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Note from the editors
Darin D. Schiffman, Psy.D., provides a thought provoking re-

view of existing approaches and suggests additional strategies to 
develop bereavement therapy for individuals with IDD. Pre-doc-
toral Psychology interns Einat Katz-Delong and Cynthia Raines, 
who work with Dr. Schiffman, co-author an article that reviews 
current assessment of individuals with MI/DD and proposes fu-
ture directions for comprehensive biopsychosocial assessment. 
The current neuroscience column by Jarrett Barnhill, M.D., fo-
cuses on the diverse health outcomes for individuals with IDD and 
co-occurring depression. Luke Reynard describes the initiation of 
the START model within MHMR Services in Tarrant, Texas in 
order to avert crises and promote stabilization. Kevin Alexander, 
DSW, shares what he has learned about building community, 
working as part of a team, and supporting change of individuals 
with MI/DD.

We encourage you to share your work by submitting articles 
about your programs and professional practice involving individu-
als with MI/IDD. We wish you a productive and relaxing summer.

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

Lucy Esralew, Ph.D., NADD-CC
lesralew@trinitas.org 
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Identifying and Treating Acute and Long-
Term Grief Reactions in Individuals with 
Intellectual and Developmental Disabilities 
and their Families: A Structured Approach 
Darin D. Schiffman, PsyD

Most professionals working with individuals 
who have intellectual and developmental disabili-
ties (IDD) recognize the need to further refine and 
develop therapeutic practices. However, relative 
to other areas where important therapeutic ad-
vances have been made, there has been consider-
ably less progress in the development of bereave-
ment therapies for those with IDD. This lack of 
treatment innovation is seemingly beset by a con-
stricted view held by some clinicians that individ-
uals with IDD cannot comprehend the reality of 
death, let alone express complex emotional reac-
tions to it. Most notably, there is a tendency to use 
a “one size fits all approach” to conceptualize the 
individual’s experience of grief. For example, we 
might assume that individuals with IDD do not 
experience grief or that when they do their grief 
parallels that of the general population. These 
practices dehumanize those with IDD. Further-
more, such unsubstantiated assumptions perpet-
uate unhelpful attitudes, and impede our efforts 
in helping those that have suffered a loss.

This paper describes a model of bereavement 
therapy designed to facilitate the open and honest 
expression of grief in addition to adaptive coping 
efforts in people with mild to moderate intellec-
tual disabilities and their surviving family mem-
bers. The model represents a modification of two 
empirically-based treatments, one of which was 
specifically developed to treat and prevent aber-
rant grief reactions from occurring in bereft fami-
lies. The therapeutic intervention can also be em-
ployed in a group situation with other individuals 
who have IDD for the purpose of processing the 
loss of someone (not only a family member) with 
whom the bereaved had a close relationship.

In particular, the author has blended many of 
the techniques and strategies outlined in Ger-
ald Koocher and Beth Kemler’s (1994) model for 
treating families grieving the loss of a child. The 
two were the principal investigators in the Family 
Bereavement Project, a study completed through 
the Boston Children’s Hospital and supported 
by a grant from the National Institute of Mental 
Health. Together they developed a manualized, 

family-oriented approach intended to enhance 
each family member’s adaptive coping skills and 
prevent excess morbidity and maladaptation re-
sulting from the death of a child. Also, by manual-
izing their efforts, they sought to facilitate unifor-
mity of treatment within an approach that might 
be replicated without too much difficulty.

Secondly, and to a smaller extent, this newer 
approach has incorporated several elements of 
Tomasulo and Razza’s Interactive-Behavioral 
model (IBT) (2006). Their model has shown much 
promise in overcoming the limitations of tradi-
tional group psychotherapy with individuals 
who have IDD. More specifically, the IBT model 
seeks to increase skills competence, including en-
hanced perspective-taking, emotional regulation, 
and appropriate assertiveness/communication. 
Tomasulo and Razza (2006) also point out that 
IBT, similar to Moreno’s psychodrama, engages 
the patient more fully at the emotional and be-
havioral levels, rather than just limiting partici-
pation to cognitive and expressive elements.

The Experience of Loss by 
the Individual with IDD

Clute (2007) asserted there have been many 
unsubstantiated assumptions made by research-
ers, caretakers, and community members that if 
individuals with IDD do in fact grieve, it paral-
lels the grieving process of the general popula-
tion. While there are in fact many similarities, 
making such inferences only further dehuman-
izes individuals with IDD, relegating them to a 
place in society that denies them their unique-
ness, including differences that complicate their 
lives. She also noted that when people draw 
these conclusions, the individual’s right to feel or 
react to his or her own life’s experience as any-
one else would has been thwarted, particularly 
where grief and loss is concerned.

In a 1993 study, Harper and Wadsworth used 
both structured and direct interviews of 43 adults 
with varying levels of IDD to better understand 
how this population expresses and copes with 
grief and loss. By way of a survey, they also con-
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ducted an assessment of 100 health-care provid-
ers, social workers, and clergy to evaluate their 
perspectives of how adults with an IDD cope with 
the challenges of grieving a loss. According to 
the respondents, intense behaviors such as self-
injury were evident in 10-15% of the grief reac-
tions they observed. The study also revealed that 
adults with IDD in the Moderate to Severe rang-
es of cognitive disability displayed grief reactions 
similar to all adults, including a mixture of such 
responses as sadness, anger, anxiety, pain, and 
confusion (Harper & Wadsworth, 1993). Such 
similarities, however, should not discount the 
unique experiences and challenges faced by the 
individual who has IDD.

To the above point, a theme that is commonly 
reported in the literature is that the grief of the 
individual with IDD often goes unnoticed ex-
cept in those instances where the bereavement 
is “complicated” (Luchterhand & Murphy, 1998; 
Brickell & Munir, 2008). Yet, as Clute (2007) not-
ed, other authors (Bonnell-Pascual, et al., 1999; 
Dodd, Dowling & Hollins, 2005; Emerson, 1977; 
Kloeppel & Hollins, 1989; MacHale & Carey, 
2002) have pointed out that death can become a 
trigger for psychopathological manifestations and 
may also necessitate the need for crisis interven-
tion services. Hurley (2006) stated that bereave-
ment can precipitate not only the development of 
mental health issues such as anxiety and depres-
sion, but, as well, it can give rise to behavioral 
challenges. Additionally, Hurley (2006) found 
that bereavement results in a high incidence of 
psychiatric illness, including psychosis and ma-
nia in the individuals with IDD. However, this is 
also the case for complicated grief reactions in the 
general population, especially among individuals 
with pre-bereavement mental health problems.

The Experience and Expression of 
Grief by the Individual with IDD

There are a number of communication and be-
havioral challenges that individuals with often 
already possess that, when compared to the gen-
eral population, makes it difficult to differenti-
ate between healthy and pathological forms of 
grieving. These factors compel us to develop a 
sound theoretical framework that has the abil-
ity to “capture” the vulnerabilities that exists in 
the individual with IDD. A broader conceptual-
ization of the bereavement process should fa-
cilitate the development of more effective treat-
ment programs which might also be subjected 
to refinement, manipulation of variables, and 
empirical testing.

Caretakers are not always a reliable source 
of information regarding grief-related processes 
among individuals with IDD because they may 
minimize the occurrence of the grief response. 
Very often, this is due to their lack of under-
standing of how the individual with IDD might 
be experiencing a loss. As one might imagine, the 
speech and language impairments of the individ-
ual with IDD get in the way of effective communi-
cation. In addition, the caretaker’s own struggle 
with the loss of a loved one, i.e. the other parent 
who died, might result in fewer opportunities to 
talk to and process the death, that is, their emo-
tional availability is substantially limited.

Areas of Concern for Individuals 
with IDD Bereaved of a Loss

As follows, there may be no such thing as rou-
tine bereavement in individuals who have IDD. 
Therefore, they are more likely to require en-
hanced supports to cope with their grief.

There are primarily 3 major areas that indi-
viduals with IDD have an increased vulnerabil-
ity to, and which sometimes results in significant 
challenges to, the recovery process:

1) They require special care. Unstable fam-
ily situations and a multitude of stressful 
life events might occur following the loss 
of a parent, for example. If the person 
who died was a caregiver, the bereaved 
individual may experience unmet depen-
dency needs; there may be a disruption to 
the individual’s routine, caregiving sup-
ports, home or school placement. These 
are experienced as secondary losses. The 
older a parent or caregivers are, the 
more likely these additional losses be-
come. There is evidence that suggests 
that when the death is of a parent with 
whom the child had a highly involved re-
lationship but there is low involvement 
between the surviving parent and the 
child, there is an elevated risk for behav-
ioral or psychiatric disturbance (Brickell 
& Munir, 2008). Similarly, Van Dyke 
(2003) referred to the “after effects” of 
the loss of a parent, not the finality of the 
loss itself, as being a major stressor due 
to poor planning or a lack of planning for 
how the child is to live.

2) Individuals with IDD often have significant 
difficulties in communicating their grief related 
feelings and issues (Brickell & Munir, 2008).

3) The search for meaning in the loss is negatively 
impacted due to cognitive level. We know that 
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for the individual with disabilities, the success-
ful integration of the loss into a broader mean-
ing structure facilitates recovery. The impaired 
ability or lack of ability that might exist can 
further one’s vulnerability, thereby increasing 
the chances of a pathological or a morbid grief 
reaction in the individual with IDD. The capac-
ity for growth and change, integral to finding 
meaning and value in life may be complicated 
by a string of secondary losses in the individual 
with IDD due to limited cognitive flexibility 
that only compounds the “meaning making pro-
cess” (Brickell & Munir, 2008) 

Social Support Following a Loss
The Kemler-Koocher model is firmly rooted in 

the notion that a family’s ability to bolster and 
support one another through their grief is not on-
ly beneficial, but necessary as society cannot be 
relied upon exclusively to help a family regain its 
pre-death level of functioning. Rather, what hap-
pens is that this support drops off precipitously 
(Koocher, 1994). Then, as described by Koocher 
(1994), families who have lost a child incur an 
additional loss when social support from outside 
of the family decreases to levels perceived by the 
bereaved family as below the original baseline. 
As a result, individuals may well hide their true 
degree of personal distress from other family 
members or those in their social network so as 
to maintain harmonious relationships and not be 
regarded as abnormal (Koocher, 1994).

Bereaved Families - Relationships 
between Survivors

An under-appreciated and yet critical area to 
explore is what happens to the individual with 
IDD and the surviving family members who ex-
perience the death of a loved one. Does it bring 
them closer together or tear them asunder? Does 
such an occurrence end up strengthening indi-
vidual members of the family or lead to mental 
illness? Do families bury their loss never to be 
spoken of again, or is it an active part of their 
communication/interaction? If dysfunction does 
occur among individuals in the family system, 
can conducting a brief family therapy to address 
these issues repair the damage? 

Cook and Oltjenbruns (1989) recognized three 
components of family systems. Each of these will 
be discussed in turn. First, they point out that a 
system, although made up of interacting parts, 
is characterized by the total or sum of its parts. 
These parts, or subsystems, interact across vari-
ous levels such as marital subsystems, sibling 

subsystems, and parent-child subsystems. Death 
can adversely affect any of these subsystems, de-
pending on which one the individual was most a 
part. As a result, the family as a whole must re-
organize and restructure since altering any one 
subsystem changes the family structure (Cook & 
Oltjenbruns, 1989).

The second concept is that each system has 
its own rules (Cook & Oltjenbruns, 1989). These 
rules govern the interactions between fam-
ily members, making the roles and functions of 
family members more predictable and balanced. 
When death occurs in a family, disequilibrium 
often results. To accommodate the needs of indi-
viduals and subsystems within the family, these 
rules must often be changed. This may require 
families to openly discuss and agree upon these 
modified rules (Cook & Oltjenbruns, 1989).

Thirdly, Cook and Oltjenbruns (1989) discussed 
the meaning of openness as it applies to all sys-
tems. In open family systems, members respond 
appropriately to each other and to their current 
situation. Not only can they listen to each other 
with increased sensitivity, they are open to new 
information and change within and outside of the 
family structure. 

According to Cook and Oltjenbruns (1989) the 
families who make these three adjustments are 
more likely to respond in a way that enables 
them to meet each other’s needs rather than iso-
lating in their grief. One way in which this reor-
ganization occurs is through giving and receiving 
nurturance and support from each other (Cook 
& Oltjenbruns, 1989). In essence, these families 
are open, empathic, and alert to different signals, 
verbal and non-verbal, by other family members. 
Rather than fearing rejection, separation, with-
drawal, or loss based on expressed emotions of 
others, they can more readily tolerate legitimate 
differences of interest. Nor do their own intraper-
sonal conflicts stand in the way of accepting their 
own and each other’s limitations; they are able to 
recognize and work on improved communication 
between members. 

The Process of Communication 
in Bereaved Families

It is well known that social support, initially 
quite abundant after a loss, will decrease, often 
in a precipitous fashion. Drenovsky (1994) de-
scribed one possible reason for this apparent lack 
of empathy. She noted that the bereaved fam-
ily’s feelings, intense and painful as they might 
be, are often misunderstood or misinterpreted 
by both friends and professionals. According to 
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Koocher (1994), prolonged exposure or consider-
ation to the families’ needs can disrupt the lives 
of people trying to console the bereaved individu-
als. In those instances where the loss is of a child, 
Koocher (1994) cautioned that family members 
would increasingly isolate as they perceived an 
additional loss, that is, any support from within 
or outside of the family. 

What this research suggests is that families 
must continually strive to communicate their 
feelings surrounding such losses, developing 
healthier and more adaptive ways to cope with 
the many challenges elicited by their experience. 
Often times, however, especially in bereft fami-
lies, individuals do not find comfort or solace in 
the grieving styles of the other members. Instead, 
they suffer in silence. Therapy, by way of its focus 
on the open and honest expression of each oth-
er’s grief, may facilitate the coping process, and 
lessen the pain. This might be the case even if it’s 
only demonstrated occasionally, for example, by a 
family member showing the behavioral concomi-
tants of an emotion, such as nodding his head and 
making increased eye-contact to convey empathy. 

The Importance of Psychoeducation 
and Proactive Measures

Since loss is such a potentially destabilizing 
event for individuals with IDD (and sometimes 
entire families depending on the circumstances 
surrounding the death) there should be more ef-
fort put into developing a comprehensive curric-
ulum for early education about death. Whether 
those with an IDD reside in a group home, a resi-
dential treatment center, or with their parents/
legal guardians, it seems these individuals would 
be well-served if they received skills training via 
a psychoeducational modality specifically geared 
to helping individuals with IDD better under-
stand the concept of death, dying, and some of 
the various ways to cope with a loss.

The Kemler and Koocher Family 
Focused Preventive Intervention

Kemler and Koocher’s treatment model (1994) 
is scientifically grounded, combining various in-
tervention strategies that have demonstrated 
efficacy. The model places a strong emphasis on 
psychoeducation and the open expression of grief 
such that it facilitates support from other family 
members. The intervention further presupposes 
that social support which is quite abundant fol-
lowing the death of a child will drop off precipi-
tously at some point. Afterwards, individual dif-
ferences in grief expression can interfere with a 

family’s interest and ability to provide support 
and reassurance to its members, putting them 
at greater risk for disorganization and dysfunc-
tion. Their approach to treatment integrates 
cognitive, affective, interpersonal, and commu-
nication domains, structural and developmental 
concerns, in addition to extended family systems, 
community, and cultural systems. In particular, 
it promotes active coping strategies that lead to a 
sense of control, normalizes the family’s distress, 
while engaging them around common fears and 
attributions, and emphasizes symptom relief.

Koocher (1994) described the therapy as being 
divided into three “structured phases” or compo-
nents of therapeutic intervention. These phases 
are meant to parallel the grief process as it would 
ideally unfold within families. They are: (1) the 
open and honest expression of one’s grief related 
experiences, (2) the recognition of and acceptance 
of grief in others, (3) and moving forward in a life 
without the deceased individual. What’s more, 
there may be multiple therapy sessions offered 
within each phase/stage of the grief therapy, in 
addition to the therapist’s inclusion of homework 
assignments. 
· Regarding the first phase of therapy, fam-

ily members are encouraged to share their 
individual experience of the loss. In addi-
tion to permitting individuals to speak 
about their loss experience, the opportuni-
ty is also present for each member to un-
derstand how other family members have 
experienced the loss. As Koocher noted: 
“This means that all family must speak 
and all must listen” (1994, p. 381), while 
the primary function of the intervener is 
to normalize the family’s distress, encour-
age empathy, and confirm different expe-
riences of grief, i.e. there being no “right 
way” to grieve (Koocher, 1994).

· In regard to the second, or middle phase of 
therapy, the family is encouraged to share 
feelings of the loss. Whereas in the first phase 
members are expected to speak and listen, in 
the second phase the feeling and processing of 
emotions, rather than just an understanding of 
the others’ experience, is the goal. In order to 
access certain feelings, the therapist uses spe-
cific objects as a tool for accessing these emo-
tions, for example, a toy belonging to the child 
or “writing a letter” of things left unsaid to the 
deceased child (Koocher, 1994).

· In the third and final phase, the surviving 
members are encouraged to prepare for a fu-
ture that must leave out the deceased child. The 
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bereaved members might choose to discuss 
family-centered commemorative events, anni-
versaries, and how support from others can be 
enlisted when these events are too painful, as 
well as recreational activities unrelated to the 
death. In order to truly contemplate moving on, 
the family is empowered to be supportive, rec-
ognize in themselves and each other signs of 
delayed grief, and to reach out to each other in 
the difficult times ahead (Koocher, 1994).

A slightly modified form of the Kemler and 
Koocher model seems appropriate for individu-
als with IDD for several reasons: the already 
low levels of social support they receive, an of-
ten heightened level of family stresses, a learned 
helplessness and commensurate perceived low 
self-efficacy, lack of opportunities these individu-
als have for learning adaptive coping styles, in 
addition to their already decreased volitional 
control in responding to stressful events, and, 
lastly, their often poorly developed social skills. 

Consistent with the above factors (many of 
which predispose individuals with IDD to psy-
chiatric illness), Koocher (1994) regarded assess-
ment and therapeutic intervention to be part of 
an ongoing, continuous, and recursive effort to-
ward facilitating grief and its expression. Such 
an approach, according to Koocher (1994) always 
calls upon the sound clinical judgment of the ther-
apist. Correspondingly, he asserted that multiple 
perspectives and techniques must be adopted to 
conceptualize the many and complex needs of 
families at each system level. Being pragmatic in 
his approach, Koocher (1994) also believed that 
grief therapy should serve a preventative func-
tion with families following the loss of a child. 
Noting the severe emotional and psychological 
distress which often accompanies such a loss, he 
asserted that these reactions are not intrinsically 
pathological, but rather a normal outcome of loss 
with a predictable course. 

Koocher (1994) spoke of the importance of par-
ents communicating accurate information about 
the nature of the death to their surviving child. 
This form of mutual support and collaboration in 
a system of reciprocal relationships is intended to 
enhance parents’ communication with one anoth-
er, while also helping the child realistically con-
front, understand, and express his or her grief. 

Interactive-Behavioral Therapy (IBT) 
The second therapeutic model represented in 

the current research is Tomasulo and Razza’s 
Interactive-Behavioral Therapy (2006). Their 
model was chosen because of the specific atten-

tion it gives to engaging the group participants 
as fully as possible. In their experience treating 
patients with IDD, they observed the IBT model 
to be effective in promoting self-disclosure, clear 
communication, and listening skills in group 
members. Additionally, they noted that the fa-
cilitator’s attention is typically perceived to be 
a powerful reinforcer, thereby shaping adaptive 
interpersonal behavior and improving the self-
esteem of group members. 

IBT has its origins in Moreno’s psychodrama. 
But instead of the three stages typical of a psy-
chodrama session, consisting of: (a) the warm-up, 
(b) the enactment, and (c) the sharing, the two 
authors modified the format for patients with in-
tellectual disabilities. Their adaptation consists 
of the following four stages: (a) the orientation, 
(b) the warm-up and sharing, (c) the encounter, 
and (d) the affirmation. They argued that it was 
necessary to add a new first stage in order to fa-
cilitate the necessary skills for participation in 
those with IDD. Mainly, they wanted to address 
deficits in communication, whereby people with 
IDD are often in the habit of talking “whether 
others are listening or not” or “are not in the 
habit of listening when others talk, particularly 
when the other is a peer.” Through their expe-
riences, people with cognitive disabilities have 
developed a general lack of appreciation and 
respect for themselves and their peers. The pur-
pose of the orientation is to alter these maladap-
tive patterns. The subsequent stages allow for a 
shift from horizontal to vertical self-disclosure. 
Accordingly, these stages require that partici-
pants divulge more emotionally laden material. 
The authors also describe this as the point in the 
therapy where the content of a particular cur-
riculum becomes more evident, or if it’s within 
the context of a psychotherapy group each mem-
ber’s agenda comes to light (Tomasulo & Razza, 
2006). Incidentally, the IBT fourth or “affirma-
tion” stage roughly corresponds to this author’s 
fifth and final stage (also called the affirmation) 
of the family-focused bereavement therapy. More 
about the affirmation will be stated in a later sec-
tion of this article.

It is noteworthy that in 1998, Carlin (as cited 
in Tomasulo & Razza, 2006) explored the effec-
tiveness of IBT in working with a group of be-
reaved individuals. The results of her study 
showed evidence for the group members being 
able to engage in the bereavement process via 
three therapeutic factors specific to individuals 
grieving a loss. Specifically, participants of the 
group acknowledged the reality of the loss, re-
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called some of the deceased’s special characteris-
tics, and verbalized feelings about the loss. 

The Rationale for a Structured 
and Family-Focused Therapy

In evaluating the effectiveness and applicabil-
ity of most grief interventions, researchers have 
often underestimated the importance of at least 
two factors. First, is the appropriate timing of in-
tervention. Second, is the dearth of relevant re-
search that evaluates the effectiveness of combin-
ing various intervention strategies that have been 
shown to work (Koocher, 1994). As a result, there 
is a notable absence of empirical validation, in the 
literature, supporting effective interventions. 

According to Clute (2007), while there are studies that 
seek to determine the individual’s conceptual under-
standing of death, there has been little work done to un-
derstand the socio-emotional experience of DD individu-
als. (Clute (2007) conducted a grounded theory study of 
the perceptions of adults with IDD who have lost a par-
ent or loved one.) However, researchers have noted that 
it is not essential to understand in order to grieve. Rather, 
Clute (2007) asserted that it is one’s ability to feel that 
determines the nature and extent of the grief process. 
She also cautioned that in order to interrupt the cycli-
cal nature of loss, caregivers and professionals working 
with adults with IDD must be alert to the coping chal-
lenges that are posed to this population. These include 
cognitive and verbal communication issues, insufficient 
coping skills, and the added complication posed by the 
sometimes discomfort of caregivers and professionals. 
The presence of such deficits and their undeniable nega-
tive impact on interpersonal relationships suggests the 
need for teaching coping and social skills specific to 
communicating one’s own grief as well as demonstrat-
ing empathy for another’s expression of it. The Kemler 
and Koocher model would accommodate these needs by 
helping family members learn to cope with overwhelm-
ing and intrusive thoughts (psychological distance tak-
ing), to communicate grief-related feelings more effec-
tively through various modalities (modeling and role-
playing skills, letter writing, drawing pictures, creating 
a scrapbook), while responding empathically to one an-
other’s grief (perspective taking), and lastly, encourag-
ing healthy commemoration of the loss.

Above all, Clute (2007) believed in doing pre-
ventive work. This course of action would include 
early education about death and, in the event of 
a loss, intervening fairly early on in the grief pro-
cess, explaining to the individual any anticipated 
changes in circumstances, i.e., guardianship. In 
terms of the need to listen, she highlighted the 
importance of the counselor attending to the cli-
ent’s verbal and non-verbals as s/he would any 

bereaved individual. Clute (2007) also cautioned 
that a client’s communication impairments does 
not translate into a loss having a less deep or 
profound impact. She cited research by Emerson 
(1977) which noted that 50% of the time the au-
thor was called in as a consultant for adults with 
IDD displaying an emotional disturbance, there 
had been either a death or loss of an individu-
al closely connected to the client preceding the 
emergence of symptoms. 

McDaniel (as cited in Clute, 2007) recounted 
his experience of facilitating a bereavement sup-
port group comprised of 8 males with IDD. The 
participants in the group reported their concern 
over being left out of family experiences in the 
event of someone’s being severely ill and worried 
over how they would be cared for in the event of 
their parents’ death.

The Therapeutic Format
People with intellectual or developmental disabil-

ities may have generalized cognitive deficits,which 
are associated with them learning at a much slow-
er rate. They may also emotionally heal from loss 
more slowly than their higher-functioning coun-
terparts. This type of family-focused intervention 
is well-suited to those with IDD because it distrib-
utes the emotional burden rather than leaving the 
least emotionally-equipped family member to pro-
cess his or her own grief alone. Another obvious 
advantage, the intervention utilizes some of the 
same people the bereaved individual knows and 
most trusts as a means to this end. From a learn-
ing standpoint, its highly pragmatic and struc-
tured format encourages lots of repetition. Model-
ing, practice, and role-plays are all used, in addi-
tion to the often powerful reinforcing properties of 
tangible objects, e.g. photographs of the deceased, 
letter writing, etc. Social reinforcement in the form 
of praise and additional attention from the facilita-
tor and family members is also a means by which 
to affect positive change and growth in each other 
and the family system. 

In keeping with this rationale, the author has 
modified the Kemler and Koocher (1994) model 
of therapy by adding a new first and fifth stage 
to the three they proposed. Briefly, Kemler and 
Koocher’s phases of therapy were: (1) family 
members sharing and trying to understand each 
other’s experience of the loss, (2) the emotional 
expression and processing of the loss, thereby 
promoting the recognition and acceptance of the 
other’s grief, and (3) learning to move forward 
together as a family in a future without the de-
ceased. Thus, the Kemler and Koocher stages 
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have essentially been left intact, with the excep-
tion of their order of presentation. 

In addition, several other factors should be con-
sidered: 
· The family therapy does not run the gamut of 

all five stages in each session. Much like the 
process of grief, they unfold in a gradual and 
stepwise fashion, over time. That time frame 
may take several weeks or months, and this is 
not to imply that a family’s grief comes to a 
definitive end in the same way or as quickly as 
psychotherapy, just that the therapy is, much 
like grief and bereavement, a process. 

· Due to the learning style of those with cogni-
tive and intellectual disabilities, and the need 
for repetition, the current author’s model places 
a larger and overarching emphasis on fam-
ily member’s hearing and learning from one 
another’s communications and through their 
problem-solving together. 

· To further allow for greater observational and 
social learning, and more effective integration 
of the two models, each therapy session will 
always start with stage one and end with the 
fifth stage. That is, whether the family is work-
ing on the second, third, or fourth stage (each 
stage might unfold over the course of several 
sessions) the meeting for that particular session 
will always open with the first stage and end 
with the fifth. 

The rational for this reconfiguration of the 
therapeutic process and its perceived impact on 
the family is further discussed in the presenta-
tion of the five stages of therapy below: 

The new first stage bears some similarity 
to Kemler and Koocher’s first stage, but has a 
strong psychoeducational and social-skills build-
ing component. Specifically, there is:
· a review of the facts surrounding the loss, and 

a re-counting of each individual’s experience 
whereby everyone speaks for him- or herself; 

·  an opportunity to discuss any concerns, includ-
ing an exploration of the interval since the last 
session; 

· a discussion of the general content and themes 
that were discussed in the previous session(s); 

·  a preview of some of the skills and coping 
techniques that will be learned in the session 
about to take place;and 

· support and encouragement offered for coping 
efforts that have been made to date. 

This new Stage One is also likened to the 
“Orientation,” which, is the first stage proposed 
by Tomasulo and Razza (2006) as part of their 
IBT model of group therapy. Similar goals are 

espoused, mainly, to “train” family members to 
listen effectively to each other’s communication. 
In addressing the five points indicated above, a 
technique similar to that described by the two au-
thors is used. However, all family members are 
requested to speak, instead of a single chosen pro-
tagonist as in Tomasulo and Razza’s model. Next, 
the facilitator “interrupts” the family members 
and asks him to indicate who is listening. If the 
communication has been heard by the listener, 
the facilitator reinforces that member via praise, 
in addition to the sender of that communication. 
If the listener did not hear the communication, 
then the facilitator asks the person speaking to 
select somebody else, and so on, until someone ac-
curately receives the communication. Again, this 
process provides the facilitator with ample oppor-
tunity to reinforce the sender of the communica-
tion for clearly communicating and being aware of 
who was listening. This experience is reinforcing 
to the sender who can learn to speak in a manner 
that can be more readily comprehended by oth-
ers, in addition to learning to be more attentive 
to what others say (Tomasulo & Razza, 2006). It 
also serves as an effective model for observational 
learning by other family members.

As mentioned, with the exception of the order in 
which they’re presented (and, in some cases, the 
substitution of the word child), this author’s sec-
ond, third, and fourth stages parallel Kemler and 
Koocher’s three phases of treatment. That is, the 
author’s second stage is the same as what Kemler 
and Koocher’s model uses for the first stage. The 
third stage is analogous to Kemler and Koocher’s 
second, and the fourth stage corresponds to the 
third stage of the Kemler and Koocher model of a 
family-focused preventive intervention. 

Below is an excerpt from Koocher’s (2006) Pow-
erpoint presentation delivered at the Simmons 
College in Boston, MA during the VA Psychology 
Leadership Conference. The slides depict Kem-
ler and Koocher’s stages 1-3 that correspond to 
stages 2-4 in the adapted model. Minor adapta-
tions have been made. Whereas the Kemler and 
Koocher model addressed how families cope with 
and support one another following the loss of a 
child, the current model addresses any form of 
loss within families, specifically families in which 
one or more members have IDD:

The Second Stage:

Understanding Each Other’s 
Loss Experience
· Part I – 90 minutes
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° Family members tell their stories
§ Assure that all speak for themselves

° Exploration of coping
§ Circular questioning about perceptions of 

self and others

° Education about grief
§ Child versus Adult patterns (at this point, 

the facilitator can discuss some of the chal-
lenges individuals with IDDmight face in 
expressing grief).

° Acknowledge pain and discomfort of discuss-
ing the loss again

° Give parents reading material
§ The Bereft Parent (Schiff)

° Assign Homework for Session II
§ Each family member to choose memory 

object for next session, but avoid discuss-
ing the choice at home.

The Third Stage:

Making Contact with the Emotional Loss
· Part II: parents only- additional 30 minutes

° Explore dyadic issues
§ Sources of tension in the relationship (e.g., 

sexual disruption, replacement child, etc.)

° Discuss losses in family of origin context
§ How were you taught to deal with loss?

° Review personal loss histories
§ What important losses have you suffered 

previously?
· Part II: family meeting- 90 minutes

° Two Exercises:
§ Remembering the deceased 
§ Family letter writing

· Remembering the deceased child

° What reminder has each person brought?
§ Discuss the meaning of the item.

° How is the child (deceased) remembered.
§ Where are the reminders at home?

° Assess idealization.
§ Are negative memories tolerated?
§ What has been done with the deceased per-

son’s room and belongings?
§ Explore cemetery visits.

° Discuss how the family has changed.
· Family letter writing

° May be literal or figurative, written or taped.

° Young siblings (and the individual with IDD if 
s/he prefers) can draw pictures.

° Goal: create emotional object to take home.

° Content:
§ Things left unsaid
§ Memories shared
§ Unanswered questions

The Fourth Stage:

Moving On with Our Lives
Session III:
· Anticipating anniversary phenomena.

° Which will be most difficult for whom?
· Review normal grief and “warning signs.”
· Discuss re-involvement in the world for each person.
· Explore meaning-making for each person.

° Philosophy of life

° Hope for the future
· Plan family activity outside the home.

The fifth, and final stage corresponds to Toma-
sulo and Razza’s fourth stage ( the Affirmation) 
of the IBT model. Just as the two seek to fur-
ther reinforce and demonstrate an appreciation 
for the protagonist’s honest self-disclosure and 
vulnerability, the facilitator of the grief therapy 
will do the same. Also, each member, regardless 
of his or her contribution is reinforced; this is to 
say “thank you” for making an effort. Finally, it 
should be noted that unlike IBT, no traditional 
psychodramatic techniques are used. Instead, 
the emotional engagement comes from the par-
ticular form of contact that the Kemler and 
Koocher model facilitates in family members. 

References
Brickell, C., & Munir, K. (2008). Grief and its com-

plications in individuals with an intellectual 
disability. Harvard Review Psychiatry, 16(1), 
1-12; doi: 10.1080/10673220801929786..

Clute, M.A. (2007). A grounded theory study of 
the bereavement experience for adults with 
developmental disabilities following the 
death of a parent or loved one: Perceptions of 
bereavement counselors (Doctoral Disserta-
tion). Retrieved from http://www.//kb.osu.edu/
dspace/.../19_6_Mary_Ann_Clute_Paper.pdf.

Cook, A., & Oltjenbruns, K. (1989). Dying and 
grieving: Lifespan and family perspectives. 
New York: Holt, Rinehart, & Winston, Inc.

Drenovsky, C.K. (1994). Anger and the desire 
for retribution among bereaved parents. 
Omega, 29(4), 303-312.

Harper, D.C., & Wadsworth, J.S. (1993). Grief in 
adults with mental retardation: Preliminary 
fi ndings. Research in Developmental Dis-
abilities, 14, 313-330.

Hurly, A. (2006). Mood disorders in intellectual 
disability. Current Opinion in Psychiatry, 
19, 464-469.

Kemler, B., & Koocher, G.P. (1994). Family be-
reavement project treatment and training 
manual.



51May/June 2014    Volume 17    Number 3

The NADD BULLETIN

Koocher, G.P. (2006). Family perspectives on coping 
with loss [PowerPoint slides]. Retrieved from 
http://www.avapl.org/pub/2006Conference/
KOOCHER-VA%20cONF.PPT.

Koocher, G.P. (1994). Preventative intervention 
following a child’s death. Psychotherapy, 
31(3), 377-382.

Luchterhand, C. & Murphy, M. (1998). Helping 
adults with mental retardation grieve a death 
loss. London, England: Taylor & Francis.

Tomasulo, D., & Razza, N. (2006). Group psycho-

therapy for people with intellectual disabili-
ties: The interactive behavioral model. Jour-
nal of Group Psychotherapy, Psychodrama 
and Sociometry, 59(2).

Van Dyke, L. (2003). Lessons in grief and death: 
Supporting people with developmental dis-
abilities in the healing process. Homewood, 
IL: High Tide Press.

For further information, contact Darin Schiff-
man at Darin.D.Schiffman@dhs.state.nj.us. 

Towards the Development of a Multi-Level 
Biopsychosocial Assessment for Individuals 
with Dual-Diagnosis (IDD-MI)
Cynthia Raines, M.S., Darin D. Schiffman, PsyD , Einat Katz-DeLong, M.S.

Within the past decade there has been a grow-
ing awareness and interest in improving the as-
sessment process for dually-diagnosed individu-
als. While their specific needs have often gone 
unnoticed or altogether disregarded, individuals 
with co-occurring intellectual/developmen-
tal disorders (IDD) and mental illness (MI) 
make up a significant number of the total 
IDD population. Research indicates that when 
compared with the general population, individu-
als with IDD exhibit higher rates of psychiatric 
and/or behavioral disorders, with a rate of co-
morbidity that is up to two or three times higher 
(Fletcher, Loschen , Stavrakaki, & First, 2007). 

The presence of comorbid disorders can have a 
significant impact on an individual’s daily func-
tioning and overall quality of life. Within this 
population, whenever psychiatric issues are ap-
parent, the symptoms are frequently manifested 
by – and can be additionally compounded by – an 
escalation of challenging behaviors. Many of these 
behaviors interfere with socially desirable forms 
of communication and expected levels of coopera-
tion in various settings, whether at school, work, 
or in the general community. When problems oc-
cur, they can lead to a disruption of family and 
peer interactions, uncontrollable angry outbursts, 
or even a desire to self-harm or injure others. 
Furthermore, these co-morbid manifestations of 
misconduct and psychopathology can result in an 
individual’s hospitalization. Accordingly, mental 
health workers need to consider the complexity of 
the presenting issues and their multidirectional 
interactions rather than a single facet of a chal-
lenging behavior and/or a psychiatric diagnosis. 

A Review of Current Assessment Models
The lack of an integrated clinical framework 

and classification system in the area of dual-diag-
nosis highlights the need for a more accurate and 
consensus-based assessment. Most notably, this 
tool would aid in the identification and explora-
tion of such factors as the frequency, severity, and 
function of an individual’s challenging behaviors 
and elucidate the extent of the relationship be-
tween a behavior(s) and comorbid (and clearly-
defined) mental health diagnoses. In more recent 
years, assessment instruments for the IDD/MI 
population have become increasingly sophisticat-
ed. Many of them have been constructed to assist 
in differentiating between a multitude of behav-
ioral disturbances and their psychiatric symptom 
equivalents. They are constructed in this manner 
as a means of establishing the basis for a mental 
health diagnosis in order to begin psychotherapy 
and/or a behavioral intervention. Often, these 
measures are structured informant-based instru-
ments, designed to be completed by the care pro-
vider or a qualified mental health provider most 
familiar with the individual’s problem behaviors 
and/or mental health functioning. The majority 
of these assessment measures are further dis-
tinguished by the intellectual functioning of the 
individual being assessed, i.e. mild, moderate, 
severe and profound.

The following table describes some of the most 
popular assessment instruments – in addition 
to their purpose, organization, and psychomet-
ric properties - currently being utilized by men-
tal health practitioners: 
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Name Purpose Items IDD level Scales Psychometrics

The Psychopathology 
Instrument for Mentally 
Retarded Adults (PIMRA)

Informant/respondent 
based assessment 
used for measuring 
psychiatric conditions 
in individuals with 
intellectual disabilities. 
Based on DSM-III 
criteria.

56 Full range of IDD 8 Subscales
1. Affective Disorder
2.Adjusment
3. Schizophrenia
4.Psychoseuxal Disorder
5. Somatoform Disorder
6. Personality Disorder
7.Anxiety Disorder
8. Poor mental adjustment

Correlation between respondent 
and informant forms are low.

Evidence of construct validity 
only for depression, psychosexual 
and schizophrenia scales.

Split half reliability and internal 
consistency are high for the 
respondent version. 

For the informant form, split half 
reliability is low, but internal 
consistency is high.

Assessment of Dual 
Diagnosis(ADD)

Informant based 
assessment used for 
measuring psychiatric 
conditions in 
individuals with IDD

79 Mild to Moderate 13 Subscales
1 Depression
2. Mania
3. Anxiety
4. Schizophrenia
5. Eating Disorders
6. Substance Abuse
7. Conduct Disorder
8. PDD
9. PTSD
10. Personality Disorder
11. Somatoform Disorder
12. Dementia
13.Sexual Disorder

Test-re-test reliability is 
acceptable. 

Whole scale internal consistency 
is high. 

The Reiss Screen for 
Maladaptive Behavior

Informant based 
assessment used for 
measuring psychiatric 
conditions in 
individuals with IDD.

38 Full range 8 Subscales
1.Aggressive behavior
2.Autism
3. Psychosis
4. Paranoia
5.Depression-behavioral 
 signs
6.Depression-physical signs
7.Dependent personality 
 disorder
8.Avoidant personality 
 disorder

Evidence of construct validity.

No data on internal consistency 
or test rest reliability. 

Aberrant Behavior 
Checklist (ABC)

Measures impact 
of treatment on 
individuals diagnosed 
with IDD.

58 Severe or Profound 5 Factors
1.Irritability, Agitation, Crying
2. Lethargy, Social Withdrawal 
3. Stereotypic Behavior; 
4. Hyperactivity, Noncompliance5. 
Inappropriate Speech

Good divergent and convergent 
validity.

Test-retest reliability high.

Inter rater reality low.

Diagnostic Assessment for 
the Severely Handicapped 
(DASH-II)

Informant based 
assessment used for 
measuring psychiatric 
conditions in 
individuals with IDD. 
Measures duration, 
frequency and severity 
of symptomotology.

84 Severe or Profound 13 subscales
1. Impulse control
2. Organic
3. Anxiety
4. Elimination
5. Mania
6. Self injury
7. Schizophrenia
8. Sexual disorders 
9. PDD/Autism
10. Sleeping 
11. Stereotypies
12. Depression.

Test retest reliability moderate 
to high.

DASH-II subscales are highly 
correlated with subscales on 
the ABC.

Internal consistency of subscales 
are poor to moderate. 

Psychiatric Assessment 
Schedule for Adults with a 
Developmental Disability 
(PASS-ADD)

Semi-structured 
assessment used 
for measuring 
psychiatric conditions 
in individuals with IDD 
which is based on ICD 
10 classifi cation.

145 Full range 7 Scales
1. Psychotic disorder
2. Bipolar disorder
3. Depression
4. Anxiety
5. OCD
6. ASD 
7. PD

Inter rater agreement is low.

Some evidence of construct 
validity. 

Adapted from Hobden& LeRoy, 2008
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While many assessments have high reliability, 
there is also an inherent drawback; they tend to 
possess lower validity due to their highly orga-
nized composition which does not encourage the 
interviewer to follow-up on important leads pro-
vided by the client (Smolik, 1999). Notwithstand-
ing the interviewer’s perceptiveness and mutual 
agreement between expert clinicians (which is 
no guarantee of diagnostic accuracy), when an 
initial assessment of the individual with a dual 
diagnosis fails to capture and facilitate the merg-
ing of pertinent psychiatric impressions, e.g. 
symptomatology, etiology, or pathogenesis of a 
disorder, along with functional behavioral data, 
various nosological systems and a more accurate 
understanding of the patient is perhaps sacri-
ficed. As a result of such shortcomings, treatment 
interventions can become one-sided, oversimpli-
fied, and disproportionately focused on one facet 
of the problem or even exclude the other part of 
the person’s experience. 

The Case for a More Inclusive 
Assessment System

It is important for professionals working 
with individuals who have a dual diagnosis to 
accurately identify various triggers, anteced-
ents, and setting events linked to challenging 
behaviors. Kern, Sokol, & Dunlap (2006) have 
asserted that antecedents to challenging behav-
iors fall into four broad categories: activity or 
task demands; the presence or actions of specific 
people; environmental changes and/or challeng-
es such as loud or chaotic noises; and arousal 
in physiological states such as that which might 
be brought on by psychiatric symptoms. Our 
view is more in line with the biopsychosocial 
perspective, in which an increase in disruptive 
behaviors is many times tied to some or all of 
these variables. Ideally the clinician working 
with individuals who have IDD/MI maintains a 
holistic view of psychology and treatment, one 
that incorporates a comprehensive understand-
ing of basic behavioral principles and their ap-
plication, in addition to a familiarity with gen-
eral psychological concepts, while routinely be-
ing able to apply them. A thorough assessment 
instrument provides a means by which to des-
ignate behavioral endophenotypes or clusters 
of behavioral symptoms into more observable, 
stable and measurable components. We also be-
lieve this categorization of behavioral and psy-
chiatric symptoms would make the diagnosis 
and recommendation process easier. This prac-
tice also parallels approaches used currently in 

the DSM-V which are aimed at reducing symp-
tom heterogeneity found among diagnostic cat-
egories (Barnhill, 2013). 

Careful consideration should be given to the assess-
ment and evaluation of individuals with a dual-diag-
nosis. As previously noted, there are several reasons 
why a comprehensive and detailed conceptualization 
of the individual with IDD/MI is essential. Within this 
population, differential diagnosis and assessment is 
complicated by a few factors.  First, due to decreased 
cognitive ability, an individual with an IDD is likely 
to have difficulty in noticing, let alone interpreting, in-
ternal cues of increased anxiety, depression, or agita-
tion.  Even if asked directly, some individuals with IDD 
struggle with reporting symptoms owing to their ex-
pressive language difficulties. In fact, many symptoms 
might go unnoticed in individuals who are nonverbal 
(Moss, Emerson, Bouras, & Holland, 1997) and, in 
general, the onset of psychopathology in the individu-
als with IDD often remains undetected until there is an 
increase or exacerbation of problem behaviors.  Worse 
still, psychiatric intervention with some individuals 
does not occur until it is apparent that hospitalization 
is needed. Secondly, assessment is made all the more 
challenging due to the heterogeneity of psychopathol-
ogy found among individuals with IDD/MI. Mental 
disorders manifest differently across a range of intel-
lectual abilities (Powell, 1999). For instance, mental 
illness amongst individuals with a mild cognitive dis-
ability is frequently associated with the presence of 
only a psychiatric disorder, whereas the presentation of 
psychiatric symptoms in individuals within a moderate 
to severe range of intellectual disability is typically as-
sociated with the manifestation of both psychiatric ill-
ness and behavioral disturbances, e.g. physical aggres-
sion and major depressive disorder (Fletcher, Loschen, 
Stavrakaki, & First, 2007). Further adding to the di-
verse appearances of mental health issues in the indi-
vidual with IDD/MI are specific behavioral phenotypes 
that may be associated with a particular syndrome, e.g. 
Angelman, Down’s, or Fetal Alcohol Syndromes. Last, 
accurate diagnostic assessment is predicated on the in-
tegration of information of the individual’s on-going or 
current stressors, on the functional assessment of be-
havior, on awareness of the idiosyncratic presentation 
of his or her psychiatric symptoms, and on one’s adap-
tive responses as a means of coping with stressors.  The 
integration of these variables is not always seamless. 

Some authors have noted the shortage of pro-
fessionals trained in diagnosing psychiatric 
disorders in individuals possessing intellectual 
disabilities (Moss, Emerson, Bouras, & Hol-
land, 1997; Schiffman, 2012; Tomasulo & Razza, 
2006). There is also a tendency for service agen-
cies to structure mental health and IDD services 
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into separate departments. These practices are 
self-limiting and tend to restrict training op-
portunities for clinicians interested in dual di-
agnosis. They also lower the service provider’s 
level of confidence in his or her ability to provide 
adequate services. This underscores the need 
for increased training opportunities of qualified 
professionals in the assessment and treatment 
of mental health issues in individuals with IDD. 
The authors of this paper concur in that we be-
lieve better service integration is needed. Spe-
cifically, we are suggesting the introduction of a 
comprehensive assessment tool that offers a bio-
psychosocial perspective of the individual. Such 
an instrument could present additional insight 
into both behavioral and psychiatric elements of 
an individual’s functioning and the interplay of 
these factors.

Simon and Finucane (1998) have advanced 
the idea of using a syndromic approach to as-
sessing and treating mental health disorders in 
people with IDD. They propose a more inclusive 
assessment system with a component that al-
lows the clinician to determine the presence of 
a mental condition and/or functional behavioral 
disorder and to generate a diagnostic hypoth-
esis in each area.  We believe that a specialized 
assessment should be constructed which cap-
tures and breaks down these critical diagnos-
tic, behavioral, and subclinical mental health 
domains connected to individuals with IDD, 
making them recognizable and distinguishable 
from one another.  We are aware that a number 
of assessments specific to the individuals with 
a dual diagnosis currently exist. However, a 
comprehensive assessment that is conceptually 
and qualitatively different in its composition is 
needed. In essence, it should allow for the de-
tection of various presenting emotional/behav-
ioral issues and pathological indicators so that 
the clinician can make more useful distinctions 
between (and inclusions within) categories in 
order to design and implement more effective 
treatments. At the same time, the assessment 
process should also assist the clinician to for-
mulate an integrated summary and make suit-
able recommendations based on its findings. 
That is because IDD/MI issues exist along a 
continuum, and are occasionally synergistic, 
rather than being representative of a discrete 
and dichotomous emotional and/or behavioral 
process. In view of that, there is a substantial 
need to use assessment procedures that enable 
us to “get it right” the first time if we are to help 
reduce and/or prevent an increase in challeng-

ing behaviors and emotional issues in individu-
als with a dual diagnosis. 

To a large extent, a multi-level assessment system 
seems most appropriate. This approach combines criti-
cal aspects of existing a priori and empirically driven 
informant-based instruments and self-report measures. 
The primary goal is to gather as much emotional and be-
havioral data as possible, separating and re-organizing 
this information on the various aspects of the individu-
al’s functioning into a more useful format. In particular, 
we must aim to identify specific clusters of mental health 
symptoms and related behavioral issues. Essentially, the 
assessment tool must be robust and versatile enough to 
capture both subtle variations of presenting issues – such 
as the degree of severity – along a continuum of mental 
health and behavioral issues, all the while allowing the 
clinician to view the individual from a more integrative 
perspective. 

This particular format would offer far great-
er utility than many of the existing measures 
by virtue of its potential to identify a range of 
relevant issues. It is our hope that our hypoth-
esized assessment format can help balance-out 
all of this data so that the process of conceptual-
izing and structuring interventions is made less 
cumbersome. The authors also believe that the 
method of assessment we are advancing lends 
equally to the creation of both broad and highly 
specific interventions. For example, the format 
we advocate using may facilitate the training of 
functionally equivalent/related skills that aug-
ment and offset inappropriate behaviors and/or 
the utilization of a therapeutic technique(s) that 
can be useful in ameliorating some, if not most, 
of an individual’s emotional distress.

Proposed Assessment 
A review of the relevant literature, supports 

the need for an instrument that employs both a 
mental health and a functional health perspec-
tive. The ideal assessment should be divided into 
five essential domains: 1) note the specific reason 
for the referral and a review of background in-
formation, 2) a thorough mental status exam, 3) 
a mental-health screening that identifies specific 
psychiatric symptoms, 4) a functional behavior 
section that identifies various problem behav-
iors, their antecedents, consequences, and adap-
tive behavioral choices, and (5) a comprehensive 
formulation which integrates disruptive behav-
ioral manifestations and mental health issues. 
The assessment tool follows the format of a deci-
sion matrix, allowing the examiner to make more 
precise and inclusive diagnoses, which, in turn, 
will better guide treatment recommendations. 
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Another benefit of this assessment is found in its 
organization consisting of a combination of self 
and informant-based report items, in addition 
to its requirement for direct observation of the 
client (especially useful where limited language 
capabilities are a factor). 

Case Vignette 
In order to highlight the clinical utility of the 

assessment, the authors would like to use the 
case of Mr. X, a 34 year old Caucasian male 
previously diagnosed with Schizoaffective Dis-
order, Attention Deficit Hyperactivity Disor-
der, and Mild Intellectual Disability. He is 
medically stable. Mr. X currently resides at a 
supervised apartment and attends a day pro-
gram full time. Historically, Mr. X has exhib-
ited verbal and physical aggression, which, in 
recent months has increased to a significant de-
gree. Sometimes after he engages in one of the 
two behaviors he runs out of the room/location 
he is in. Staff is reporting that Mr. X admits 
to experiencing auditory/visual hallucinations 
and, at times ,shows increased hyperactivity, 
in addition to difficulty focusing (not mania), 
and his mood appeared to be depressed at one 
point (staff estimates this lasted for a month) in 
the absence of a major mood episode. Current-
ly, and for the last several weeks his thought 
process has been illogical, and he has been 
perseverati ve in his speech, often incoherent. 
Thought content shows paranoid and grandiose 
delusions, in addition to numerous overvalued 
ideas, including hypochondriasis. To conceptu-
alize these issues, the authors postulate that 
the Multi-Level Biopsychosocial Assessment 
can be valuable in understanding the etiology, 
pathogenesis, and reasons for the more recent 
exacerbation of symptoms. 

In relation to the new model, the authors have 
previously suggested doing the following:

1. A review of all available records and back-
ground information 

This includes noting the reason for the refer-
ral, medical/psychiatric history, developmental/
vocational/academic history, psychosocial and 
adaptive functioning, previous assessments, be-
havioral and psychotherapeutic interventions. 
Discussion of anticipated difficulties and barri-
ers to achieving goals and effective treatment.

2. Clinical interview/mental status
Observation of the client’s emotional and inter-

personal functioning in the form of affect, mood, 
language skills (expressive and receptive), cogni-
tive functioning, memory, eye-contact, thought 

process/content, orientation, grooming, hygiene, 
judgment, and insight. Complete some sort of an 
integrative psychological and psychiatric assess-
ment.

3. Review of psychiatric symptomology past and 
present

Over the last month, Mr. X is exhibiting promi-
nent symptoms of psychosis, particularly those 
consistent with Schizoaffective Disorder, Depres-
sive Type: auditory/visual hallucinations, delu-
sions, disorganized, almost incoherent speech, 
and alternatively feelings of hopelessness and 
helplessness. He also has been displaying AD-
HD symptoms such as needing frequent verbal 
prompts, gazing into space, and difficulty follow-
ing through on work assignments. These symp-
toms are self-reported and are verified by staff 
members who are familiar with him. Although 
the DSM-5 encourages the clinician to quantita-
tively assess the severity of the primary symp-
toms of psychosis, using the DSM-5 and the DM-
ID in tandem are recommended to account for his 
IDD and to more fully understand the functional 
impairment associated with his various psychiat-
ric conditions. 

4. Functional Assessment 
This section aims not only to determine the 

influence of consequence variables and those 
behaviors that exert functional control over 
behaviors, but the highly individualistic dis-
criminative stimuli and establishing operations 
that often precede and influence a specific be-
havioral response. Mr. X presents with a re-
cent increase in verbal and physical aggression. 
Through the use of data tracking, unusual inci-
dent reports, and general progress notes, staff 
stated that frequencies of verbal and physical 
aggression have nearly doubled. The functional 
assessment allowed the clinician to conclude 
that the increase of aggression frequently oc-
curs when Mr. X is not provided with sufficient 
opportunities to engage in preferred activities, 
to terminate undesirable tasks, and mostly at 
those times when the level of task-demand is 
high. Usually, the behavior(s) last 5 minutes 
and often cease when staff redirected him to a 
preferred activity. This response is overall sug-
gestive of the need to adjust the antecedent/
Establishing Operations phase. Additionally, 
the functional assessment allows the clinician 
to identify an alternative and socially appropri-
ate means of obtaining tangibles (e.g. saying 
“please let me do something else,” “can I take a 
break,” and “can I have that item/activity”) and 
appropriate socially-mediated forms of scape.
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5. Integration of the four domains
This will consequently informs treatment rec-

ommendations and the chosen modalities. For 
Mr. X the treatment components would consist of 
some combination of the following: a preference 
assessment to determine preferred items and 
activities, adjusting antecedent conditions, and 

teaching functionally equivalent skills. He may 
also benefit from social skills training, modeling 
and role playing appropriate social interactions, 
psychotherapy (perhaps CBT). Mr. X’s psychiat-
ric symptoms should be evaluated and monitored 
by a Psychiatrist. 

Component Assessment Methods Methods of Intervention and Evaluation

1. Review of records Identify history of present and past medical/ 
biological conditions in order to rule out a re-
occurrence of a pre-existing condition

Determine the treatment effi cacy of previous 
therapeutic and medical interventions

Determine the client’s intellectual strengths and 
weaknesses in order to apply appropriate treatment 
interventions

Medical records
Developmental records
School records
Psychological/psychiatric assessment 
Psychosocial assessments 

2. Clinical interview/ mental status Assess the client’s level of daily functioning, 
social interactions, and responsiveness to his/her 
environment

Categorize behaviors into specifi c behavioral 
endophenotypes or clusters that are observable 
and measurable (in order to facilitate appropriate 
treatment interventions)

Grooming
Level of insight
Affect 
Mood 
Memory
Skills defi ciencies
Motor activity 
Eye contact
Facial expressions 

3. Psychiatric symptomology Formulate a psychiatric impression of Mr. X’s current 
symptoms, including level of severity and degree of 
impairment.

Symptoms based on diagnostic categories. 
Schizoaffective Disorder: depression, delusions, 
disorganized thought process, auditory and visual 
hallucinations. 
ADHD: gazing, diffi culty following directions, 
hyperactivity, frequent verbal redirection. 

4. Functional Assessment Determine possible antecedents attributed to the 
increase in Mr. X’s verbal and physically aggressive 
behavior, e.g. recent task demands, specifi c people, 
environmental stressors, or arousal in physiological 
states.

Should measure duration, frequency, function of 
behavior, maintaining consequences, setting events, 
and antecedents.

Reasons for Mr. X’s escalating behavior
Escape from task demand
Access tangible items 

5.Treatment recommendations Present a symptom profi le in a way that captures bio 
psychosocial infl uences to client’s current behavior.  
This includes noting any specifi c syndromes, 
neurologic conditions, metabolic disorders, etc. 
and basing the suggested treatment strategies / 
interventions on the most current research outlining 
the relationship between these behavioral and mental 
health phenotypes

Consider providing treatment interventions that 
incorporate both behavioral and psychiatric domains, 
and justifi cation for how much of the resources are to 
be allotted to each area.

Psychiatric follow up
Staff education
Social skills training 
Symptom tracking (i.e SUDs)
Continued data tracking
Automatic thought record
Self-Management
Impulse Control
Problem-Solving
Coping Skills
Cognitive Awareness
Psychological Assessment
Counseling or Psychotherapy

Let the world know that you provide quality 
services for individuals with co-occurring mental 
illness and intellectual disability.   
 
Visit http://acp.thenadd.org/ or click the Accreditation/Certification 
icon on the NADD home page (www.thenadd.org) for details.  
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Bringing It All Together 
1. The co-occurrence of psychiatric illness and chal-

lenging behaviors results in a synergistic effect 
whereby both are likely to intensify.

2. For individuals with IDD/MI, there is a need for a 
comprehensive instrument that measures both be-
havioral and psychiatric symptoms. Ideally, this 
instrument would operationalize behavioral symp-
toms into observable and measurable components 
that can be rated by mental health workers.

3. Integrative assessments should be semi-structured and 
capture multiple levels of symptoms and their sever-
ity. The results of this assessment should be individu-
alized and tailored to both the psychiatric and behav-
ioral domains, amply informing diagnostic consider-
ations and best practice treatment recommendations. 

4. As the DSM evolves to allow greater use of a di-
mensional and etiological approach to diagnosing 
mental illness, conceptualizing various behavioral 
issues and psychiatric symptoms via a more integra-
tive template/methodology will continue to increase 
clinician’s general awareness of the reasons for 
challenging behaviors, their relationship to mental 
illness, as well as to improve diagnostic accuracy. 
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Neuroscience Reviews

Depression IS Hazardous for Your Health. 
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

As discussed in previous articles, depression 
is a complex disorder that disrupts more than 
mood regulation . There are many body and brain 
subsystems affected by it. In addition both Ma-
jor Depressive Disorder and Intellectua/Devel-
opmental Disabilities represent final common 
pathways with many etiologies. When MDD 
occurs in the context of IDD we must tease out 
how the factors shaping the severity and nature 

of IDD influence the gene-environment interac-
tions associated the development, severity, sub-
type, and treatment response to MDD. If we ad-
dress the impact of MDD on the developmental 
trajectory of IDD, we will need to consider how 
the gene-environment interactions associated 
with the risk of MDD influence temperamental 
style (behavioral inhibition, high neuroticism), 
early emotional development, vulnerability, and 
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reactions to chronic stress and trauma (includ-
ing the timing of major losses). As we have seen, 
depression also influences risk factors for medi-
cal and neurological disorders as well as coping 
styles and capacity to deal with pain and illness. 
We have ample evidence supporting the adverse 
effects of mood disorders on long term outcome, 
treatment response, and increased risk of mortal-
ity. Although our data is extensive, we can also 
assume that MDD, minor depression, and even 
the presence of depressive symptoms are equally 
bad for the health of individuals with IDD. 

As noted, both MDD and IDD represent the 
convergence of many dysfunctional brain sys-
tems into complex neurobehavioral disorders. 
Beginning with MDD, we find heterogeneity at a 
syndromal level (subtype of mood disorders) and 
symptom variability within individual criteria 
that comprise the subtypes (sleep disturbance, 
appetite changes etc.). We need to look for the 
sources of this variability. To do so requires that 
we do more that list symptoms, quantify stress-
ors, and make a correct phenomenological diag-
nosis. For example, we need to develop a system 
that allows us to integrate the multidirectional 
interactions between genetic, biological, and 
neurodevelopmental effects of mood regulation 
on temperament, emotional attachment, affect 
perception, processing and expression, capac-
ity for empathy, patterns of socialization and 
interpersonal relatedness, adaptive skills, and 
executive functions. We need to consider mood 
disorders as disruptions in social behaviors as-
sociated with varying degrees of disturbances 
in circadian rhythms, inflammatory and neuro-
endocrine responses to stress, capacity to expe-
rience and anticipate pleasure, patterns of self-
motivation, sensitivity of reward pathways, as 
well as executive and other associative functions. 
In short, we need to understand depression in 
neuro-ethological (dysregulation of submission 
networks), ecological, and socio-cultural terms. 
With or without depression, we are social pri-
mates facing environmental challenges, cultural 
changes, and disruption of traditional patterns of 
thinking, feeling, and behaving. Our brain is an 
adaptive organ that is shaped by our social rela-
tionships—this is our legacy.

Diagnostically, depression is recognized by 
a collection of social behaviors that arise from, 
and communicate, a sense of neurobiological dis-
ease. Yet depression as an emotional state aris-
ing from being overwhelmed differs from Major 
Depressive Disorder. Only a small percentage of 
people who face social stressors develop depres-

sion. To make sense of this observation, we need 
to think in terms of an imbalance between indi-
vidual risk, vulnerability, and resilience factors 
and both general and overwhelming personal 
stressors. Currently transactional and gene-
environment interactional models best meet our 
needs. For example, early childhood deprivation 
or trauma rewires neuroendocrine and neuro-
physiological response patterns by altering gene 
regulation and action. But several genetic poly-
morphisms can qualitatively influence our reac-
tions: serotonin synthesis, post-synaptic receptor 
and transporter protein activity, regulation of 
CRH release and glucocorticoid receptor activity, 
dysregulation of immune functions regulation, 
and regulators of neuroplasticity. Other poly-
morphisms affecting these same systems can in-
fer resistance to depression and may serve as the 
foundation for resilience. 

It is also apparent that early forms of mood dis-
orders have a profound impact on the subtype, 
clinical course and treatment response of mood 
disorders. It appears that systems described 
above that are devoted to our everyday capacity 
to enjoy, love and work are co-opted by depression 
and that the more episodes an individual experi-
ences or the more comorbid conditions (including 
substance abuse) the more complex the adverse 
effects of depressive disorder on brain function 
becomes. These factors may explain why even 
our best treatment options infrequently cure 
(33%) or even lead to complete remission. Treat-
ment resistance and risk of relapse are the norm. 

Our task is further complicated by factors as-
sociated with aging, especially the increased risk 
of medical and neurological conditions. Subtypes 
of depressive disorders include: recurrent as well 
as a continuation of treatment resistant early on-
set depression; new onset depression; mood dis-
orders associated with neurodegenerative, neu-
rological and medical conditions, substance use, 
and complications of treating these conditions. As 
alluded to earlier, the presence of subsyndromal 
depressive symptoms also contributes to and in-
terferes with utilization, compliance, and success 
of health care interventions. For example, there 
is a complex relationship interaction between 
Minimal Cognitive Impairments and MDD risk 
for dementia. Most of our attention focuses the 
development of Alzheimer Disease. But the risk 
may be even greater for individuals with under-
lying cerebrovascular disease. Neuro-endocrine, 
neuro-immunological and nutritional/metabolic 
disorders are also major contributors. The ad-
mixture of cumulative life stressors, psychosocial 
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US Public Policy Update

MHMR Tarrant County Crisis Avoidance and 
Stabilization Program
Luke Reynard, Senior Director IDD Authority Services, MHMR Tarrant

MHMR Tarrant is located in Fort Worth, Texas 
and is designated the Local Mental Health and 
Intellectual/Developmental Disability Authority 
providing mental health, early childhood, addic-
tion, and intellectual developmental disabilities 
services, serving an 897 square mile area and a 
population of approximately 1.8 million residents. 
MHMR Tarrant is delegated by the Department 
of Aging and Disability Services to function as a 
safety net and be responsible for planning, policy 
development, coordination, including coordina-
tion with criminal justice entities, resource allo-
cation, and resource development for and over-
sight of intellectual and developmental disability 
(IDD) services in the most appropriate and avail-
able setting to meet individual needs in the lo-
cal service area. MHMR Tarrant IDD Authority 
Division serves approximately 4000 individuals 
through a variety of programs and supports. This 
initiative allows healthcare providers throughout 
Texas the opportunity to improve health care in 
the community as well as increase access to qual-
ity care through innovative program and project 
development. Texas Health and Human Services 
Commission (HHSC) has proceeded with the de-
velopment of the waiver, and a variety of initia-
tives are underway throughout the state. 

Through this unique opportunity, MHMR Tar-
rant proposed a Crisis Avoidance and Stabili-
zation program, which will provide behavioral 
health crisis prevention and intervention services 

for individuals with intellectual/developmental 
disability and/or autism spectrum disorder with 
co-occurring behavioral and/or medical problems. 
After extensive research, MHMR Tarrant pro-
posed to implement the START model in order to 
provide Crisis Avoidance and Stabilization ser-
vices, and in May 2013 the project was approved, 
and consultation began with the Center for 
START Services, University of New Hampshire. 

As part of the initial development for the Crisis 
Avoidance and Stabilization project, MHMR Tar-
rant conducted 12 focus groups and stakeholder 
meetings on community needs regarding services 
and supports for the individual with a dual diag-
nosis. In addition, MHMR Tarrant Research Di-
vision completed a gap analysis of mental health 
services in Tarrant County for person with an in-
tellectual disability, using secondary data as well 
as information gathered directly from stakehold-
ers and focus groups. The focus groups included 
members of the mental health community, hos-
pital and clinic physicians, law enforcement, 
consumers and families, service providers, emer-
gency services, and advocacy groups. The infor-
mation detailed in the gap analysis of services 
highlighted several systemic issues related to 
service and treatment for those individuals with 
a dual diagnosis: 
· Lack of appropriate behavioral health services
· Inadequate communication among multiple 

caregivers

losses, social isolation, medical conditions, and 
spectrum of mood disorders increase the risk for 
completed suicide. 

In the next two articles we will explore the re-
lationship between these issues and late onset 
mood disorders in individuals with ID greater 
depth. 
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· Shortage of specialty services
· Workforce development needs
· Quality and accountability for service and da-

ta collection
In order to address these needs, the leadership 

and project development staff of MHMR began 
working with the Center for START Services 
on a program design. The START program in-
cludes a team of START Coordinators providing 
intensive service navigation and expert support, 
a 4-bed therapeutic planned and emergency re-
source center, psychological/behavioral support 
services, and a 24/7 mobile crisis response capa-
bility. An important part of program implemen-
tation and development entails linking activities 
and technical support provided to existing ser-
vice providers and family members to strengthen 
the service system as a whole and to increase the 
capabilities of the workforce. Detailed qualita-
tive and quantitative data will be compiled, ana-
lyzed regularly for program improvement ,and 
shared with community stakeholders. 

Throughout the process of developing the 
MHMR Tarrant START program, a number of 
new relationships were developed. This process 
has allowed the Tarrant County START team to 
work closely with several new partners including 
hospital systems, multiple mental health profes-
sionals, emergency services teams, local univer-
sities, and a wide variety of support services. The 
building of this program structure has provided 
the opportunity to work with people and orga-

nizations that are not familiar with individuals 
with IDD or a dual diagnosis. 

In addition to MHMR Tarrant START, two 
other START programs are being developed in 
Texas, one in Austin and one in El Paso. Al-
though geography separates the areas consid-
erably, the programs work together well and 
share resources and ideas regularly. The goal of 
MHMR Tarrant START is to serve 700 individu-
als by September 30, 2016, with the lasting in-
tent of a reduction in unnecessary hospital and 
emergency department visits, an improvement 
in individuals’ lives, and a stronger healthcare 
system to support people with an intellectual dis-
ability and behavioral health needs. Community 
collaboration and support for this program has 
been overwhelmingly positive and welcomed, 
which leads one to believe that this community 
is eager to embrace innovative and transforma-
tive healthcare for these individuals. 

For further information, contact Luke Reynard 
at Luke.Reynard@mhmrtc.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. 
Public Policy Update at joan.beasley@unh.edu. 

DSP Interests and Concerns

Building a Community to Support an 
Individual
Kevin Alexander, DSW

Alone, I travel fast. Together, we travel far. – 
African proverb

In my twenty years on the front line as a sup-
port worker for people with intellectual disabili-
ties, there is one lesson that I keep re-learning: 
This work cannot be done alone. I have learned 
that the strength of the “community of support” 
directly influences the health of the person and 
all who support that person. 

A few years ago, I was invited to participate in 
a think tank for local people/workers and fami-
lies who support people with special needs. It was 

initiated by a young family who had a son, dually 
diagnosed with autism and depression. The fam-
ily had initiated the think tank in order to pull 
together experienced professionals in hopes of 
collecting some resources. 

I did not hear of any follow up meeting; howev-
er, what did inspire me was a conversation that 
took place after the meeting. The group stayed 
after the meeting and talked amongst ourselves 
about techniques, politics,and new endeavours 
in supporting people with needs in our communi-
ties. Somewhere in the midst of walking to the 



61May/June 2014    Volume 17    Number 3

The NADD BULLETIN

parking lot, someone mentioned that they really 
appreciated the teachings they received from the 
clients they worked with. 

“People with special needs force individuals to 
work as a community. No other group of people 
I know can do that. I have learned more about 
working with others from my clients then any 
book, course or school.”

As a front line worker, I often have more direct 
and prolonged contact with the person being sup-
ported. Unfortunately, I have been repeatedly 
disappointed that my voice and experiences do 
not always hold weight in decision making when 
plans and changes are being formed by the sup-
port team. Because of this, I have found my frus-
tration has mounted and contributed to “burn 
out.” As a result, I started to do just what my 
teachers have taught me: build a community.

It has become essential to my practice to learn 
how to communicate effectively, advocate, and 
detach from my insecurities. I become not only 
a community builder, but a community leader. I 
make sure that what I have to say is in the best 
interest of the person I am advocating for, and I 
also make sure that it is said in a way that can 
best be heard by the people with whom I need to 
communicate.

I make a point of remembering that there is a 
community that is being nurtured. Every situa-
tion is unique and requires many tools, as well as 
creativity. The most effective tool I have learned 
and keep learning in my role as a front line sup-
port worker is to let go of my need to be right 
and to be open to whatever it takes to provide the 
best support for the person we are supporting. 

This can be a challenging task, for it is certain 
that the greatest teachers I have met in my life 
are the very people who need my support – the 
Master Teachers. I have witnessed them chal-
lenge the most educated people, the most experi-
enced workers, and everyone from the top to the 
bottom of any hierarchy.

With limited funding and time, the strength of 
the team or community is by far the greatest and 
most cost effective resource available. In my ex-
perience one of the most wasted resources I have 
seen is the missed pieces of knowledge and in-
tuitions from the front line workers. Most of the 
time valuable information is kept amongst us 
and not passed on to therapists, doctors, manag-
ers, and parents. 

There are a few practices that I have adopted 
that have helped me in building a strong commu-
nity of support. Firstly, I have learned to listen. 
I listen to the needs of the person I am support-

ing. I also listen to the people involved in their 
lives. By listening, without judging or pursuing 
my own opinions, I have found that healthy plans 
are more likely to take form. 

Secondly, I have learned that choosing one spe-
cific item to bring to people’s attention yields a 
stronger response. I have found that if I bring too 
much information at one time it can get lost in 
the communication chain. If I share one thing, 
advocate one issue, or present one problem and a 
possible solution, then the results are far greater.

A few years ago I was supporting a person with 
a dual diagnosis. He was a very angry young man 
with limited verbal skills. He often would get 
upset around TV shows he was watching. Staff 
had taken the TV away but that seemed to in-
crease his aggression. I remember watching him 
interact with the TV and noticed that his anger 
seemed to be associated with people getting an-
gry on the shows he watched. When people were 
hurt or upset on the TV, he would mimic their be-
havior and was not able to regain control, which 
could then escalate into aggression. 

I took this information to the management. I 
was a weekend relief staff and did not know the 
team that supported this person very well. Over 
the next month, I witnessed similar aggressive 
patterns, yet nothing had changed in his support 
plan to help him in his emotional distress. 

In the past, I might get angry and complain. 
This time, I decided to practice patience and un-
derstanding. I asked for a meeting with the man-
ager and inquired as to why nothing had been 
done with the information I had provided. The 
manager had said that he gave the information 
to the behavior therapist and that he was wait-
ing for a response. 

I then went to the behavior therapist and asked 
him if there was anything I could do to help ex-
pedite a plan. The behavior therapist (BT) men-
tioned that he did not have enough data to make 
up a plan. He explained to me that in order for 
him to follow the expectations of his profession, 
he needed to have justifiable data to implement 
a new behavior plan. 

I worked with the BT over the next few weeks 
coming up with a data collection system. We col-
lected information that corroborated my initial 
insight and put together a plan that almost in-
stantly supported a healthier reaction to the TV 
characters. I can recall now all the time and en-
ergy it took to get this plan done. I also remem-
ber the determination I needed. I worked on one 
project at a time. I asked questions and took time 
to understand other people’s positions and needs. 
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The most important part of this lesson was that 
I did not take it personally. Communicating and 
understanding was part of my role in this com-
munity of support. The person we were support-
ing needed help and the process of change was 
not clear. It is not the responsibility of one person 
to change the system; nor is it the responsibility 
of one person to wait for it to be changed. We are 
all part of the community that will bring health 
and balance into the people’s lives we support. 
When something falls through the cracks, the 
worst thing is to blame others. It is in the solu-
tions, the understanding, and the determination 
that real effective support can take place. 

I have a great community in my life, and I 
believe I owe a debt of gratitude to the master 
teachers I have met over the last 20 years. As a 

front line worker, I continue to learn how to build 
community, work as a team, and support change. 
I continue to let go of complaining, move to a sys-
tem of change, and build a healthier world for 
those who need our support. 

For further information, contact Kevin Alexan-
der at kevin.alexander@nbrhc.on.ca

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

NADD
Needs Your Support

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

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

Thank you for your continuing support.

 

 

Submit an Article for the NADD Bulletin 
 
The NADD Bulletin welcomes submissions of articles from practitioners, academics, managers, 
policy makers, family members, and Direct Support Professionals, who are involved in delivering 
care to people with intellectual disabilities and mental health needs. Manuscripts of interest include 
articles related to clinical application, policy, training, and perspectives related to supports for 
persons with intellectual or developmental disabilities and mental illness.  Details about manuscript 
submission are available at http://thenadd.org/nadd-bulletin/submitting-articles-for-the-nadd-bulletin/.  
Inquiries or submissions may be submitted to Lucille Esralew, Ph.D., Co-Editor, at 
lesralew@trinitas.org.   



Note from the editors
Darin D. Schiffman, Psy.D., provides a thought provoking re-

view of existing approaches and suggests additional strategies to 
develop bereavement therapy for individuals with IDD. Pre-doc-
toral Psychology interns Einat Katz-Delong and Cynthia Raines, 
who work with Dr. Schiffman, co-author an article that reviews 
current assessment of individuals with MI/DD and proposes fu-
ture directions for comprehensive biopsychosocial assessment. 
The current neuroscience column by Jarrett Barnhill, M.D., fo-
cuses on the diverse health outcomes for individuals with IDD and 
co-occurring depression. Luke Reynard describes the initiation of 
the START model within MHMR Services in Tarrant, Texas in 
order to avert crises and promote stabilization. Kevin Alexander, 
DSW, shares what he has learned about building community, 
working as part of a team, and supporting change of individuals 
with MI/DD.

We encourage you to share your work by submitting articles 
about your programs and professional practice involving individu-
als with MI/IDD. We wish you a productive and relaxing summer.

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

Lucy Esralew, Ph.D., NADD-CC
lesralew@trinitas.org 
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MARK YOUR CALENDARS… 
NADD 31ST ANNUAL CONFERENCE  

& EXHIBIT SHOW 
 

Models of Excellence in Dual Diagnosis that  
Shape the Future (IDD/MI) 

 

 
 

November 12-14, 2014 
Hilton Palacio Del Rio 

San Antonio, Texas, USA 
 

KEYNOTE ADDRESSES 
Thursday, November 13th – Chris Traylor, Chief Deputy Commissioner 

Texas Health and Human Services Commission (HHSC), Austin, TX 
Friday, November 14th – Steven Reiss, PhD 
IDS Publishing Corporation, Columbus, Ohio 

 
CONFERENCE CO-CHAIRPERSONS  
Denise Bloomquist, MDiv, ThM, MPA 

Project Janus Inc, San Angelo, TX 
Peggie Webb, MA 

San Diego Regional Center, San Diego, CA 
 

Updates regarding this conference will be on the NADD website: 
www.thenadd.org 
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Visit the NADD website at www.thenadd.org for more information on upcoming 
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Upcoming Conferences/Trainings
************************************

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

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

Updated information is posted as available.




