NADD-CC, Trinitas Regional Medical Center

The growth of MI/IDD clinical practice is evi-
denced by increasing numbers of clinicians who 
self-identify as specializing in this area and fur-
ther marked by the introduction of a clinical cer-
tification through NADD. It is, therefore, timely 
to consider how we can promote competent, re-
sponsible, effective, and ethical practice within 
our field. What are some models for training and 
supervision of professionals who specialize in 
clinical MI/IDD practice? 

The following article is not intended as a criti-
cal review of models for clinical supervision. In-
stead, it reflects my experience during the past 
20 years as a clinical supervisor to staff, Masters 
level externs, pre-doctoral psychology interns, 
and temporary permit holders specializing in 
clinical MI/IDD practice. 

There are many worthwhile models that guide 
the clinical supervisor, none of which are spe-
cific to MI/IDD practice. The interested reader 
is directed to such supervision approaches as 
the psychotherapy based approach, the devel-
opmental approach, and the integrated develop-
mental model (IDM), the Discrimination Model, 
the systems approach, the competence-based ap-
proach (Kaufman and Schwarz, 2003; Morgan 
and Sprenkle, 2007; Tracey, 2006). Throughout 
this article, I try to advance the view that the 
ultimate aim of good supervision (regardless of 
approach) is the development of competent, ethi-

cal, and effective service provision to clients; this 
is a process that involves the technical and per-
sonal growth of both supervisee and supervisor. 
The supervisory process involves a commitment 
on the part of the supervisee to learn core compe-
tencies and a responsibility on the part of the su-
pervisor to teach, mentor, and guide professional 
development. Although I had excellent training 
and supervision through my graduate program 
in counseling psychology and during my 20 years 
working with individuals with MI/IDD, I did not 
receive any formal training in the provision of 
supervision to others. Most of what I know has 
come from my own experience as a supervisee—
good and bad—and from feedback from super-
visees who have let me know what they have or 
have not found helpful to their growth and devel-
opment.

I think that the “good enough” supervisor is one 
who has learned from a range of clinical and su-
pervisory experiences. It is also someone who has 
made a conscious effort to elicit feedback from 
staff and students about his or her supervisory 
style. I have had the good fortune to be exposed 
to multiple clinical experiences with diverse pop-
ulations. I have worked with a variety of indi-
viduals including the very young and the very old 
within diverse settings including nursing homes, 
developmental centers, community settings, and 
in my private practice. I have provided neuropsy-
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chological assessment, psychological assessment, 
developed cognitive rehabilitation, and psycho-
logical counseling. 

It is my belief that the best preparation for 
clinical practice is to have as broad based expe-
rience as possible. These diverse clinical experi-
ences have enriched my provision of supervision 
to others. I encourage my staff and students to 
expand their skills through trainings, continued 
education, readings, and field work. I think that 
the best preparation for someone who specializes 
in MI/IDD practice is to develop solid clinical and 
behavioral shaping skills and learn how to apply 
these to our population.

The best supervision I obtained was not MI/
IDD specific. I have had supervisors who came 
from psychodynamic, CBT, and interpersonal or 
humanist theoretical perspectives. Other super-
visors, like myself, self-identified as eclectic in 
orientation. My supervisors served as teachers, 
role models, mentors, and guides; they influenced 
how I view my role as a supervisor of clinicians 
and students. Although my clinical supervisors 
came from varying theoretical orientations, all 
shared helpful traits such as warmth, empathy, 
and support, and all conveyed genuine interest in 
my growth and development as a clinician. 

My own approach to supervision tends to be 
eclectic as is my approach to clinical work. I value 
a CBT framework, I view supervision as a devel-
opmental process, and I am particularly mindful 
of transference and counter-transference issues 
as they unfold within clinical practice and the 
work setting. In keeping with a CBT approach, 
I am inclined to set the agenda for supervision 
sessions collaboratively with supervisees; I listen 
for evidence of cognitive distortions that might 
affect the supervisee’s ability to clearly conceptu-
alize the problems of their clients and help those 
clients effectively cope with these problems. 

In keeping with a developmental approach, I am 
continually assessing the micro and macro skills of 
my supervisees to support their strengths and pro-
vide them with opportunities to develop in areas 
of weakness in order to help them move towards 
independent practice. This is not limited to but 
certainly includes such skills as interviewing, es-
tablishing rapport with clients, conducting assess-
ments, working within a multi-disciplinary team, 
and competent documentation of clinical work. De-
pending upon the results of this evolving assess-
ment, I might revise someone’s case assignments, 
recommend reading, ask the supervisee to attend 
an outside-of-agency training, or request that a su-
pervisee shadow a more senior clinician.

Although I do not primarily practice insight ori-
ented psychotherapy or supervision, I do borrow 
a focus on transference and counter-transference 
issues from a psychodynamic approach to clinical 
work. This is an area that is often missed in aca-
demic and field placements. New clinicians are 
sometimes circumspect in reporting transference 
and counter-transference experiences as they 
arise in their work with clients. To avoid trans-
ference is to ignore the reality that we all tend to 
see our current relationships, at least in part, in 
terms of our emotional history and previous re-
lationships. Similarly, we frequently respond to 
clients and supervisees on the basis of our own 
emotional and relational histories. The ability to 
sort out what we bring to these encounters al-
lows us to understand our clients more clearly. 
This is critical clinical information. In order to 
promote an awareness of these issues, I encour-
age my supervisees to keep journals to process 
and promote greater awareness of themselves 
within their clinical encounters with clients. I 
frequently recommend that a supervisee reflect 
upon his or her own response to a client in or-
der to better understand his or her response or 
intervention with a client within a clinical en-
counter. Given the likelihood that many of our 
clients with MI/IDD will either lack the skill or 
inclination to provide direct feedback about how 
they experience the clinical relationship (such as 
empathic failures, etc.), there is an even greater 
responsibility for us to be as cognizant as possi-
ble of what we bring into our clinical encounters.

Format for Supervision
The format I develop for supervision depends 

upon the clinical responsibilities and status of 
the supervisee. In the hospital-affiliated pro-
grams that I oversee, clinical staff have weekly 
meetings with a supervisor and bi-weekly review 
of all their cases. Students are expected to have 
at last 1 hour of weekly face-to-face supervision 
and 4 hours a month of group supervision. Stu-
dents can also attend team meetings held in their 
area of service. 

Staff can learn from each other via peer supervi-
sion that consists of review of each other’s cases 
and documentation. Pre-doctoral psychology in-
terns have the opportunity to mentor Masters 
level psychology students in counseling or testing.

As a supervisor, it is my responsibility to en-
sure that supervisees have opportunities to de-
velop core competencies for MI/IDD practice. 
This includes opportunities to test, interview, 
conduct psychological counseling on an individu-
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al and group basis, confer with families and staff, 
provide psycho-education/training to consumers, 
families, and staff, and provide behavioral con-
sultation. Students have the opportunity to pur-
sue clinical rotations on the specialized adult in-
patient psychiatric unit for individuals with MI/
IDD; they provide psychological counseling at 
one of our satellite counseling centers and have 
an opportunity to work alongside clinical staff 
on our crisis response teams dedicated to com-
munity based adults with MI/IDD. Interns are 
responsible for testing, generating psychological 
reports, debriefing clients, counseling and docu-
mentation of counseling sessions. They prepare 
curricula for training staff, families, and clients. 

Supervision is an opportunity to provide di-
rect feedback to supervisees about their coun-
seling technique and the style with which they 
manage the relationship with clients or relate to 
other members of the multi-disciplinary team. 
Towards that end, I observe supervisees as they 
conduct testing and group and family sessions, I 
review counseling tapes, and I review transcripts 
and process notes for sessions. Supervisees can 
use our sessions as opportunities to provide me 
with feedback regarding what they would like to 
learn or how I can best help them.

Supervision of Staff
My crisis response staff has already demon-

strated core competencies in clinical work to in-
dividuals with MI/IDD as a requisite for their 
employment. They have all earned Masters in a 
mental health field, some hold licenses or certifi-
cations, and all have at least two years of clinical 
experience with the MI/IDD population. My su-
pervision of new staff usually consists of ensur-
ing that supervisees understand hospital policies 
and procedures, the protocols for our crisis re-
sponse and clinical follow-along, and documenta-
tion responsibilities. I function more in the role of 
a consultant with individuals who may need my 
assistance in case conceptualization with com-
plex situations. My relationship is often one of a 
senior clinician to a more junior colleague. They 
may need help in advocating within systems for 
a particular individual. Sometimes there are is-
sues of personal style, work habits, or other per-
sonal factors that interfere with effective service 
delivery and are more the subject of supervision 
than technical competence in counseling, crisis 
response, or performing an assessment. 

Supervision of staff passes through various 
stages of development: initially, staff is highly re-
liant on supervisors and senior staff. It is impor-

tant to provide timely and constructive feedback 
that addresses areas in which new staff need to 
improve service delivery in order to become fully 
functioning members of the team. Feedback can 
be provided via peers in group supervision and 
case review as well as by a clinical supervisor.

As staff become more seasoned, they become 
more autonomous. They are proficient in case 
conceptualization and clinical service delivery 
and develop their own personal styles. Supervi-
sion may take the form of locating areas in which 
the staff can increase efficacy including looking at 
personal factors that impede effective service de-
livery. For instance, clinicians may demonstrate 
interpersonal boundary issues that impede their 
work with clients. I have particularly observed 
this with staff who work with consumers who 
are relatively higher functioning but who exhibit 
personality issues. 

One of the challenges of the supervisory rela-
tionship is the reticence that some new clinicians 
have in reporting their “missteps” and concerns 
to their clinical supervisors. This can be particu-
larly difficult when a clinical supervisor is also 
the staff person’s work supervisor; the clinician 
may be concerned about how reporting problems 
will reflect upon his or her employee performance 
evaluation. If the power differential between 
supervisor and supervisee can be effectively ac-
knowledged and addressed, it is possible to work 
through this issue in order for the supervisee to 
become more self-aware and autonomous. Even-
tually as staff mature, the supervisee can take on 
the role of mentoring newer staff.

Supervision of Students
Supervision of students differs from supervi-

sion of staff. Students come to assignments with 
varying levels of knowledge, maturity, skills, and 
readiness to undertake work with complex indi-
viduals and to work within supervision.

I usually recommend that prospective students 
meet with me prior to beginning their assign-
ments so that we can explore mutual expecta-
tions. What is the student’s learning style? What 
has been his or her previous supervisory experi-
ence? What do I need to know in order to tailor 
the supervision experience? This is also an op-
portunity for the student and me to check in with 
each other and see if there is any reason to be-
lieve that we cannot work with one another. Over 
the years I have moved from a verbal contract 
with students to one that is in writing.

Sometimes I recommend that students observe 
work within one of our MI/IDD services in order 
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for them to get a better idea about the setting 
to which they will be assigned. Students initially 
shadow staff or more advanced students. The 
goal is to observe models of good practice and al-
so begin to reflect on context variables that affect 
service provision. Observing agroup on the hospi-
tal-based inpatient psychiatric unit will involve 
a different set of considerations than observing 
a community-based consultation to a provider 
agency regarding a consumer in crisis. Supervi-
sors can help students by encouraging them to 
process their experiences. 

Activities that Promote Core Competencies
How do we promote core competencies in clini-

cal MI/IDD practice? One way is by providing di-
verse opportunities including conducting individ-
ual, group, family, and couples therapy, conduct-
ing assessments, offering behavioral shaping, 
attending team meetings, attending trainings, 
shadowing senior clinicians, relevant reading 
assignments, mentorship of other students, con-
ducting research, and participating in individual 
and group review of cases.

Another way is by promoting understanding 
regarding how setting factors influence clinical 
service delivery. Clinical work does not occur in 
a vacuum. Setting factors influence client behav-
ior, staff behavior, and clinical practice. To what 
extent does clinical work on an inpatient unit dif-
fer from clinical work in the community? To what 
extent do personal variables such as work style 
and personality influence service delivery? 

It is invaluable to be exposed to diverse clinical 
populations with a range of challenges. Although 
our practica are offered within MI/IDD-specific 
services, the internships we offer include other 
assignments besides work with individuals with 
MI/IDD. It has been invaluable to have provided 
clinical service to individuals of different ages 
and within different settings ranging from chil-
dren on the spectrum to older adults with IDD 
and dementia. It is important to be familiar with 
mental health and behavioral disorders and to 
develop an understanding of the systems within 
which clinical services are delivered. 

Supervisees—Personal Qualities
Supervisees come in all shapes and sizes with 

regard to personal qualities, expertise and mo-
tivation for clinical work. I have supervised in-
dividuals who knew virtually nothing about 
individuals with IDD but were good clinicians; 
I have supervised individuals who knew about 
the population but had limited competency to 

provide clinical services. I have also supervised 
individuals who have come with a considerable 
fund of both clinical competence and IDD-specific 
knowledge.

The personal qualities that I have found the 
easiest to work with in supervision have included 
flexibility, a sense of humor, maturity, enthusi-
asm, and self-awareness. I have supervised in-
dividuals who cannot tolerate constructive criti-
cism and those supervisees who actively seek 
feedback. 

Management of the Supervisory 
Relationship

Addressing the personal aspects of the supervi-
sory relationship can be among the most difficult 
aspects of supervision for the supervisor. What 
if you supervise someone whose personal issues 
impact upon their work with the client? The pro-
vision of supervision is not like psychotherapy, 
and it is not the role of the supervisor to become 
the supervisee’s therapist. Yet it is important to 
point out when a new professional’s own issues 
affect clients.

Although the supervisory relationship is one 
that can grow over time, at least initially it is 
hierarchal and always involves an imbalance of 
power. There is a senior clinician with evaluative 
authority and someone who is newer and more 
reliant. This is a big responsibility. Hopefully, as 
the supervisee matures, he or she is more inde-
pendent and the relationship between supervisor 
and supervisee can become more collaborative. 

The supervisory relationship is characterized 
by mutual responsibility. As a supervisor, I have 
made a commitment to participate in someone’s 
professional development. The supervisee has al-
so made a commitment to me to fully participate 
in our sessions by providing me with sufficient 
information so that I can adequately supervise 
him or her. This is the process by which I can 
learn to be a more effective supervisor and learn 
about myself within the process of supervising. 

It is an interesting developmental process for 
both supervisor and supervisee. The supervisee 
moves from reliance upon the supervisor towards 
independent practice. Supervisors move from 
hovering over clinicians to serving in the capac-
ity of a consultant. Both supervisor and super-
visee begin to recognize their strengths and the 
limits of their abilities. 

It is exciting that we have reached a point in 
our field at which there are professionals who 
choose to specialize in the provision of clinical 
services to individuals with MI/IDD. In order to 
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further develop our field and our professional-
ism, we will need to give further thought to train-
ing and supervisory experiences. We need to of-
fer individuals MI/IDD-specific field placements, 
help them develop solid clinical skills and offer 
clinical supervision from individuals who have 
expertise and the willingness to provide mentor-
ship and guidance to newer professionals
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This position statement, developed by the 
NADD U.S. Public Policy Committee under the 
leadership of Eileen Elias, was adopted by the 
NADD Board of Directors on October 23, 2013. 
Since that time, NADD has been working on 
building support for the policies contained in this 
statement. National organizations, including the 
American Association on Intellectual and Devel-
opmental Disabilities, the American Association 
on Health and Disability, the National Associa-
tion of State Directors of Disability Services, and 
Easter Seals, and individuals have endorsed this 
statement. 

NADD members are encouraged to consider 
personally endorsing this position statement 
and/or arranging for your organization to en-
dorse it. Endorsement indicates that you or your 
organization is in agreement with the philosophy, 
position, and recommendations of this NADD po-
sition statement. To endorse this position state-
ment, please go to http://thenadd.org/about-
nadd/nadd-position-papers/. 

Position Statement
The nation’s response to the service needs of in-

dividuals of all ages with co-occurring intellectu-
al/developmental disabilities (IDD; e.g., autism) 
and mental illness (MI) is of concern. National-
ly, State IDD and mental health (MH) authori-
ties are responsible for funding and monitoring 

needed services, yet support and funding is un-
even. An increasing number of publicly funded 
programs are hard pressed to provide the levels 
of assistance, therapy, primary care, long-term 
medical oversight and individualized supports 
that people with these co-occurring conditions 
need to live, work, and lead regular lives in the 
community. People with co-occurring IDD and 
MI are frequently referred to as a special popula-
tion. It is important to recognize that this group 
makes up approximately one-third (32.9%) of 
the total number of individuals with IDD served 
by state developmental disability (DD) agencies 
nationwide (National Association of State Direc-
tors of Developmental Disabilities Services and 
the Human Services Research Institute , 2013). 
The National Core Indicators data document the 
stability of this rate over time (see chart). Simi-
lar data on these individuals served by state MH 
agencies are not known, but a prevalence rate of 
emotional disorders of up to 50% has been report-
ed for children with intellectual disorders (Ein-
feld, Ellis, & Emerson, 2011) and, anecdotally, 
individuals with mental disorders are known to 
have a high prevalence rate of co-occurring intel-
lectual disorders. In view of the high prevalence 
of psychiatric disorders among people with IDD, 
this group should not be considered as a special 
population, but as a core constituency in both 
health and human services settings.

NADD Position Statement
Including Individuals with Intellectual/Developmental 
Disabilities and Co-Occurring Mental Illness: Challenges 
that Must Be Addressed in Health Care Reform
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Improvements in services for people with IDD/
MI have been achieved by many states during 
the past decade by expanding supports furnished 
under the Center for Medicare & Medicaid Ser-
vices, including Home & Community-Based 
Medicaid Waiver programs and state funding 
of improved crisis services and increased ac-
cess to mental health services. While advances 
have been made in many areas, state DD and 
MH authorities and service systems continue 
to struggle in their attempts to provide effective 
and appropriate treatments and supports on a 
consistent and comprehensive basis. State efforts 
to establish and maintain coordinated systems of 
care for people with these co-occurring conditions 
have been significantly hampered by administra-
tive and funding barriers that diffuse responsi-
bilities and by the limited use of best practice 
models. Furthermore, dramatic declines in state 
revenues resulting from the Great Recession of 
2008, coupled with personnel reductions and 
a faltering economic recovery, have eroded the 
capacity of state agencies to maintain services. 
In many areas across the country, waiting lists 
have grown and access to needed supports has 
been delayed, deferred, or even discontinued.

Currently, several states and private providers 
are looking for ways to stretch available dollars 
by more effectively coordinating services and im-
proving support outcomes. Some are pursuing 
home and community-based services available 
under the Section 1915(c) Medicaid waiver pro-
gram and the 1915(i) state plan option; both af-
ford states the ability to cover a wide array of 
community-based residential supports. Other 
states are expanding access to self-directed per-
sonal care through the new 1915(j) state plan 
services or by using the 1915(k) Community 
First Choice personal care option to assist indi-

viduals with living in their homes. In addition, 
many state authorities are taking advantage of 
federal programs such as Money Follows the Per-
son (MFP) and the Balancing Incentive Payment 
(BIP) programs, which provide increased federal 
financing to states moving people from institu-
tions to home and community-based settings. 
The Health Home, an optional Medicaid state 
plan service available under the Affordable Care 
Act, offers states a new strategy for improving 
the coordination of primary, acute, behavioral 
health, and long-term services and supports for 
individuals with two or more chronic conditions. 

In addition to implementing these Medicaid 
state plan alternatives, some states are pursu-
ing managed care as one of several strategies to 
decrease expenditures and improve service coor-
dination. Managed care approaches have been 
used to organize the delivery of acute health 
care and behavioral health services for some 
time; however, the application of this model to 
long-term supports including Medicaid waiver-
based programs (explained above) furnished to 
people with IDD is limited. Currently, only four 
states, (Arizona, Michigan, North Carolina, and 
Wisconsin) operate managed long-term care for 
persons with IDD including people with IDD and 
co-occurring MI. Kansas is in the process of mov-
ing the IDD population into managed care, and 
Louisiana and several others states are consider-
ing similar moves. Persons with IDD may receive 
mental health services through managed mental 
health programs such as Health Homes, as sup-
ported through the Affordable Care Act.

Managed care approaches are being used or 
considered by states for this population, although 
there are limited data documenting the impact on 
quality and efficacy of these approaches for man-
aging long-term services and supports for people 
with co-occurring IDD and MI as compared with 
traditional fee for service systems. Managed care 
proponents point out that the approach offers 
many benefits to states, enabling policymak-
ers to more closely align program expenditures 
with treatment and service outcomes, improve 
administrative and operational efficiencies, and 
reduce costs over time. Changing the structure 
and functioning of state IDD and MH service sys-
tems, however, to adopt either public or privately 
administered managed care is a complex under-
taking. States are responsible for administering 
their Medicaid programs including those offered 
through managed care organizations (MCOs) un-
der Section 1903(m) of the Social Security Act. 
A recent report on the implications of Medicaid 
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managed care for people with disabilities pre-
pared for the National Council on Disabilities 
underscores the importance of the state’s role in 
managing Medicaid service delivery regardless 
of whether the plans are operated by the state 
or other public agencies, county governments, 
nonprofit organizations, or for-profit corpora-
tions. The authors recommend that states mov-
ing to managed care systems retain staff with 
knowledge and expertise of disability services, 
especially those with expertise in community 
long term services and supports, to provide both 
effective management and oversight and to en-
sure high quality of care through contracts and 
obligations with MCOs. The authors identify 24 
policy-related issues and offer several recommen-
dations for both federal and state policymakers 
(National Council on Disabilities, 2013). 

Managed care systems are designed to con-
trol expenses, predict expenditure stability, in-
cluding frequently a reduction in the contract’s 
expense goal, while maintaining quality and 
improving outcomes. Service costs and utiliza-
tion are controlled through highly structured 
contracts among the state as the purchaser, the 
health plan(s), and the service providers. Con-
tracts between the state agency and the MCOs 
should specify funding mechanisms, service de-
livery arrangements, and the nature of the rela-
tionships of the various parties. Specific contract 
provisions are implemented through separate 
but related administrative protocols described in 
operations and policy manuals. Written by the 
state, these documents should identify the obli-
gations of the MCO with respect to the services 
and supports to be purchased and provided. In 
these documents, states must clearly identify 
the nature and scope of services to be furnished 
to people with co-occurring disabilities includ-
ing service coordination (with emphasis on com-
munity-based services), provider qualifications, 
oversight, quality management, cost-effective-
ness, and steps to ensure coordinated care occurs 
among state agencies, providers, and others. 

The populations of people with co-occurring 
needs are very heterogeneous, and their support 
needs change over their lifetimes. Individuals 
with IDD and co-occurring MI require a flexible 
array of services to help them effectively reside 
in the community. States’ managed care funding 
models need to be designed to promote this flex-
ibility and to support providers’ ability to struc-
ture services around the needs of the individual. 

Regardless of whether a state is considering 
changes in service delivery through the introduc-

tion of managed care, with Medicaid expansion, 
by the introduction of new funding or resource 
allocation practices, or through internal depart-
mental reorganization, the change methodology 
must embrace key program elements associated 
with high-performing services to both children 
and adults with co-occurring disabilities. 

In terms of service provision, these program el-
ements are put into operation through supports 
and interventions that address a person’s needs 
for appropriate assessment, diagnosis, and treat-
ment; flexible funding that is individualized to 
support meaningful outcomes in employment; 
socialization and community participation; fam-
ily supports; unified coordination of services and 
supports across service providers and state agen-
cies; ongoing technical assistance to build provid-
er expertise; targeted cross-disciplinary training 
for clinicians, administrators, and direct support 
professionals; family-based education; effec-
tive interagency collaboration and coordination 
among state DD, MH/behavioral health (includ-
ing mental health and substance abuse), child 
welfare, and corrections (including juvenile jus-
tice) agencies; responsive crisis intervention ser-
vices; and ongoing data collection, performance 
measurement, and outcome assessment. 

The lack of behavioral health and primary care 
providers with the specialized training to diag-
nose and treat this population results in prevent-
able and expensive health care and treatment, re-
peated hospitalizations, problematic drug interac-
tions and the overuse of psychotropic medications. 
To avoid these outcomes, states must carefully 
design their MCO contracts and requirements (as 
initially specified in states’ requests for proposal) 
including how service priorities, gaps, expansions 
and desired outcomes shall be addressed (e.g., 
for individuals on waiting lists and underserved 
groups). A well trained and supported workforce 
is a critical contract requirement. 

Recommendations
NADD recognizes the challenges that state 

policymakers face in responding to today’s eco-
nomic, political, and regulatory environments. 
State officials must address the continuing fiscal 
limitations resulting from the economic reces-
sion, respond to increasing numbers of people 
with co-occurring disorders waiting for services, 
and more effectively manage current service 
costs. NADD recommends that states consider 
the following principles as they develop plans to 
restructure their service systems to ensure that 
vulnerable people with co-occurring IDD and MI 
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are taken into account in managed care requests 
for proposals and resulting funding contracts. 
These recommendations will help make certain 
that the treatment and support needs of indi-
viduals with IDD and co-occurring mental illness 
disorders are seamlessly met during the process 
of organizational changes: 
1. Community Living. The primary goal and 

outcome of service delivery should be to en-
able people with co-occurring disabilities to 
have friends and to live, attend school, and/or 
work in the community, consistent with Title 
II of the Americans with Disabilities Act and 
the Supreme Court’s Olmstead ruling.

2. Knowledge and Expertise. States considering 
systems change should involve the recipients 
of supports and services family members, and 
advocates in conjunction with key state offi-
cials, providers, and subject matter experts 
with experience providing and funding high-
quality services and supports to children and 
adults with co-occurring disabilities. All of 
these individuals should be included in the 
design of new services, supports, and fund-
ing options. Consideration should be given to 
including representatives of diverse cultural 
and linguistic groups.

3. Person-Centered Services. People with co-oc-
curring disabilities should have services that 
are individualized and person-centered, ac-
cording to their needs.

4. Workforce Competencies and Training. Provi-
sions should be made to specify required qual-
ifications and training expectations for staff 
members (which should include individuals 
with lived experiences and family members), 
who treat children and adults with co-occur-
ring disabilities. These provisions should 
be based on external standards such as the 
NADD Accreditation and Staffing Certifica-
tion Guidelines. Training should emphasize 
specialized skills, especially diagnosis and 
treatment. Skill development is especially 
needed, in light of health care reform, for pri-
mary care and psychiatry physicians, physi-
cian assistants, nurse practitioners, mental 
health personnel, and other medical staff 

5. Readiness Review. States should complete a 
readiness review to fully inform their consid-
eration of new funding methodologies, sup-
port strategies, provider requirements, and 
quality and performance expectations for 
children and adults with co-occurring dis-
abilities. Workforce development must be 
part of this review.

6. Funding. Funding priorities, rates, and mech-
anisms should be flexible and designed to 
reward the achievement of high-quality and 
cost-effective performance outcomes that 
support community-based placements, ad-
equate direct care staff salaries, and braided 
governmental funding. . 

7. Support for Families. The majority of people 
(children and adults) with IDD receiving 
public services live in the homes of family 
members. Services and supports including 
respite care, integrated care coordination, 
preventive behavioral supports, and crisis 
prevention and stabilization must be de-
signed to address the needs of recipients of 
services across the lifespan and their family 
members. Training and skills development 
should be provided to staff, including those 
who provide peer support. 

8. Inter-Systems Service Coordination. Efforts 
must ensure that the historically fragmented 
service delivery systems are integrated, re-
sult in effective services provision, and pro-
vide the service recipient (including the fam-
ily) with the ability to advocate for needed 
services.

9. Specifications in State Contracts with MCOs. 
Specifications, using provider manuals and 
network plan documents, should include 
the amount, duration, timeliness, and scope 
of services furnished to children and adults 
with co-occurring disabilities based on func-
tioning, symptoms, and timely access to 
needed services. States and MCO’s should 
be encouraged to use monitoring teams that 
include persons receiving supports and fam-
ily members, as currently occurring in Mary-
land, Massachusetts, Pennsylvania and Wis-
consin. 

10. Specifications for Public and Private In-
surance Benefits and State Contracts with 
MCOs. Private insurance emphasis on re-
active symptom management is inadequate 
and costly for this co-occurring population 
because it typically results in overuse of 
medically unnecessary emergency room and 
inpatient placements. Instead, private and 
public insurance benefits should emphasize 
preventive services and positive behavioral 
supports as more effective and less costly ap-
proaches. 

11. Support to Develop Proven Models of Care 
and Treatment. Enhanced research support-
ing the provision of evidence-based practices 
is necessary to help address the current in-
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In the vast majority of epidemiological stud-
ies post pubertal females outnumber males. Re-
cently, a paper by Kendler and Gardner (2014) 
explored these gender differences in a unique 
fashion. They studied a large group of opposite 
sex, dizygotic twins from the Virginia Twin Reg-
istry. Their sample began with 1087 age and edu-
cation matched male-female twin pairs. Rather 
than studying twins in which both twins were 
affected, they chose 208 twin pairs who were dis-
cordant for depressive disorders. In this sample, 
62% were affected female; 38% were male—close 
to other population studies of gender dimorphism 
in mood disorders. In their study, Kendler and 
Gardner also employed a developmental path 
model to study the interaction between gender 
and the effects of a range of challenging experi-
ences (risk factors) during key phases of devel-
opment of probands with/without later onset de-
pressive disorders. 

The researchers used an age-stratified life 
events method of data collection that included 
early and mid-childhood, early adolescence, late 
adolescence, early adulthood, and reviews of life 
events occurring during the year preceding the 
study. This developmental model encompasses 
the development period and permits tracking life 
events relative to stages of development. Their 
findings supported persistent gender differences 
in vulnerability factors and trigger events for de-

pressive disorders during adulthood. When com-
pared to pre-pubertal males, discordant female 
twin pairs were more likely to display higher lev-
els of neuroticism (negative emotional reactivity), 
lack of parental warmth, and low social supports 
increase the risk for depression. Neuroticism may 
sensitize young females to later disruptions in 
the quality and continuity of adult relationships. 
For males, the rates of depressive disorder were 
influenced by childhood sexual abuse, emergence 
of externalizing behaviors/substance abuse, and 
previous episodes of depression. The latter sug-
gests an enhanced role of greater genetic loading 
in the expression of major depressive disorders. 
There are also differences in the nature of psy-
chosocial trigger events—greater vulnerability to 
disruption in other achievement focused needs. 
In addition, males were also more sensitive to 
sexual abuse during childhood, suggesting gen-
der differences between chronic PTSD, external-
izing disorders, and recurring mood disorders. 

Parsing this paper brings to mind several limi-
tations related to co-occurring IDD and mood dis-
orders. Firstly, there are no individuals with ID/
ASD/other developmental disorders included in 
this study. This exclusion may limit its utility for 
the IDD/ASD populations, especially discordant 
dizygotic twin studies devoted to addressing the 
effects of cognitive and adaptive deficits on stress 
responses and genetic disorders associated with 

Neuroscience Reviews

Gender and Risk for Depressive Disorders: 
Why the Difference?
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

appropriate use of psychotropic medications, 
seclusion and restraint, the criminal justice 
system, emergency rooms and institutional-
based long-term care for this population. 

12. Quality and Performance Expectations. Qual-
ity and performance expectations should be 
consistent with current national efforts for 
persons receiving support, for peers, and the 
family movement. These outcomes should be 
publicly stated and measurable. 
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IDD (including behavioral phenotypes). In gen-
eral, individuals with mild IDD have lower rates 
of neurodevelopmental, neurological, and genetic 
disorders that may undermine studies of gender 
effects on the risk for depressive disorders. 

Many of these factors are present in individu-
als with severe IDD. Severe cognitive and com-
munication deficits can not only undermine the 
diagnosis of mood disorders, it may also cloud 
the effects of gender on the gene-environmental 
interactions. The higher prevalence rates for co-
occurring neurodevelopmental and neurological, 
metabolic and genetic disorders on cognitive and 
social development may impact gender-related 
differences in the developmental trajectory of 
mood disorders. For example, the difficulties en-
countered in making the diagnosis of depression 
may limit our ability to define gender differences 
in vulnerability and trigger events for depressive 
episodes. We have limited data on gender differ-
ences to disruptions of basic attachment needs in 
individuals with SPID. The relationship between 
levels of neuroticism and other temperamental 
factors that affect stress response during child-
hood and later mood disorders may be less clear 
cut. Lastly the culture bound gender differences 
such as affiliative/achievement hinted at in this 
study may be less certain. In other words the dis-
ruption of attachment needs may be a far more 
powerful trigger event for depression than re-
sponse to affiliative v. achievement needs. 

In conclusion, Kendler and Gardner present an 
intriguing study that delves into the role of gen-

der discordant dizygotic twins. As a population 
study, the authors do not explore complex gene-
environmental interaction in terms of developing 
vulnerability major depression. The paper did 
not address many of the problems we encounter 
in everyday practice, but it opens the door to two 
very interesting questions: 
1. Why do males and not females who develop 

depression in adulthood appear more vulner-
able to sexual abuse? 

2. How can we conceptualize the relationship 
between childhood disruptive behaviors in 
males, neuroticism in females, onset of pu-
berty, and the emergence of major depressive 
disorder? 
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US Public Policy Update

A Parent’s Perspective: Effective Supports 
for Children with Autism Spectrum 
Disorders 
Brian Huckins, Parent, NH START Central Collaborative Team Leader, and NH 
Autism Council Chair

Families who have children with Autism Spec-
trum Disorder (ASD) face many complex stages 
in their child’s life and development.  A child 
with ASD can present many challenges medi-
cally, behaviorally, and financially.  As difficult 
as it can feel for families, with adequate provid-
ers and educators to support an individual with 
ASD successful outcomes can be attained with 
good team communication, proactive strategies 

and proper medical interventions.  This brief pa-
per is intended to describe proactive strategies to 
obtain those successful outcomes. 

ASD is a complex neurological condition that 
impacts 1 in 68 children, according to the Cen-
ters for Disease Control and Prevention (CDC, 
2014).  Given the increasing prevalence rate, 
states throughout the U.S. are seeking ways to 
better support the individuals and families af-
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fected by ASD. Effective services and supports re-
quire modifications in the current education and 
support approaches to include specialized train-
ing, regulatory revision, increased public aware-
ness with positive messaging, and a realignment 
of services to address the unique strengths and 
challenges of these individuals.  

Though ASD varies both in how it is manifest 
and in the severity of symptoms, all subtypes 
share challenges in both communication and so-
cial interaction.  ASD is associated with signifi-
cant stress on family systems and a wide range of 
co-occurring conditions -- including depression, 
seizure disorders, gastrointestinal disorders and 
long-term societal cost.  For a single individu-
al, the lifetime cost associated with autism has 
been estimated to be $3.2 million dollars (Gantz, 
2007).  New Hampshire has also shown a steadily 
increasing number of students who receive spe-
cial education services under a code of “autism.”  
With a more than fivefold increase in a decade, 
this group of complex students now represents 
7.5 % of all special education students, up from 
1.3% in 2000 (New Hampshire Department of 
Education, n.d.).

Studies have shown the earlier children with 
ASD receive intense therapeutic supports the 
more independent they become throughout their 
lifetime, which also decreases the financial need 
for that child over a lifetime.  Individualized 
treatments should include an intense combina-
tion of behavioral support, medical intervention, 
respite and family support.

Many individuals with ASD exhibit challeng-
ing behavior.  Regardless of onset challenging 
behavior for any child with ASD, the initial fo-
cus for any family or school team should always 
begin with ruling out any potential medical is-
sues.  Medical concerns that are common for in-
dividuals with ASD include gastrointestinal is-
sues, seizures, headaches, food allergies, asthma, 
and skin allergies.  Individuals with ASD have 
more medical issues than the typical population.  
These medical issues are also the basis for many 
behavioral incidents and physical discomforts.

One of the biggest struggles for families and 
educators is to figure out how best to communi-
cate with an individual who experiences ASD.  
While many people with ASD have communica-
tion issues, this does not mean that they are not 
trying to communicate. The use of technology 
can open the door to emotional well being for a 
person with ASD and help him or her to commu-
nicate more effectively. Supports around commu-
nication may include assistive technology, social 

stories, and Picture Exchange Communication 
System (PECS).  

A Functional Behavioral Assessment should 
be completed for every child for school, home and 
community settings.  These assessments could 
include examination of the associations between 
occurrences of any challenging behaviors, sleep-
ing issues, suspected seizure activity, health fac-
tors, noise, demands (identifying the context and 
nature of these), transitions, and other potential-
ly influential contextual factors.

There are situations where behavioral sup-
ports are inadequate and psychiatric support is 
needed.  This is a very difficult decision for any 
parent: to put their child on a potentially harm-
ful medication that may “keep the peace” in the 
home. Any time an individual with ASD begins a 
new trial of medication, it is very important for 
all team members to communicate any successes 
and issues that they may see.  It is always best to 
collect actual data.  

Things that work for individuals with ASD are 
often structured and scheduled.  Teams should 
develop routines with a structured weekly sched-
ule.  This schedule should include a support for 
regular and sufficient sleep.  A clear definition 
of responsibilities and understanding of expecta-
tions with these activities will help to obtain suc-
cessful outcomes.   

All team members need to assist every indi-
vidual with ASD with future planning.  Future 
planning should begin as early as possible.  As 
early as age 3. teams need to be discussing the 
child’s and family’s dreams for high school grad-
uation.  All planning should lead towards helping 
the individual obtain the highest level of inde-
pendence. Ongoing plans should include every 
transition that a child/family goes through.  As 
a child grows older, supports should include op-
portunities to learn from modeling from peers 
and adults who can model productive activities 
in their lives such as developing relationships, 
working, and living independently.  All person-
centered planning should include slow transi-
tional steps to whatever the next step in life will 
be.  Transitions should not ever be abrupt; care-
ful, subtle, well-ordered steps must take place to 
be successful. 

Finally, it is imperative that families receive 
regular planned respite for breaks out of the 
home away from their daily personal care re-
sponsibilities.  This break is crucial to the sanity 
of caregivers and family unity.  At a minimum, 
parents should get out for a night every week, 
even if it is for a couple of hours.  This applies for 
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siblings as well.  Without these supports, crises 
occur after long periods of build up.   

There is no magic pill or cure for ASD, but with 
good team communication, proactive strategies 
and proper medical interventions teams can as-
sist individuals with developing successful out-
comes. Improved public policy to promote these 
strategies is needed.
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For further information, contact Brian Huck-
ins at bhuckins@communitybridgesnh.org. 

The “U.S. Public Policy Update” is an ongoing 
column in The NADD Bulletin.  We welcome your 
comments and submissions for this column.  To 
learn more or to contribute to this column you 
may contact Joan Beasley, Editor of the U.S. Pub-
lic Policy Update at joan.beasley@unh.edu. 

DSP Interests and Concerns

Working in a Healthcare Setting—A DSP’s 
Contribution to Care
Katie Hodgson, DSW, Dual Diagnosis Service, Centre for Addiction and Mental 
Health (CAMH)

I am a DSP working in Ontario, Canada, who 
has supported individuals with Dual Diagnosis 
in many different community settings for almost 
a decade. My career has allowed me to work in a 
variety of environments such as day programs, 
group homes, and educational institutions. Each 
environment had specific expectations regarding 
the skill set needed to support individuals in a 
unique capacity. However, it is not only the envi-
ronment that molded my role—each one became 
more diverse based on the strenghts and needs of 
the people I supported.  

My training as a Developmental Service Work-
er (DSW) has provided me with the tools to see 
things through a “person centered” lense. DSW’s 
receive training in, Behavior Therapy, Person 
Centred Planning, Counselling Skills, and Advo-
cacy, to name a few. This allows me to utilize a 
biopsychosocial approach and to allow the client 
to lead the process. It is an important piece of my 
work to advocate for an individual’s rights on a 
daily basis. Most importantly I advocate for a cli-
ent’s right to make decisions and to have the life 
he or she wants to live. At times I have found this 

piece the most difficult part of my job but also the 
most rewarding. 

Currently, I have the most distinct role of my 
career. I have the privilege to work on a Dual Di-
agnosis treatment unit, in a healthcare setting, 
as a part of an inter-professional team. My team 
consists of Behavior Therapists, Occupational 
Therapists, Psychiatrists and Psycologists as 
well as other front line staff, such as nurses, a 
Child and Youth Worker, and a Recreation Ther-
apist. Our clients are referred to us when in crisis 
in the community and come to the inpatient unit 
for brief treatment. The goal of our unit is to sta-
bilize the client through a combination of medical 
and psychiatric treatments (physical symptoms 
or medication reviews), behavior therapy assess-
ment, and various other therapeutic interven-
tions as needed.

As a DSP, I collaborate with all professions 
individually and within a team structure to de-
velop therepeutic program plans. I also assist in 
integrating all therapies into one cohesive plan 
that is, first and foremost, client-centered.  DSP’s 
are clinically minded; our approach is modeled 
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around a biopsychosocial framework with a 
strong focus on assisting the individuals we serve 
in maintaining safety in their lives. 

The biopsychsocial model tells us that biologi-
cal, psychological, and social factors contribute to 
any illness. Our treatment unit uses this model 
to guide our plan of care for each case. We look at 
all three factors to determine what the goals for 
the individual might be. The team also ensures 
that the client is able to contribute to this plan-
ning as much as possible, and, where appropri-
ate, the clients circle of support (family meme-
bers, caregivers, etc.) are included to ensure we 
are developing a plan that is client-centered.

In this setting the nursing team works initial-
ly to assess the client’s biological needs. Many 
times it has been found that a client may have 
dental needs or gastrointestinal issues that the 
client may not be able to articulate verbally. Part 
of our role as a DSP is to assist in assessing signs 
of discomfort and reporting these to the health-
care professionals we work with so that they may 
further investigate. We would also be involved 
in creating a plan to integrate a health teaching 
program or a new regiment into the life of the 
client in a meaningful way. At times our clients 
may not be motivated to follow health related 
plans as they do not see the benefits. It is up to 
us to collaborate with the team to find a way that 
the plans are being re-enforced.

When looking at the psychological aspect, 
DSP’s are involved in a variety of assessments 
in collaboration with psychologists and behavior 
therapists. The front line observation of client’s 

behavior and the implementation of interven-
tions is a key aspect of the client’s care plan. In 
assisting clients to be safe and to develop positive 
behavioral strategies, the team is helping clients 
to have quality of life so that they can take part 
in whatever interests them in a significant way.

In many ways the psychological aspect leads to 
the social factor; in assisting an individual to sta-
bilize his or her behavior we are allowing them 
to be able to take part in all social aspects they 
choose.   As a DSP we assist clients, in collabo-
ration with Occupational Therapists, Recreation 
Therapists, and Child and Youth Workers to find 
activities they enjoy and to help them to learn to 
participate to the best of their abilities.

Each factor in the biopsychosocial framework 
is used to create a client-centered approach to 
care that is easily integrated into the community 
setting where the client lives day to day. As a 
DSP in the healthcare setting, this is our main 
goal: advocating for the clients voice to be heard 
and integrated into the care plan by looking at all 
aspects of the clients life. 

For further information, contact Katie Hodg-
son at  Katie.Hodgson@camh.ca .

DSP Interests and Concerns is an ongoing col-
umn in The NADD Bulletin.  We welcome your 
comments, suggestions, and submissions for this 
column.  To learn more or to contribute to this col-
umn, you may contact Melissa Cheplic, Editor of 
DSP Interests and Concerns at cheplima@rwjms.
rutgers.edu. 
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Upcoming Conferences/Trainings
************************************

NADD International Conference & Exhibit Show
May 7-9, 2014 ● Miami, FL

State of Ohio 12th Annual MI-DD Conference
September 16-17, 2014 ● Columbus, OH

NADD 31st Annual Conference & Exhibit Show
November 12-14, 2014 ● San Antonio, TX

NADD Spring Webinar Series
4/10/2014 – Unleash L.I.F.E.: Lasting Independence for Everyone

4/17/2014 – DSPs: Key to Successful Programs
4/22/2014 – Prevalence of Aggressive Challenging Behaviors in Persons with ID and its Relationship to Personality: Jamaican Study

4/29/2014 – Best Practices in Lifespan Respite Systems: Lessons Learned form States and Future Directions
5/16/2014 – Counseling Individuals with Intellectual Disabilities

5/22/214 – Successful Parents/Happy Families: Ten Strategies for Stressful Times!
5/29/2014 – Success in Employment for Individuals on the Autism Spectrum

6/6/2014 – Cognitive Behavioral Therapy (CBT): Overview and Application
6/12/2014 – Support Brokering as a Service

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