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Note from the editors
This final issue of the year reflects trends in health care service 

delivery. NADD acknowledges the first recipient of the annual 
DSP Award for Excellence. Stu Smith, Ph.D., reviews 40 years of 
provision of behavioral supports reflecting a move from more coer-
cive approaches to current practices. Throughout he emphasizes 
the need for individuals to have s strong sense of purpose in their 
work with individuals with IDD. James Wiltz, Ph.D., describes his 
work and that of his colleagues on specialty teams that provide 
behavioral health crisis response.  Drs. Schiffman and Biagioli 
compare the role of the psychiatrist and psychologist on the mul-
tidisciplinary team; they argue for the need for improved com-
munication between mental health practitioners. Jarrett Barn-
hill, M.D. explores the distinctions between Bipolar Disorder and 
Disruptive Mood Dysregulation Disorder and their relevance to 
children with IDD. Lauren Charlot, Ph.D., describes the UMASS 
IDD/ASD Medical Home Pilot that coordinates care for complex 
needs individuals.  

The Co-editors wish all our readership a happy and healthful 
holiday season. Consider writing up your work and sharing it with 
colleagues in the new year!

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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Opinions expressed in the NADD Bulletin are not necessarily 
those of NADD or the Editors.

DA13-1237C - The Riddle of Personality Disorders in Individuals with IDD
By: Jarre   Barnhill, MD, DFAPA, FAACAP, NADD-CC
This presenta  on will explore the role of gene-environmental interac  ons that aff ect temperament during 
development; extreme psychosocial adversity; and co-occurring psychiatric disorders in development, clinical 
presenta  on and treatment of Personality Disorders among individuals with IDD. 

PM13-1238C - Puppy Power: Putti  ng Animal-Assisted Interventi ons to Work
By: Cyndie Kieff er
Animal-assisted interven  ons can provide persons with intellectual disabili  es countless benefi ts including 
increased self-esteem, memory recall, socializa  on, and mobility. Par  cipants will have the opportunity to observe 
a therapy dog team and learn about possible goals and ac  vi  es to put in place at their agency.

PM13-1239C - Trauma: A Framework for Future Planning
By: Robin VanEerden, MS, NCC, NADD-CC
This presenta  on will include a short overview of the eff ects of trauma on the brain. It will also review several 
approaches that can be considered when working with people who have suff ered trauma  c experience. These 
tools are therapeu  c and can be used by anyone who serves people with intellectual disabili  es and mental health 
issues. The par  cipants will be able to take the tools and u  lize them within their organiza  ons to promote non-
violent language in building problem-solving and coping skills. 

Three DVD’s

Member: $29.95 Non-Member: $39.95

CT13-1241D Therapeuti c Interacti on Strategies
By: Daniel Baker, PhD & Michelle Mead
This interac  ve session will give a  endees a chance to prac  ce and learn interac  on strategies that will promote 
mental health in persons with the dual diagnoses of mental illness and developmental disabili  es. Nega  ve, 
unhealthy interac  ons o  en characterize the rela  onships between this popula  on and care givers. Unless that can 
be changed, real growth may be limited. But cheer up, there is a lot that you can do. 

DT13-1242D Psychopharmacology Controversies in IDD
By: Daniel Tomasulo, PhD, TEP, MFA, MAPP
The use of psychiatric medicines for people with IDD has long been dominated by drugs used to suppress behavior 
rather than for therapeu  c purposes. Controversies, issues, and solu  ons will be the focus of this session.

CT13-1243D Wrong to Strong: Using Positi ve Psychotherapy
By: Anne Desnoyers Hurley, PhD & Andrew Levitas, MD 
Specifi c evidence-based posi  ve interven  ons drawn from posi  ve psychology and posi  ve psychotherapy have 
been incorporated into Interac  ve-Behavioral Therapy with promising results.  The techniques and fi ndings will be 
demonstrated and shown as part of this presenta  on.

Available from the NADD On-line Store
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Looking back after 40 years of experience with 
behavioral/psychiatric problems, Poindexter 
(2008) listed 10 mistakes and solutions. These 
are also central to the clinical success of a behav-
iorist. Critical, as well, are caretaker attitudes 
and expectations. They relate very closely to high 
staff turnover in residential settings and intense 
parental stress. 

The following begins with a past-to-present 
comparison to show how far we have come over 
the past 40 years. Then, several of Poindexter’s 
key points will be addressed from a behaviorist’s 
point of view, since they are so important for a 
helpful Behavior Support Plan. 

Beginning in 1970
Although there has been tremendous behav-

ioral and psychiatric progress during my time as 
a behavioral psychologist, I have also seen and 
been part of many mistakes and solutions. I still 
cringe at my 1970 introduction to a caseload of 
“mentally deficient patients” who resided in a 
state “mental hospital.” They had severe and pro-
found intellectual disabilities, lived in an over-
crowded “ward,” and expressed discomfort by be-
ing loud, aggressive, and self-injurious. Tools for 
controlling dangerous behavior by the residential 
supervisor and physician included an electric 
cattle prod and the antipsychotic Thorazine. Be-
cause developmental and learning models were 
yet to gain strength, the medical model was still 
predominant. Psychiatric drugs were beginning 
to be a major tool for managing the misbehaviors 
that resulted from assumed faulty physiology/
underlying medical conditions. 

There were far fewer drugs back then and less 
concern with side effects, unless they were intense. 
“Thorazine tongue” was very common and of little 
concern, especially if psychiatric drugs calmed the 
“patient” enough to reduce dangerous behavior. 

Although less invasive “behavior modification” 
techniques were finding their way into research 
journals, their impact was very slow because so 
few behaviorists were working with our popula-
tion. Fewer yet actually subscribed to the jour-
nals. Many of these new behavioral techniques 
continued to rely on discomfort to reduce unwant-
ed behavior, but at least they tended to be less pu-
nitive than a cattle prod. Fortunately, court cases 
that insisted on safety, security and the “right to 
habilitation” were not far off (Wyatt v. Stickney, 

1972), as were investigative and accrediting bod-
ies. NADD would soon be born (1983).

The Golden Age Continues
Over the past few decades, advances in Behav-

ioral, Psychiatric, Social and Philosophical areas 
have easily surpassed those imagined by only a 
few leaders in 1970. The Golden Age described 
in the short history by Smith (2001) has contin-
ued and has even reached the point where the 
“R” word (mental “retardation”) is becoming an 
outcast. It is now common to see concepts such 
as Supports, Inclusion, Quality of Life, Employ-
ment, College, Self-Advocacy, Self Determina-
tion, People First, and Person Centered. Con-
tinuing education through numerous webinars 
and conferences is now available, as are best 
practice certification programs for profession-
als and direct care staff. Instead of the nearly 
200,000 who resided in state institutions in 1970, 
there are fewer than 40,000 today. Not only are 
“institutions” much smaller and fewer, but near-
ly a dozen states have none.

Behavior Analysis is far more sophisticated to-
day, and priorities of a behavior support plan try 
to focus on prevention and positive programming 
strategies. Restrictive and uncomfortable methods 
require formal approvals and regular follow ups, as 
do psychiatric drugs. This helps ensure that chang-
es are made if there is no behavioral progress. The 
variety of psychiatric drugs for a wider array of 
mental health problems has grown impressively. 
Still, despite these striking behavioral and psychi-
atric strides, many bumps in the road remain. 

Necessary Ingredients for a Helpful 
Behavior Support Plan (BSP)

Psychologists and other behaviorists who work 
with the DD/MH population tend to follow a 
learning based nonmedical model for decreasing 
unwanted (and for increasing wanted) behaviors. 
Changes in the physical and social environments 
are hoped to improve thoughts and/or emotions 
to the point where the person is not as motivated 
to do the unwanted behaviors. Unfortunately, 
significant improvement in challenging behav-
iors often takes many months or even years. So, 
if the emotions and behaviors continue to cause 
a lot of discomfort for the DD/MH person and 
others, a psychiatric consult often occurs. The 
Psychiatrist follows a medical model, and the 

Behavior Support: It’s Not Just a Job. It’s a Mission. 
Stu Smith, PhD
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typical therapeutic tool is psychotropic medica-
tion (drugs). If the Behavior Support Plan (BSP) 
eventually results in significant improvement, 
the psychotropic medication may begin to be re-
duced, or even discontinued. However, some psy-
chiatric and behavioral problems are so intense 
that maintenance doses or prescription changes 
will continue indefinitely. 

Mistakes and Solutions 
Using a structure similar to Poindexter’s, the 

following are critical for the clinical success of 
both a behaviorist and a psychiatrist, whether 
the setting is residential or home with relatives. 

(1) THE MISTAKE: Blaming Problems on a Sin-
gle Simple Factor. 

Needed are (a) “a realistic attitude”, (b) a plan 
that is based on a good Functional Analysis, and 
(c) ongoing support from important others. 

(a) Attitude: being confronted daily with dan-
gerous or other challenging behavior is extremely 
stressful and requires much patience and realistic 
expectations. Caretakers have to accept the reali-
ties that progress tends to be slow, that profession-
als are not magicians, and that people and situa-
tions are very complex. Voluntarily changing an 
unwanted behavior, even in ourselves, is typically 
slow and usually only partly successful (if at all). 
Yet we have many helpful resources. Individuals 
with ID, especially those with limited-to-no ver-
bal ability, may have little-to-no idea of what our 
helpful words mean and why the behavior should 
change (apart from somebody being upset). 

(b) A Functional Analysis (FA) is very time 
consuming “detective work” that tries to find the 
“function” or purpose of the behavior. A thorough 
FA includes a review of past and current nonmedi-
cal and medical records, interviews of those most 
familiar with the person, and many observations 
of the person in different settings and at different 
times of the day. The goal is to find the conditions 
in which the behavior occurs and does not occur. 
Occasionally, the function is very simple and the 
problem is easily improved. For example, the per-
son might become dangerous only when hungry, 
only toward a certain person, only when it thun-
ders, etc. Very often though, the same unwanted 
behavior occurs at different times/places—or even 
the same time/place—for different reasons. For 
example, the person might become irritable and 
hostile because of a poor night’s sleep, a too-quick 
breakfast, recent criticism, lack of family visits, 
conflict with a peer, unstable blood sugar, etc., (or 
even a combination of things). 

(c) If the FA is not thorough enough for design-

ing a very helpful BSP, the behavior might still 
“improve,” but not fast enough to satisfy caretak-
ers—especially if the behavior is harmful. Addi-
tional supports will then be requested from other 
professionals, administrative staff, and even out-
side agencies. If encouragement and resources 
(including funding for environmental changes) 
are minimal and not very effective, a psychiatric 
consult will likely occur. The hope is that a drug 
will “magically” make the misbehavior quickly 
decrease or disappear. 

(2) THE MISTAKE: Thinking that Psychiatric 
Medication will “Fix” the Problem Behavior if 
only the right drugs and doses are prescribed 

Needed is acceptance that different people re-
spond to drugs differently and that prescribing is 
generally trial-and-error. This has not only been 
reported by the general media but even by psychi-
atrists themselves (Carlat, 2010; Reiss & Aman, 
1998). Similarly, a behaviorist’s efforts are also 
individualistic and trial-and-error. So, both can 
be helpful, not helpful, and even counterproduc-
tive with some people. They are more art than 
science and typically need ongoing adjustments. 
To be effective, they often require support from 
financial and administrative sources, i.e., pro-
viding a more therapeutic social and/or physical 
setting might reduce stress enough for a better 
response to behavioral and psychiatric plans.

(3) THE MISTAKE: Lack of Cooperation among Team 
Members 

Needed is more than short term, superficial 
involvement from “busy” people. The behavior-
ist and/or psychiatrist are only available part of 
the day, week, or even month. But the behavior 
might be occurring many times a day, and at all 
hours. So, behavioral progress will depend on the 
ongoing efforts of others. Slow improvement can 
lead to increasing dissatisfaction, resentment, 
and loud shouts that “the BSP is not working.” 
The hope is that major changes in the “too slow” 
BSP and/or additions to the drug prescription will 
“fix” the problem faster. However, instead of too 
hasty BSP or drug changes, the best “fix” might 
really be more team involvement, patience, and 
realistic attitudes.

(4) THE MISTAKE: Overemphasizing the Need for More 
Training

Needed is for program supervisors to de-em-
phasize the attitude that the misbehavior would 
improve if only the behavioral and caretaking 
staff were more knowledgeable. “Knowing” is 
much less of a problem than is “doing.” Behavior 
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change tasks are very hard. Even if caretakers 
know what to do, the “human element” always 
comes into play. Efforts will weaken if expecta-
tions about behavioral improvement are unre-
alistic and if ongoing supports are limited from 
the rest of the team (including administrators 
with ties to funding sources). Caretakers will 
likely make more errors if their supervisor and 
behaviorist fail to show continued interest “over 
the long haul” with frequent follow ups, e.g., ob-
serving interventions with the unwanted behav-
ior, listening to suggestions, and trying to get 
requested resources. In order to ensure that the 
BSP is being carried out reasonably consistently, 
new people have to be trained, veterans have to 
be retrained, and everybody needs to be observed 
and helped. This has to be frequent and ongoing.

5) THE MISTAKE: Not Enough Reliable Data 
Are Available for making sound behavioral and 
psychiatric decisions 

Needed is (a) more extensive long term medical 
and behavioral information, as well as (b) more 
reliable daily behavioral data. 

a) Long term medical, behavioral, and social 
records typically exist, especially for adults. 
However, if the person has resided in several 
places over the years, different records may be 
at several locations. If in only one place over the 
long term, there may be several or many charts. 
In either case, gathering and finding important 
information can be a very undesirable time-con-
suming task. A person(s) qualified to understand 
the records must be formally designated and held 
responsible for the task. 

(b) Daily behavioral data need to be objective 
and reasonably accurate, especially with respect 
to dangerous or very problematic behaviors that 
result in restrictive BSPs and drugs with poten-
tially disturbing side effects. Inaccurate data 
give a faulty picture of progress and can result 
in ineffective, or even harmful, decisions by the 
behaviorist and psychiatrist.

Data recording is easiest for low rate behav-
iors, because incidents are infrequent enough 
to be recorded or easily remembered. It is much 
harder with a high rate behavior, especially 
if the caretaker is busy with many other daily 
tasks. More than one high rate behavior can be 
a monumental task, and prone to even less ac-
curacy if different caretakers collect data during 
a 24 hour period. A method for easily recording 
the behavior when and where it occurs needs to 
be available, because memories are faulty—espe-
cially with higher rate behaviors. Unless specific 
people are designated to check data accuracy on 

a frequent basis (at least several times a week) 
and data collectors know that others really care, 
the risk of faulty data is very high.

Suggestions for More Effective 
Behavior Support 

Let’s Not “Sugar Coat” 
At introductory meetings, optimism is neces-

sary. It can result in the hiring of more staff, 
as well as reduce stress among caregivers and 
parents. However, being overly optimistic can 
backfire. If improvement is slower than hoped 
and expected, hard feelings might slow or even 
prevent progress. What to reasonably expect of 
professional and other staff should be discussed, 
as should funding realities and availability of re-
sources.

It needs to be clear that, because every person 
and situation is unique, behavioral and psychi-
atric plans will be trial-and-error efforts that are 
based on professional training and experience. 
This means that progress will typically be slower 
than wished for and adjustments will be need-
ed. However, many behaviors will improve sig-
nificantly, especially if team members patiently 
“hang in there.” Unfortunately, some behaviors 
will not seem to improve and will require great 
patience and commitment. An analogy is physi-
cal illness. Some people get cured quickly, some 
slowly, and some not at all. Some even get worse. 
But care keeps coming.

It’s Not Really Rocket Science 
Although behavior change typically requires 

the supervision of a behaviorist and psychiatrist, 
input from others is essential. Getting ideas is 
easier when they are told that “All we are really 
doing is increasing wanted and decreasing un-
wanted behaviors.” In a sense, we are trying to 
gain “cooperation,” and the question is, “How do 
we get anybody to do (or stop doing) something 
they do not want to (at that moment)?” 

Cooperation not only depends on very tangible 
payoffs/consequences, but also the less tangible 
“Relationship” with the requester. People are 
much more likely to do things for those they like 
and do not want to disappoint, even if initially 
resistive. Every day, we try to gain cooperation 
from people who do not have an intellectual dis-
ability. Yet, we are often only partly successful. 
To expect individuals with ID, with their limited 
understanding and resources, to “magically get 
fixed” by professionals is unrealistic and leads to 
frustration and turnover. 
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Behavior Change is Very Hard Work
I have seen too many BSPs that are written in 

a style that would make a professor or Behav-
ior Analyst supervisor proud but are too difficult 
for caretakers to carry out as intended. This only 
adds more anxiety to an already stressful job. 
Sometimes, “simple,” or even “too simple,” can be 
an excellent professional strategy. If too techni-
cal and/or long, there will be confusion, especially 
in a residential setting with many staff who have 
different capabilities and priorities. This results 
in a need for constant clarification, training, and 
retraining. Only the rare behaviorist with an ex-
tremely small caseload can do this. 

It’s a Mission
There have been many impressive behavioral 

and psychiatric advances over the past 40 years, 
and the “Golden Age” described by Smith (2001) 
has continued. Although significant behavior im-
provement depends on many sources (“the sys-
tem”), success ultimately depends on the care-
takers. And too many give up hope or quit too 
quickly. Instilling a deeper sense of commitment 
to our population might make this hard job less 
frustrating and more worthwhile. One way would 
be to level with recruits about the difficulties, 
right from the start. Make them feel that they 
will be special if they do “sign on.” Then, enhance 
this by introducing them to a short history of the 

many mistreatments that the individuals with 
IDD/MI have faced over the centuries. Hopefully, 
this would instill a stronger sense of purpose and 
the much needed attitude that this is  “Not Just a 
Job. It’s a Mission.” 
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In Defense of Specialty Teams as a Crisis 
Intervention Approach 
James Wiltz, PhD, AWS/Benchmark Human Services 

In a recent US Public Policy Update entitled 
“Crisis Intervention Approaches in the Commu-
nity: ‘Food Drops’ or ‘Farming’,” Beasley (2013) 
compares crisis service models by using the 
metaphor of famine. She writes that the “link-
age” method is like farming, and she compared 
the “specialty” team approach to a food drop. 
The metaphor is basically the same as “Give a 
man a fish, feed him for a day. Teach a man to 
fish, feed him for a lifetime.” Beasley’s article 
concludes that the linkage approach to crisis 
services is superior to the specialty team model. 
This article shows a different perspective and is 
based upon our experience with three large state 

contracts providing crisis support via specialty 
teams. Spoiler alert: our conclusion is that the 
specialty teams model is superior to the linkage 
approach specifically because it is capable of pro-
viding high-quality and impactful service and 
that specialty crisis providers are accountable 
for outcomes. 

AWS/Benchmark Human Services is a cri-
sis service provider that implements specialty 
teams and promotes this model as a solution to 
areas needing enhanced community services, 
which is especially important to those states 
closing institutions (Lakin & Larson, 2002; 
Wiltz, Stultz, & Moore, 2009). Our original cri-
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sis service was based on lessons learned from 
Mayer’s (2005) examination of multi-faceted 
crisis services, and we have now fully imple-
mented three large state contracts for crisis 
services. Those services have included innova-
tive interventions and positive outcomes (Reiss 
& Wiltz, 2009; Wiltz & Harris, 2013). Achiev-
ing outcomes is what states should and do re-
quire when paying for contracted services, and 
they are metrics of accountability. In Indiana, 
for example, our crisis teams collaborated with 
over 100 other service providers while address-
ing individual crises. In a single year we accom-
plished verifiable outcomes that included pre-
venting six institutional placements and over 
200 short-term psychiatric hospitalizations. We 
also helped 12 individuals transition from jail 
back into the community. 

In our Georgia crisis operation for people with 
ID, our average dispatch takes under 75 minutes 
(90 minutes is the contract requirement), and 
85% of our referrals are served in the commu-
nity rather than needing hospitalization. Last 
year, there were 147 crisis cases where orders 
already were signed for psychiatric hospital ad-
mission at the time of crisis dispatch, and our 
service facilitated the process of having 106 of 
those orders rescinded (72%). We then provided 
community-based services instead. This is just a 
small sample of the many types of outcomes that 
result from crisis services implemented by spe-
cialty teams. They can be written into an RFP 
to ensure full accountability, and the services 
can be in place within months of executing the 
contract. This can benefit individuals with chal-
lenging behavior in many ways, including fewer 
arrests, not losing residential placements, and 
even preventing institutionalization. These are 
outcomes that we all can agree are worth pursu-
ing and that the specialty crisis team is uniquely 
qualified to deliver.

Crisis Response Involves 
Continuous Readiness

Behavioral crises, unlike famine, do not affect 
whole po pulations across a region part of the 
time. Crises affect a small number of individuals 
across regions. Crisis events are continuously 
and unpredictably occurring. To address those 
specific cases, crisis intervention services are 
uniquely designed to target the highest-risk, 
dangerous, and unpredictable situations. It is 
not practical or feasible to train many different 
providers to respond to crisis events. It would be 
comparable to expecting every family physician 
to be prepared to perform emergency open-heart 

surgery. Similar to specialization within the 
medical field, crisis intervention is a specialty 
area of behavior support services with well-sea-
soned clinicians who have extra resources and 
enhanced skill sets to address the out-of-the-
ordinary. This is why specialty teams exist and 
can be highly effective. This team of specialists 
can address the highest-risk cases as they in-
dividually emerge. Once crisis acuity has been 
lessened, it is important to have stabilization 
services that can help prevent the recycling of 
individuals into crisis. This aspect of the service 
can be written into state RFPs so individuals re-
ceive state-of-the-art service.

Dearth of Stabilization Resources
The linkage method of crisis response presumes 

the existence of crisis stabilization resources. In 
reality, crises among people with dual diagnosis 
often occur because of the dearth of these stabili-
zation resources. How do you link a consumer to 
services that do not exist? Most community-based 
systems serving people with dual diagnosis cur-
rently lack adequate resources such as properly 
trained psychiatrists and psychologists who are 
available and accessible to implement compre-
hensive treatment plans with backup supports 
as needed. Additionally, factors pertaining to the 
field of ID provider services mitigate against the 
maintenance of stabilization services For exam-
ple, there is significant staff turnover across all 
levels of supports that necessitate on-going train-
ing and connecting stakeholders.

Capacity building is a worthy goal, but, given 
the current lack of stable resources, it makes 
sense to put crisis specialty teams in place to ad-
dress a long-recognized need for community crisis 
support while working towards increased capac-
ity for stabilization (Hanson, Wieseler, & Lakin, 
2002; Reiss, 1994). The lack of stable community 
resources is one reason that specialty teams are 
needed. Without these specialized services, peo-
ple will continue to fall through the cracks, which 
means arrests, lost placements, and persistent-
ly high levels of institutionalization. Unfortu-
nately, with the current economic environment, 
states have sometimes needed to make a choice 
between funding specialty teams or funding sta-
bilization capacity building with the result that 
there is a competition for scarce resources rather 
than a continuum of service model. States like 
New Jersey have funded specialty crisis teams 
such as Statewide Clinical Consultation and 
Training (SCCAT) and are looking to develop an 
ASO to oversee and fund the development of a 
network of community stabilization providers.
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Moving the Goalposts
Both the specialty provider and the linkage 

service provider should be working responsibly 
towards creating sustained cooperation, coordi-
nation, or filling the gaps in community services. 
Beasley’s START program, founded in 1989, has 
long been a driver of the linkage approach (Bea-
sley & Kroll, 2002). Despite its efforts at forging 
linkages for all that time, the community prob-
lems described in Beasley’s paper persist across 
the country. Talk to nearly any caregiver or 
government official across the states or attend 
national or regional conferences, and there is 
a familiar refrain – the world of dual diagnosis 
lacks the training programs, the clinicians, the 
funding, etc. to provide the care that is needed. 
The “call” for more research, funding, and train-
ing has been made for many years (Reiss, 1994). 
Despite its sound core principles and strong lead-
ership, START has not solved the problems as-
sociated with a lack of resources in over 20 years 
training people how to promote resource link-
ages. According to Beasley, it takes time for the 
linkage approach to take effect. 

The ultimate goal is to create a system that can 
respond to crisis effectively but prevent unnec-
essary presentation or re-presentation to crisis 
through both specialty teams and stabilization 
services. The outcome, as Beasley has suggested 
in her article, is for people to become “self-reliant 
and less dependent upon outside help.” However, 
since the development of stabilization resources 
takes time and there will always be some indi-
viduals in crisis, it is important that we not sacri-
fice either model. Neither approach should have 
hegemony in a flexible and responsive system, 
especially with so much at stake.

For example, an estimate provided by Beasley 
at a recent presentation to state officials in Indi-
ana is that it takes four years to get the linkage 
approach up and running, and that was just for 
one region of the state. Data compiled by AWS/
Benchmark in Indiana show that there would be 
about 3,600 people with ID in crisis during that 
time. According to the US Census Bureau (2012), 
Indiana is about 2.1% of the US population. Even 
with some variation across states, it is clear that 
there are large numbers of people experiencing 
crises who are waiting for services to address 
their needs. They do not need to wait. Fully oper-
ational specialty crisis teams can be put in place 
in less than six months (Wiltz & Harris, 2013). 

False Dichotomies 
The recent article by Beasley appeared to 

suggest there are only two models for crisis re-

sponse. There are actually multiple options for 
crisis supports. When a state develops a Request 
for Proposals (RFP) for contracted crisis ser-
vices, there are many components selected that 
make no two crisis services alike. For example, 
one recent crisis RFP specifically mandated that 
existing resources be utilized prior to specialized 
intervention. When that contract was awarded, 
agreements were made with existing psychiat-
ric hospitals working to build capacity within 
a system that had specifically excluded serving 
people with ID prior to the crisis contract. An-
other state RFP required Licensed Clinical So-
cial Workers (LCSWs) to make linkages to com-
munity resources to provide on-going services 
for all crisis clients prior to closing a case. The 
resulting contract also requires the formation 
of a Community Collaborative that includes the 
crisis provider, residential providers, local hospi-
tals, police, community mental health agencies, 
and other key stakeholders – the group meets 
regularly to discuss progress and needs within 
the whole system, and it only exists because the 
specialty crisis team assembled the partners. 
Some crisis RFPs require that peer advocates 
serve a role in providing community connections 
past the immediate crisis event. Another recent 
RFP required 24/7 walk-in clinic availability as 
well as preventative risk management services. 
In the examples outlined here as well as others, 
the specialty crisis approach is not just having 
a SWAT team that calms the immediate situa-
tion and then leaves in a cloud of smoke. Instead, 
the various RFP requirements suggest there are 
many ways to provide immediate specialized re-
sponse to crisis events while working on lasting 
collaborative changes to the whole system.

In Support of Specialty Crisis Teams
As described above, there is no black and white 

decision with only two competing options for cri-
sis approaches. A more effective alternative is to 
implement a specialty teams approach that can 
quickly respond to relatively rare crisis events 
and is also responsible for forging linkages with-
in the system (Wiltz & Harris, 2013). At the same 
time, systems need to build capacity for stabili-
zation resources so that people do not recycle 
back into crisis, unnecessarily. Unlike Beasley’s 
characterization of specialty teams having little 
substance or long-term merit, this “best of both 
worlds” approach couples high-quality commu-
nity-based crisis services with linkages between 
people and resources that can prevent future 
crises. Additionally, this model incorporates lon-
ger-term risk management procedures designed 



117November/December 2013    Volume 16    Number 6

The NADD BULLETIN

to prevent new crises events from emerging by 
monitoring high-risk individuals. The timeframe 
for implementation does not need to be years. 
Instead, the model advocated here can be fully 
implemented within a few months, which is the 
usual timeline required by state contracts. 

The services also can be provided to anyone in 
need, including those who are not receiving ser-
vices, such as people living with their families or 
who are on waiting lists (Moore, Stultz, & Wiltz, 
2008). A pragmatic strength to this model is that 
it can be modified to adhere to state RFPs. One 
thing this model does not incorporate is creat-
ing capacity beyond need (e.g., not every physi-
cian needs to be able to perform cardiothoracic 
surgery, so not every IDT needs to know how 
to deal with a client who is homicidal). Instead, 
this model of a specialized crisis team utilizes re-
sources that are available, but when an existing 
service does not exist, the crisis team is charged 
to create a solution. Toward that end, this model 
includes having a fully operational crisis service 
provider with a state contract that requires ac-
countability. That is in sharp contrast to the 
START program that has no operations, does not 
respond to RFPs, and only trains others on how 
to provide services and promote linkages. Link-
ing people to work together is a noble goal, but 
it is difficult to see where accountability will lie 
for successes or failures. Beasley acknowledges 
this linkage model problem when describing that 
working together “can be troubling because every 
member of the service systems (sic) shares the 
responsibility for the outcomes as opposed to a 
designated team taking on this role.” This is a 
problem that need not exist. 

The specialty crisis team is ideally suited to as-
sume that important role of being accountable. 
With its resources that can benefit other mem-
bers of the system – police have an alternative to 
arrest, hospitals have assistance with discharges 
back to the community, parents have access to 
training, etc. – a well-designed specialty crisis 
team can be the lynchpin holding the linkages to-
gether through leadership, enhanced resources, 
and accountability for high-quality outcomes. 
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Along with the Interdisciplinary Treatment 
Team (IDT), psychologists and psychiatrists 
manage various aspects of the treatment of the 
individual who has a dual diagnosis. In particu-
lar, these two disciplines have responsibilities 
encompassing cognitive, behavioral, emotional, 
social, neurological, and psychiatric domains 
of functioning. The purpose of this article is to 
compare and contrast the roles of these two pro-
fessionals, elucidate their overlapping areas of 
practice, and to begin to describe a more inclu-
sive methodology that will facilitate the compre-
hensive evaluation and assessment of the indi-
vidual who has a dual diagnosis. To the extent 
that communication between the two service pro-
viders is clear, succinct, and organized, it will be 
more constructive. A robust dialogue can begin 
with reasoned discussion and critical analysis of 
the pertinent clinical issues. There must similar-
ly be an ongoing and recursive effort to provide 
the most effective treatment. 

Mental Health Needs of People 
with a Dual-Diagnosis

In their article depicting clinical guidelines for 
the assessment and treatment of dually-diagnosed 
individuals, Nezu, Nezu, & Gill-Weiss (1992) de-
scribed twelve factors that are contributory to psy-
chiatric disorders in the general population that 
are even more commonplace amongst people with 
developmental disabilities. They are as follows:

1) decreased social support;
2) social skill deficits;
3) low feelings of self-worth / perceived self-

efficacy;
4) low socioeconomic level;
5) higher rate of physical disabilities;
6) heightened level of family stress;
7) higher maternal stress;
8) higher prevalence rate of CNS damage;
9) higher rate of language and reading dys-

function;
10) less opportunity to learn adaptive coping 

skills;
11) increased presence of metabolic diseases, 

chromosomal abnormalities, infections; 
and

12) decreased inhibition in the face of stress-
ful events.

By virtue of their training and experience, 
psychiatrists and psychologists are uniquely po-
sitioned to intervene in any one of, if not all of, 
the above mentioned areas. However, these pro-
fessionals must obtain relevant and easily gen-
eralizable information that supports the devel-
opment of appropriate mental health treatment 
goals, in addition to having a system for commu-
nicating their findings.

Assumptions of the Psychiatric Profession
Mostly, psychiatrists address the pathophysio-

logical aspects of mental illness; they’re concerned 
with the causal role of genetic, structural, and 
biochemical abnormalities underlying psycho-
pathology. They tend to gauge an intervention’s 
success in terms of whether there’s an exacerba-
tion or remission of symptoms. However, in their 
assessment and treatment of the individual, they 
still consider such etiological and contributing 
factors as one’s environment, socioeconomic level, 
and culture. Ultimately, psychiatrists look to the 
most logical biogenic explanations and best-suit-
ed psychopharmacological interventions in treat-
ing psychopathology. Psychiatrists are, after all, 
physicians, and they are committed to the notion 
that there is a disease process underlying many, 
if not most, psychological problems. Typically, 
their point of intervention is at the physiological 
level where psychotropic medications can work 
to ameliorate whatever biochemical deficiencies 
or abnormalities exist.

Assumptions of the Psychological Profession
Psychologists, on the other hand, do not neces-

sarily make a commitment to the idea of a dis-
ease process that underlies psychological prob-
lems, but rather focus on the functionality of the 
clinical symptoms they observe. Their emphasis 
is on psychological disorders (not disease) and 
the maladaptive nature of a specific behavior. 

A Comparison of the Roles and Functions of 
Psychiatrists and Psychologists in Treating 
the Dually-Diagnosed: Implications for a 
More Inclusive Treatment Methodology 
Darin D. Schiffman, PsyD, and Richard A. Biagioli, PhD
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Thus, psychological approaches and modalities 
are concerned with enhancing the individual’s 
well-being through the systematic exploration 
of an individual’s emotional and psychological 
needs. Therapeutic interventions and strategies 
are aimed at elucidating problematic ways of 
thinking, feeling, and doing things. The ultimate 
goal of the therapy is to help the client to relin-
quish maladaptive cognitive, emotional, and in-
terpersonal styles, and to instill that individual 
with better coping and problem-solving skills. 
As such, the psychotherapist identifies skills 
deficits, potentially harmful cognitive styles, and 
interpersonal problems with the goal of bringing 
about improvement in these areas.

In particular, psychologists who work within the 
field of developmental disabilities possess highly 
specialized training and expertise in clinical, de-
velopmental, and behavioral areas. Often coming 
from a variety of theoretical and educational back-
grounds, these psychologists maintain an essen-
tial interest in the theory and application of learn-
ing principles and behavioral treatment. In prac-
tice, they attempt to promote client growth and 
independence by providing a wide array of clinical 
and behavioral services. Given their involvement 
with many aspects of treatment, including their 
expanded role and function on interdisciplinary 
treatment teams, they are also models of collabo-
ration, treating the service delivery system and 

not just the patients in their care. That is not to 
imply that psychiatrists cannot do the same, but 
this type of relationship with the team appears to 
be the exception rather than the rule.

Towards a Collaborative Approach 
of the Two Disciplines

Whereas both the psychiatric and psychologi-
cal professions are concerned with diagnosing 
and specifying the nature of psychopathology and 
decreasing functional impairment, the outcome 
goals, and thus what types of interventions each 
of the professions considers as necessary and ef-
fective treatment, vary considerably. psychiatry 
is by nature “corrective,” and modern psychology 
is by nature “collaborative.” 

A combination of therapeutic modalities and 
approaches within each of the professions often 
has an additive and occasionally synergistic ef-
fect, particularly with lower functioning indi-
viduals, thereby facilitating optimal outcomes. 
But it is rare, indeed (at least within the area of 
Dual-Diagnosis) when these two professions can 
effectively collaborate around biological and psy-
chological treatment interventions.

The table below depicts some of the similari-
ties and differences between the two professions, 
and their approach to treating individuals with a 
dual diagnosis:

Assumptions Assessment Methods Points of 
Intervention

Methods of 
Intervention

Methods of 
Evaluation and 

Correction

Psychiatrists -Disease model:
  a) genetic syndromes
  b) structural and   
      functional brain 
    abnormalities

  c) biochemical 
    abnormalities

 d) environmental 
    causes

-Chart Review
-Neurological 
Screening

-Clinical Interview
-Rating Scales
-Staff Observations
-Lab tests
-Imagery Studies

-Reports from 
Nursing Staff

-Morning Rounds
-Incident Reports
-Treatment team

-Determination 
of the Need for 
Medications

-Selection of 
Medications

-Prescription and 
Monitoring of 
Psychotropic 
Medications

-Dosages
-Side Effects
-Coordination 
with Primary 
Care Physician

Psychologists -Disorders
-Environmental:
  a) familial factors
  b) learned behavior
  c) functionality
  d) maladaptive 
     cognitive, 
     emotional, and 
     interpersonal 
     styles

  e) Neurobiological/ 
    Developmental 
    factors

-Chart Review
-Clinical Interview
-Staff Observations
-Interview Collateral 
informants

-Client Observation
-formalized 
assessment 
measures, i.e. 
adaptive scales and 
tests of intellectual 
functioning.

-Morning Rounds
-Incident Reports
-Structured 
Observations

-Application 
of Behavioral 
Principles, i.e. 
Functional 
Analysis and 
Assessment

-Staff Training and 
Development

-Treatment Team
-Psychological 
Testing

-Specifi c Tests
-Behavior Support 
Guidelines and 
Programs

-Relaxation Training
-Anger Management
-Social Skills 
Training

-Developing Coping 
and Tolerance 
Skills

-Individual 
and Group 
Psychotherapy 

-Analyses of 
Data

-Identifi cation 
of Trends in 
the Frequency 
and Intensity 
of Specifi c 
Target 
Behaviors
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Whatever the approach taken, the resulting 
services should also consider the individual’s 
needs, expectations, and unique circumstances. 
More accurate service delivery can be facilitat-
ed when certain information is communicated 
between the two disciplines. The following de-
scribes a more specific and detailed methodology, 
most of which is encompassed in the above table.
• Referral forms are clear and comprehensive, and they 

are used routinely and efficiently.
• Progress Notes and reports depicting multilevel med-

ical and psychological findings, including goals, ob-
jectives, and general treatment recommendations are 
made readily available and serve to guide each of the 
clinicians in their ability to provide services. 

• Dialogue characterized by intellectual curiosity, even 
skepticism, frequently reassessing the diagnostic and 
clinical treatment formulation.

• Inter-observer assessment and spot check forms are 
used to highlight deficiencies in the delivery of servic-
es and allow for general recommendations to be made.

• Interdisciplinary trainings that facilitate a better un-
derstanding of the various methodologies, instru-
mentation, and treatment strategies employed within 
the respective professions.

• Changes in psychotropic medication (dose or the ac-
tual drugs) are reported directly to non-medical pro-
fessionals.

• Data tables and graphs depicting pertinent treatment 
information, (e.g. frequency of challenging behav-
ior or how often a functionally equivalent skill has 
been used) are shared in a timely fashion so that data 
trends can be noted. This data should be collected, 
monitored, and analyzed on a routine basis.

• General treatment issues are discussed daily at morn-
ing rounds.

Concluding Thoughts
The importance of communication cannot be un-

derestimated. Psychologists and psychiatrists play 
a major role, however, not only for measuring and 
treating the behavioral, emotional, and psychiatric 
functioning of the individual with a dual diagnosis, 
but also for sharing the responsibility of coordinat-
ing many aspects of the individual’s treatment. 
While the treatment team must necessarily be ap-
prised of the information obtained from psychiatric 
and psychological assessments and evaluations, 
etc., these two mental health practitioners must 
share information directly with each other as well. 
This dialogue improves the overall understand-
ing of the complex factors that have come to bear 
upon an individual’s mental health. Moreover, this 
style of communication sets the tone for the entire 
IDT, which often necessarily focuses on more prag-
matic or procedural issues. Psychologists and psy-
chiatrists have their own methods of intervention, 
evaluation, and correction. But both perspectives 
are equally valid, and therefore relevant to treat-
ment. Thus, these two professionals should share 
information with one another and disseminate 
their findings to the IDT conjointly as much as pos-
sible in order to improve the efficacy of treatment 
as well as the efficiency of the IDT.
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Neuroscience Reviews

DSM-5 and Pediatric Bipolar Disorder
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

DSM-5 and Pediatric Bipolar Disorder
Now that the DSM-5 is published, NADD is 

embarking on the development of the Diagnostic 
Manual-Intellectual Disabilities-2. Our goal will 
be to adapt this new nomenclature to accommo-
date the needs of individuals with ID. One area 
of ongoing controversy over DSM-5 arises from 
the continued use of descriptive phenomenologi-
cal criteria. Many hoped the DSM-5 might turn 
to an etiologically-based format that incorporat-
ed new findings in the neurosciences into psy-

chiatric diagnosis. In response to this decision, 
the NIMH is unfolding a classification system 
that will use neurobiological subtyping to fit the 
needs of psychiatric researchers. It remains to be 
seen how this controversy will impact the use of 
the DSM-5 by practicing clinicians.

The DSM-5 did take steps to designate phe-
nomenological endophenotypes into the diagnos-
tic nomenclature. An endophenotype represents 
the middle ground between the underlying geno-
type, and the complex phenotypes of psychiatric 
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disorders. This step is an attempt to accommo-
date the need to reduce the high levels of hetero-
geneity in current diagnostic categories. Perhaps 
the biggest change occurs in the diagnosis of 
Prepubertal- or childhood-onset Bipolar Disorder 
(BD). The DSM-5 committees took 2 actions. The 
first was segregating bipolar disorder from de-
pressive disorders. The second and perhaps the 
most significant step, is splitting pre-pubertal 
bipolar disorder into a two separate syndromes: 
1. BD is now reserved for a cyclical mood disor-

der with characterized by swings between 
depression and hypomania/mania. These 
children are the product of families with 
extensive genetic loading for bipolar disor-
ders (BD) and their lifetime clinical course 
is continuous with it. The diagnostic criteria 
for BD include: severity and various clinical 
states (mania, depression etc.); Bipolar I and 
II; along with specifiers that present the ma-
ny variations on this theme. 

2. The second group includes children previ-
ously diagnosed as BD who present with a 
noncyclical pattern of intense irritability/
angry mood, low frustration tolerance; fre-
quent temper outbursts, and aggressive/de-
structive behaviors. This group is reclassified 
as Disruptive Mood Dysregulation Disorder 
(DMDD). Affected children express a pattern 
of ongoing irritability and anger and are less 
likely to develop BD in adulthood.

Based on these criteria, DMDD is predominant-
ly an externalizing disorder with prominent neu-
roticism (negative affective responses) in response 
to daily demands. The differential diagnosis in-
cludes: BD, ODD, ADHD, ASD, MDD and some 
anxiety disorders; Intermittent Explosive Disorder 
(American Psychiatric Association, 2013). Opposi-
tional Defiant Disorder (ODD) is the most common 
comorbidity. A recent review by Drabick and Gad-
ow (2012) suggested that ODD can be divided into 
several “endophenotypes”: one characterized by 
high levels of irritability and another dominated 
by overt defiance. The irritable group appears clos-
et to DMDD in clinical symptomatology and also 
share a boundary with Major Depressive Disorder 
(Flethcer, Loeschen, Stavrakaki, & First, 2007) . 
The overtly defiant subgroup shares a boundary 
with Conduct Disorder (CD), ADHD (severe plus 
CD) and other externalizing disorders (American 
Psychiatric Association, 2013; Barnhill & McNelis, 
2012, Leibenloft, 2011). 

With exceptions, the criteria for DMDD matches 
up with Leibenluft’s original description of Severe 
Mood Dysregulation Disorder. In spite of differenc-
es SMDD and DMDD may represent endopheno-

types of early onset MDD. In the DM-ID, increased 
levels of anger and irritability were already part of 
the diagnostic criteria for MDD and related mood 
disorders. How this new category will impact the 
diagnosis of children with mixed manic states 
(episodic appearance) and Intermittent Explosive 
Disorder (episodic without nearly constant irrita-
bility/anger), ASD, and PTSD remains to be seen.

Placement among depressive disorders should 
inform clinicians to the merits of Omega-3 fatty 
acid or SSRI trials prior to considering lithium, 
anticonvulsant mood stabilizers and antipsychot-
ics (Leibenloft, 2011). The role of stimulants in 
this population may depend on the presence of 
comorbid ADHD/CD. To date there is no evidence 
that children with DMDD will switch to mania 
while taking stimulants or antidepressants. One 
tantalizing connection may have to do with re-
lationship between DMDD and temperamental 
traits of neuroticism, impulse dyscontrol, exag-
gerated attachment behaviors and intense reac-
tions to separation or threatened loss, and risk of 
developing externalizing disorders. Some of these 
traits are also shared by children who are victims 
of abuse and neglect. This cluster of traits is also 
a core feature of some Cluster B personality disor-
ders (Barnhill & McNelis, 2012). The impact of ID 
and other developmental disorders on the devel-
opmental trajectory of DMDD remains to be seen. 
It may turn out that there are several endopheno-
types of DMDD that will need further exploration.
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The University of Massachusetts (UMASS) 
specialty team has been providing intensive spe-
cialty inpatient and outpatient mental health 
services for approximately 15 years at UMass 
Medical Center. Almost all patients referred to 
the specialized services had some form of sig-
nificant aggressive behavior (to self, others, or 
property) or had serious unexplained functional 
decline thought to be related to psychiatric disor-
der. Though the overall numbers of people with 
ID or ASD cared for at UMass (or any similar ac-
ademic medical center) may be small, these indi-
viduals often present the most complex clinical is-
sues, require more assistance, and consume more 
costly forms of care than any other single unique 
patient group. Patients with IDD/ASD are hard 
to assess medically and behaviorally, and when 
their behavior is dangerous or difficult there is a 
tendency to rely heavily on the use of psychoac-
tive medications. In many cases, we found that 
medication side effects were causing discomfort 
or distress that looked “psychiatric,” leading to 
further use of psychoactive medications. (i.e. 
sedation causing irritability, muscular rigidity, 
swallowing problems and gait disturbances all 
as unrecognized sources of distress caused by 
the medications given to reduce the aggression 
seen in association with irritability and distress.) 
In addition, many patients with ID/ASD sent 
for emergency psychiatric screenings had unde-
tected health problems and/or medication side 
effects causing agitation/aggression. Many had 
already been “medically cleared” for psychiatric 
admissions, yet, over and over again, we found 
medical problems at the root of the altered mood 
and behavior bringing them to clinical attention. 

In response to our findings and with support 
from the Massachusetts Department of Develop-
mental Services (DDS), a specialized pilot “Medi-
cal Home” service was developed for individuals 
with Intellectual Disabilities and/or Autism Spec-
trum Disorders (ID/ASD) who have co-occurring 
severe challenging behaviors or mental health 
disorders (ID/MH). Individuals served, all identi-

fied by the DDS, are from the area surrounding 
UMass University Hospital in Worcester MA. 
The initial pilot will serve about 20 individuals. 
Fourteen have been enrolled to date. A number 
of the patients were recently discharged from in-
stitutional care settings where they were placed 
because of severe challenging behaviors. These 
patients and others referred to the program have 
multiple serious psychiatric and behavior prob-
lems, and they are seen as being at “high risk” for 
morbid clinical outcomes and need of high cost, 
intrusive, and restrictive care. 

All Medical Home patients being seen by the 
UMASS team receive direct clinical care. The 
team is made up of developmental and clinical 
psychologists, a behaviorist, a psychiatrist, a 
neurologist, and a primary care physician. These 
specialists meet routinely and collaborate closely 
with each other and with the community support 
team for the patient. Every patient has one of the 
UMass clinicians acting as a Care Coordinator 
(CC). The CC works to insure communication oc-
curs across all participants in the patient’s care. 
A critical goal for the pilot program is to develop 
a model that will result in improved behavioral 
health outcomes, but it is also to determine if 
the model can promote positive outcomes with-
out accelerating costs. With “care as usual,” the 
multiple physicians and other clinicians on our 
team would not be paid for time to meet regu-
larly to collaborate or for care coordination ac-
tivities. Though this adds cost, cost savings are 
expected through reductions in high cost forms 
of care such as ER visits, inpatient stays, and es-
pecially facility-based care. Our goals for the ID/
MH Medical Home pilot as noted have been to 
provide patients with complex needs with coordi-
nated, collaborative, multidisciplinary care that 
would lead to improved behavioral health out-
comes, but also, to demonstrate that such a mod-
el will not be more expensive. Current healthcare 
reform activities related to the Affordable Care 
Act are aimed at revamping service delivery for 
specific insured cohorts: 1) Medicaid recipients; 

US Public Policy Update

A Medical Home Pilot Program for Individuals 
with Intellectual Disabilities and/or Autism 
Spectrum Disorders (IDD/ASD) and Mental Health 
Disorders: The UMass Collaborative Care Model
Lauren Charlot, PhD 
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and 2) individuals with Medicare and Medicaid. 
A significant portion of the population we serve 
(adults with IDD) are primarily covered within 
one of these two initiatives. We believe, if we 
can demonstrate clinical successes and financial 
reductions will occur, that this will help to gain 
support for the approach by these new payment 
structures. We anticipate that use of the UMASS 
model for high risk patients could even reduce 
expenses over time for many individuals, while 
producing more positive outcomes. Savings from 
current expenditures for “care as usual” would 
come primarily from reducing the rate at which 
individuals end up sent back to an institutional 
setting (these are far more expensive than com-
munity based care settings) and from reductions 
in ED visits, psychiatric inpatient bed days, re-
duced need for emergency use of 1:1 staffing pat-
terns, reduced use of emergency moves to more 
restrictive care settings, and reduced use of com-
plex multi-drug treatments of aggression.

We have 14 individuals currently enrolled in the 
UMASS IDD/ASD Medical Home pilot, with an 
anticipated n of 18 cases by 12-1-13. Three individ-
uals have been enrolled for over 12 months. Initial 
findings from first 3 cases include dramatic reduc-
tions in behavioral problems, high degree of satis-
faction with services, reductions in ER visits and 
inpatient stays, being able to remain in current 
placement, and identification of health related is-
sues which were previously undetected including 
hearing impairment, that resulted in marked im-
provement in the quality of life of our patients. 

We were recently awarded a grant to study the 
model that will support development of a data-
base and also provide funding to document many 
elements of the program. Hopefully, other medi-
cal centers and agencies will be able to replicate 
the model and make use of our work to design ap-
proaches and identify measures to guide collab-
orative multidisciplinary care. We feel strongly 
that the model will be effective and cost saving 
over time. Eliminating just a few inpatient psy-
chiatric admissions, special 1:1 staffing assign-
ments, and ER visits can provide funding for a 
great deal of preventive care. It is most difficult 
to capture the savings from decreasing reliance 
on psychoactive medications to control behavior 
or from improving people’s ability to be active 
and engaged in activities they enjoy. The com-
ments of family members, however, provide the 
strongest support for the approach:

In 20 years of caring for a child with se-
vere and complicated medical and mental 
health issues, we have never experienced 
the level of coordinated, quality care as we 

have since joining this program. We feel 
that our son’s anticipated outcome to be-
ing a patient here is years beyond what we 
could have expected without it. His men-
tal and physical health is being attended 
to with such energy and focus that we ex-
pect his quality of life to vastly improve 
and (most importantly) be sustained.
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For further information, contact Dr. Charlot at 
charlotl@ummhc.org.

The “U.S. Public Policy Update” is an ongoing 
column in The NADD Bulletin.  We welcome your 
comments and submissions for this column.  To 
learn more or to contribute to this column you 
may contact Joan Beasley, Editor of the U.S. Pub-
lic Policy Update at joan.beasley@unh.edu. 
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Earlier this year, NADD announced the DSP 
Award for Excellence as part of its ongoing sup-
port and commitment to the professional de-
velopment of Direct Support Professionals who 
support people with intellectual disabilities and 
mental health needs. The award was created to 
honor a Direct Support Professional whose dedi-
cation, advocacy, compassion, competence, per-
son-centered approaches, and collaboration have 
resulted in improved quality of life, health and 
wellness, and opportunities for person(s) with in-
tellectual disabilities and mental health needs. 

The announcement of the DSP award was met 
with remarkable response as numerous nomina-
tions were received, representing a versatile and 
qualified workforce of DSPs from throughout the 
nation.  

The first annual NADD DSP Award for Excel-
lence was presented at the NADD 30th Annual 
Conference & Exhibit Show in Baltimore, Mary-
land on October 25, 2013 to April El. 

April was nominated by her supervisors at 
Spurwink Services, where she works in Portland, 
Maine. 

April demonstrated her dedication and com-
mitment by taking a leadership role in the treat-
ment plan for an individual she was supporting. 
Her team described how April “trained other 
staff, offered valued suggestions for care, identi-

fied his likes and dislikes, and she saw his poten-
tial.” She also created opportunities in this man’s 
life for recreation activities, hobbies, and travel. 

Beyond her work with this person, her compe-
tency is an agency-wide resource. According to 
her supervisors, “She is often sought after by su-
pervisors to help in other challenging situations.” 
They recognized the vision of this prestigious 
award and April’s merit explaining, “An exem-
plary DSP is a person who does what is required 
of them, and much more. April is exemplary.” 

NADD continues to celebrate the work of Di-
rect Support Professionals who enhance our field 
by looking forward to the 2014 DSP Award for 
Excellence and other opportunities to involve 
and include DSPs who support people with intel-
lectual disabilities and mental health needs. 

For further information, contact Melissa Chep-
lic at cheplima@rwjms.rutgers.edu. 

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

DSP Interests and Concerns

NADD Honors Winner of First DSP Award 
for Excellence
Melissa Cheplic, MPD, CHES, The Elizabeth M. Boggs Center on Developmental 
Disabilities

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. 
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NADD International Congress & Exhibit Show 
Well-Being in Dual Diagnosis: Research to Practice (IDD/MI) 

Miami, Florida 
May 7-9, 2014 

 
 

 
 
Keynote Addresses 
 
Health Care Access Research in Developmental Disabilities  
Yona Lunsky, PhD (Canada) 
 
Mental Health Issues and Cognitive Behavioral Therapy  
William Lindsay, PhD (U.K.) 
 
Genetic's and Autism  
Susan Folstein, MD (USA) 
 
Pre-Conference Sessions 
 
 Diagnostic Nomenclature (DSM-5, DM-ID, ICD, DC-LD) 
 Issues in Aging 
 International Views in Autism: Latest Updates in Research and Treatments 
 Criminal Offenders with IDD Involved with the Police and Legal System 
 Latest Updates on Worldwide Psychopharmacology 
 Wellness & Quality of Life: A Multidisciplinary Perspective 

 
Partial Co-Sponsor List 
 
European Association of Mental Health and Intellectual Disability (EAMHID) 
International Association for the Scientific Study of Intellectual and Developmental 
Disabilities (IASSIDD) 
World Psychiatric Association (WPA) 
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NADD Products Released in 2013

Book

CT13--055B Mental Health and Wellness Supports for Youth with IDD
By: Daniel J. Baker, PhD & E. Richard Blumberg, PhD
While a signifi cant body of research has been amassed on mental wellness supports for adults with intellectual or 
developmental disabili  es (IDD), far less a  en  on has been paid to these same issues among youth with IDD. This 
ground-breaking book is a fi rst step to changing that.
Member: $49.95 Non-member: $59.95

Seven Compact Discs

Member: $14.95 Non-member: $18.95

FI13-1233C - Competence-Based, Parenti ng Assessment & Interventi ons for Parents w ID
By: Maurice Feldman, PhD, C Psych, BCBA-D
Dr . Feldman will describe an evidence-based assessment & interven  on model for parents with ID, that is emulated 
world-wide. Dr. Feldman will use case study to highlight the Step-by-Step© assessment and interven  on process 
and outcome. 

PM13-1234C - Enhancing the Quality of Life for Individuals w/ Complex Service Needs Using Assisti ve Technologies
By: Cur  s Slater, Alison Gri  ner
This presenta  on will explore how assis  ve technologies can be used ethically to ensure the safety and security of 
individuals with complex service needs and their staff  while promo  ng quality of life outcomes of the supported 
individuals. 

PM13-1235C - Repeti ti ve Verbal Arguments and Behaviors
By: Susan J. Moreno, MA, ABS
Constant repe   on of argumenta  ve statements and/or dialogues can be frustra  ng to those who interact with 
individuals on the au  sm spectrum. This behavior occurs in all func  oning levels of verbal individuals on the au  sm 
spectrum. Some of these repe   ve verbal arguments and behaviors (RVAB) can result in loss of employment, 
aliena  on of peers, and even trouble with law enforcement. This presenta  on will discuss strategies for allevia  ng 
these behaviors. 

DA13-1236C - InterRAI Child/Youth Mental Health – Developmental Disability (ChYMH-DD) Instrument
By: Shannon L. Stewart, PsyD; Maggie Hall, Kelley Johnston
Integra  on of appropriate assessments to enhance transi  ons and support con  nuity of care for developmental 
services is lacking. The interRAI Child and Youth Mental Health – Developmental Disability Instrument 
comprehensively assesses needs, preferences, and strengths in func  oning for this popula  on, as well as suppor  ng 
care planning, resource alloca  on, quality improvement, and outcome measurement across sectors and ages. 



Note from the editors
This final issue of the year reflects trends in health care service 

delivery. NADD acknowledges the first recipient of the annual 
DSP Award for Excellence. Stu Smith, Ph.D., reviews 40 years of 
provision of behavioral supports reflecting a move from more coer-
cive approaches to current practices. Throughout he emphasizes 
the need for individuals to have s strong sense of purpose in their 
work with individuals with IDD. James Wiltz, Ph.D., describes his 
work and that of his colleagues on specialty teams that provide 
behavioral health crisis response.  Drs. Schiffman and Biagioli 
compare the role of the psychiatrist and psychologist on the mul-
tidisciplinary team; they argue for the need for improved com-
munication between mental health practitioners. Jarrett Barn-
hill, M.D. explores the distinctions between Bipolar Disorder and 
Disruptive Mood Dysregulation Disorder and their relevance to 
children with IDD. Lauren Charlot, Ph.D., describes the UMASS 
IDD/ASD Medical Home Pilot that coordinates care for complex 
needs individuals.  

The Co-editors wish all our readership a happy and healthful 
holiday season. Consider writing up your work and sharing it with 
colleagues in the new year!

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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DA13-1237C - The Riddle of Personality Disorders in Individuals with IDD
By: Jarre   Barnhill, MD, DFAPA, FAACAP, NADD-CC
This presenta  on will explore the role of gene-environmental interac  ons that aff ect temperament during 
development; extreme psychosocial adversity; and co-occurring psychiatric disorders in development, clinical 
presenta  on and treatment of Personality Disorders among individuals with IDD. 

PM13-1238C - Puppy Power: Putti  ng Animal-Assisted Interventi ons to Work
By: Cyndie Kieff er
Animal-assisted interven  ons can provide persons with intellectual disabili  es countless benefi ts including 
increased self-esteem, memory recall, socializa  on, and mobility. Par  cipants will have the opportunity to observe 
a therapy dog team and learn about possible goals and ac  vi  es to put in place at their agency.

PM13-1239C - Trauma: A Framework for Future Planning
By: Robin VanEerden, MS, NCC, NADD-CC
This presenta  on will include a short overview of the eff ects of trauma on the brain. It will also review several 
approaches that can be considered when working with people who have suff ered trauma  c experience. These 
tools are therapeu  c and can be used by anyone who serves people with intellectual disabili  es and mental health 
issues. The par  cipants will be able to take the tools and u  lize them within their organiza  ons to promote non-
violent language in building problem-solving and coping skills. 

Three DVD’s

Member: $29.95 Non-Member: $39.95

CT13-1241D Therapeuti c Interacti on Strategies
By: Daniel Baker, PhD & Michelle Mead
This interac  ve session will give a  endees a chance to prac  ce and learn interac  on strategies that will promote 
mental health in persons with the dual diagnoses of mental illness and developmental disabili  es. Nega  ve, 
unhealthy interac  ons o  en characterize the rela  onships between this popula  on and care givers. Unless that can 
be changed, real growth may be limited. But cheer up, there is a lot that you can do. 

DT13-1242D Psychopharmacology Controversies in IDD
By: Daniel Tomasulo, PhD, TEP, MFA, MAPP
The use of psychiatric medicines for people with IDD has long been dominated by drugs used to suppress behavior 
rather than for therapeu  c purposes. Controversies, issues, and solu  ons will be the focus of this session.

CT13-1243D Wrong to Strong: Using Positi ve Psychotherapy
By: Anne Desnoyers Hurley, PhD & Andrew Levitas, MD 
Specifi c evidence-based posi  ve interven  ons drawn from posi  ve psychology and posi  ve psychotherapy have 
been incorporated into Interac  ve-Behavioral Therapy with promising results.  The techniques and fi ndings will be 
demonstrated and shown as part of this presenta  on.

Available from the NADD On-line Store
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Upcoming Conferences/Trainings
************************************

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

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