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Note from the editors
This issue contains history, philosophy and guidelines for posi-

tive practice and supports. Molly Hurst describes the initiation 
and development of START programs in Texas that provide crisis 
avoidance and stabilization services for individuals with dual diag-
nosis resulting in the reduction in their emergency room visits and 
hospitalization. Dr. Andy Wilson dispels the myths surrounding 
psychiatric consultation and describes the key role played by DSPs 
who provide important information to health care practitioners 
when these individuals may be unable to report their own informa-
tion due to their communication or cognitive challenges. Drs. Darin 
Schiffman and Richard Biagioli provide a timely alert regarding 
the assessment, treatment, and support of individuals with Pica 
and mouthing behaviors who transition from institutional care to 
community living. Dr. Jarrett Barnhill overviews proximal and dis-
tal effects upon mental and physical health associated with mood 
disorder related changes to the immune system. Dr. Travis Cos pro-
vides a broad overview of the historical trends in the conceptualiza-
tion of intellectual disabilities, including the relationship between 
how we view IDD and co-occurring psychiatric illness.

We commend the authors for their hard work, as evidenced in 
these articles, on behalf of and with individuals with dual diag-
nosis. We invite you to share your work with your colleagues by 
submitting articles to the NADD.

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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History of Intellectual Disabilities 
Travis Cos, PhD, LaSalle University PHMC Care Clinic

Abstract
The intention of this paper is to explore the 

philosophical views and psychological treatment 
of individuals diagnosed, in present-day par-
lance, with intellectual disability. The scope of 
this discussion is broad. First, a review of his-
torical trends through the present is discussed, 
focusing primarily on the various conceptualiza-
tions of individuals with intellectual disabilities. 
Second, the relationship between intellectual dis-
ability and psychopathology is examined, togeth-
er with how false beliefs still perpetuate to this 
day. Third, discussion focuses on prevention and 
treatment measures that have been undertaken 
in the last century. Finally, a brief prospective 
of the potential trends in the field of intellectual 
disabilities is hypothesized.

Historical Trends: Intellectual Disabilities

Antiquity
Historical records detailing the awareness and 

subsequent treatment of intellectual disabili-
ties during the period of antiquity are relatively 
non-existent. It is commonly known that infant 
mortality rates were extremely high; mysticism 
and demonology were frequently cited as expla-
nations for physical deformities; and it is likely 
that practices of infanticide were common for un-
healthy newborns (Parmenter, 2001). Therefore, 
many individuals with intellectual disabilities 
likely may have died prematurely or been the 
source of stigma and rejection and consequently 
may have faced abandonment, social ostracism, 
or infanticide. Given the incompleteness of re-
cords, it is unclear to what extent intellectual 
disabilities were recognized and speculation can 
guess at the fate of individuals with cognitive im-
pairments in antiquity. 

Ancient Greece & Rome
Individuals with severe intellectual disabili-

ties were often derisively called “idiots”, which 
is derived from Greek meaning “private citizen” 
(O’Brien, 2011). This term came about because 
these individuals were not interested in par-
ticipating in the public aspects of life, including 
democratic government, and were thusly consid-
ered irresponsible. In addition, these individuals 
were commonly perceived to be in the possession 
of evil spirits, yielding a variety of persecutory 

treatments including flogging, starvation, and 
murder (Nezu, Nezu, & Gill-Weiss, 1992). A more 
enlightened view progressed from Hippocrates, 
who suggested that mental “dullness” can be at-
tributed to an imbalance in phlegm, one of the 
four basic bodily humors. He also associated cer-
tain skull abnormalities with the behavior relat-
ed to intellectual disability (Schalock, 2000).

However, it was the works of Plato and Aristot-
le that determined the subsequent negative view 
of individuals with intellectual disability that has 
existed for two millennia (Stainton, 2001). Plato 
and Aristotle equated human value directly with 
the capacity for reason, subsequently forming 
a cornerstone of Western philosophical thought 
via their landmark writings. Both authors ap-
pear to have directly referred to individuals af-
flicted with intellectual disability via terms such 
as “natural slaves,” “brutes,” “ignorant,” and “in-
nocent light-minded men,” who suffered from re-
ducing capacity for reasoning (Parmenter, 2001) 
Hence, since moral quality derives from reason, 
individuals with intellectual disabilities were 
morally impaired. This reduced capacity for mo-
rality led Plato and Aristotle to suggest that re-
sponsibility for their actions should not be placed 
on the disabled individual, but rather upon on 
their caretakers. These individuals received a 
trade-off: lack of perceived personal agency and 
autonomy, but freedom from punishment for 
social justice violations and personal responsi-
bility. These ideas were further perpetuated by 
the Stoics and Epicureans, reducing the civil re-
sponsibilities and judicial culpability of individu-
als with intellectual disabilities, while providing 
some semblance of acceptance (Stainton, 2001). 

Medieval Times
With the fall of Rome and the loss of classical 

Greek knowledge, the pillars of common phi-
losophy relied on superstitious mysticism and 
the doctrines of faith advocated by the Catholic 
Church. In the former, individuals with intellec-
tual disabilities were occasionally perceived as 
being possessed or as witches and were subject-
ed to persecution (Schalock, 2000). However, it 
was more common that these individuals would 
receive a degree of tolerance and support, seen 
by the Church as “innocents” incapable of mor-
al impropriety and then divinely reliant on the 
charity of others. With the rediscovery of Aristo-
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telian and Platonic works, the influence of lack 
of reason in intellectual disability reappeared: 
St. Augustine advocated that “the fool follow the 
wise,” and St. Thomas of Aquinas stated that 
“those who are less intelligent but of more robust 
physique, seem intended by nature to act as ser-
vants” (Stainton, 2001, p. 458).

In the centuries prior to the Enlightenment, 
the prevailing philosophies continued on. It was a 
common myth that individuals with intellectual 
disabilities were “changelings” or substitutes for 
children, swapped at birth, usually via some con-
nection with the Devil as a punishment for the 
sins of the parents, yielding the common grieving 
and guilt seen in parents of infants with intellec-
tual disability (Goodey & Stainton, 2000). This 
myth seems to be the product of the intellectual 
elite, as a way of justifying the presence of “irra-
tional beings.” Common perceptions at this time 
seem to embrace the religious divine “innocent,” 
as well as the tolerated fool. A depiction of the lat-
ter can be seen in the German period novel, The 
Adventures of a Simpleton (von Grimmelshau-
sen, 1669/1962), where a man, Simplex, likely of 
borderline intelligence, stumbles through life as 
a fool, escapes ramifications of punishment, and, 
through wasteful spending, loses a fortune he ac-
quired through various immoral behaviors. 

Enlightenment to Early 20th Century
The carryover effect of the previous perceptions 

and philosophies regarding intellectual disability 
began to be seen heavily in public policy, as this 
became a time of rising nations and greater pub-
lic services. Wickham (2001a, 2001b) has ana-
lyzed colonial New England laws and court re-
cords to examine early pre-Enlightenment views 
of intellectual disability. He largely found that 
the Platonic and Aristotelian theories continued 
on in terms of exoneration in criminal cases and 
ensuring care for welfare by the public (generally 
the family, but the state when no caregivers could 
be provided). In addition, “idiots” were not seen 
as morally deprived and, therefore, could not be 
held accountable for their problems (Wickham, 
2001a). Many of these laws and court decisions 
continue to influence the legal system’s views 
on individuals with intellectual disabilities and 
their accountability. It was also in these times 
that individuals with intellectual disabilities be-
gan to become wards of the state, with growing 
numbers residing in almshouses (Noll & Trent, 
2004). Wickham (2001a) did note a trend to in-
creasing recognition of property rights for those 
with intellectual disabilities.

During the Enlightenment and subsequent time 
periods, the definition of individuals with intellec-
tual disabilities began to evolve. Theologians and 
philosophers, such as Jeremy Taylor and John 
Locke, advocated for revisiting the definition of 
“changeling” and “idiocy” in line with more modern 
thinking (Goodey & Stainton, 2001). Scientific dis-
coveries, such as Down’s findings on chromosomal 
Trisomy, began to elucidate the biological causes 
of intellectual disability. Institutionalization be-
came very common in the early 19th century, and, 
in the United States particularly, individuals with 
intellectual disabilities were viewed in a “context 
of failure,” unable to search out the American 
Dream of success and hopelessly consigned to in-
stitutions out of sight (Wickham, 2001b). 

With the rise of Darwinism, “the discourse on 
social policy regarding intellectual disability in 
the late 19th century and early 20th century was 
filled with references to the survival of the fittest 
and struggle for existence” (Smith, 1999, p. 504). 
Darwin compared individuals with intellectual 
disabilities to monkeys and barbarians and saw 
them as evolutionary mistakes or regressions in 
the developmental process of man. From this line 
of thinking sprung Eugenics, a movement focused 
on the improvement of inborn qualities of the hu-
man race. Consequently, individuals with intel-
lectual disability were perceived as genetically 
flawed in the context of Eugenics, which resulted 
in a massive institutionalization movement as 
well as compulsory sterilization (Smith, 1999). In 
1927, the U.S. Supreme Court upheld the steriliza-
tion policy, with Oliver Wendell Holmes’s now in-
famous comment: “three generations of imbeciles 
is enough” (DeLong, 2004). Another consequential 
movement was the proclaiming of individuals with 
lower intelligence as morally depraved and the 
source of poverty and crime, usually demonstrated 
in poorly contrived research studies, which yielded 
an even lower status in society (DeLong, 2004; 
Gould, 1981). The ironic and sad side of this story 
is that Charles Darwin himself had a son with ap-
parent intellectual disability whom, based upon all 
written accounts, Darwin appeared to love deep-
ly (Smith, 1999). This demonstrates the existing 
schism between scientific cold rationality and the 
deeply emotional issues that existed in families 
surrounding institutionalization of loved ones.

Recent Trends: Normalization and Self-Empow-
erment

Horrific Nazi policies, such as the mass murder 
of individuals with intellectual disability during 
the Holocaust, sharply affected the public’s views 
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and philosophies towards the population. The 
Eugenics movement quickly fell out of favor and 
more attention began to be spent on understand-
ing intellectual disability and the persons with 
it. Subsequently, families began large-scale and 
grassroots activism efforts to enhance the qual-
ity of life of family members with intellectual dis-
abilities (Brockley, 1999; Delong, 2004). There 
is a major push towards having children remain 
with their families instead of in institutions in 
addition to growing advocacy for education and 
other opportunities for these children similar to 
those of “normal” children.

The first major movement was coined “normal-
ization” (it is not necessarily a politically correct 
term in these times, but this is true of nearly ev-
ery term that has been associated with intellec-
tual disabilities, including the word, intellectual 
disabilities, itself). The purpose of normalization 
was to provide a better approximation of rights 
and values for individuals with intellectual dis-
abilities than were provided at that time. Sig-
nificant social changes occurred on a number of 
fronts. First there was the role of the Kennedys 
(President Kennedy’s sister, Eunice, was diag-
nosed with an intellectual disability) and mas-
sive legislative efforts that continue to this day: 
Education of the Handicapped Act of 1974, Indi-
viduals with Disabilities Education Act, Rehabil-
itation Act of 1973, Americans with Disabilities 
Act of 1990 and 2010, among other landmark leg-
islation that greatly advanced the rights and op-
portunities for individuals with intellectual dis-
abilities (Croser, 2002; DeLong, 2004). Another 
major influence was the journalistic exposés of 
institutional conditions, such as Geraldo Rivera’s 
reports on Willowbrook, which, with other zeit-
geist factors, contributed to the beginnings of the 
deinstitutionalization movement of the 1960s, 
which still continues through the present (Brock-
ley, 1999; Schalock, Baker, & Cruser, 2002). The 
advocacy of families and organized groups (ARC, 
NADD, AAIDD), as well as judicial decisions (in-
cluding Atkins vs. Virginia and Hall vs. Florida, 
which recently prohibited corporal punishment 
of individuals with intellectual disability), also 
have provided, and continue to provide, more 
egalitarian opportunities for individuals with 
intellectual disabilities. There is also significant 
financial support provided in terms of Medicare/
Medicaid, monthly subsidies from the Social Se-
curity Administration, and countless other cus-
tom-tailored services.

More recently, there has been a movement to-
wards self-empowerment, in which individuals 

with disabilities are provided with the assistance 
and support to make more autonomous decisions 
about their basic needs, quality of life, and ser-
vices received (Butterworth, 2002). Interdisci-
plinary-team meetings, including the client, his 
or her family, advocates, and a great variety of 
support services, empowering self-direction and 
decision-making, are more the norm than the ex-
ception. During these meetings, individuals with 
intellectual disabilities determine how they want 
their government-provided supports and financ-
es utilized, as well as how they would like to live 
their lives. There has also been a significant rise 
of self-advocacy movements, including congres-
sional lobbying, to further gain rights and social 
recognition (Hayden & Nelis, 2002). There is also 
a slow, but growing, trend of fewer individuals 
with intellectual disabilities in large institutions 
and community group homes and more indepen-
dent-living arrangements.

Problems Inherent in Defining Intellectual Dis-
ability

The issue of how to effectively define and diag-
nose intellectual disability has long-been conten-
tious. In terms of definition, an agreement exists 
between the American Association on Intellec-
tual & Developmental Disabilities (AAIDD) and 
the American Psychiatric Association (APA) that 
specific significant intellectual deficits have to be 
determined from objective testing (IQ ≤ 70 + 5), 
as well as substantial adaptive deficits (Ameri-
can Psychiatric Associatin, 2013; Kanaya, Scul-
lin, & Ceci, 2003; Schalock et al., 2010). However, 
this definition has been contentious on a number 
of fronts. Flynn (2000) argues that the history of 
determining the IQ cutoffs for a diagnosis of in-
tellectual disability has lacked scientific credibil-
ity and the set-points have often been arbitrary 
(Terman’s use of multiple of 10s, Wechsler’s 2 
S.D. below the mean). This has subsequently 
been addressed in the new DSM-5, where greater 
emphasis is placed on the level of adaptive skill 
functioning in making severity diagnoses of in-
tellectual disability (American Psychiatric As-
sociation, 2013). Additional research has demon-
strated that individuals with diagnosed intellec-
tual disability share more similar adaptive and 
SES limitations with individuals of “borderline 
intelligence” (IQs between 70 and 85), than they 
do with individuals of normal intelligence and 
individuals with learning disabilities (Fujiura, 
2003). This relates substantially with the tempo-
rary AAMR (now AAIDD) definition (1961-1973) 
of mental retardation being diagnosed as an IQ 
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of 85 or below and the controversy that surround-
ed that definition which led to the changing back 
to an IQ or 70 or less, outlined by Schalock (2000) 
in his discussion of definitional issues. The de-
bate on “borderline intelligence” and the need for 
additional consideration/incorporation into the 
definition of intellectual disability has signifi-
cant public policy and social ramifications and 
will likely continue well into the 21st century.

Another significant problem in diagnosis of in-
tellectual disability is the Flynn Effect. This is 
known as the steady rise in IQ scores over the 
past fifty years, including a 9 point average in-
crease in verbal total scores on the Wechsler 
Adult Intelligence Scale (WAIS) over the last 
thirty years (Flynn, 2000; Kanaya et al., 2003). 
This is a crucially important phenomenon due 
to the fact that intelligence tests are periodi-
cally re-normed; the Flynn effect tends to be ac-
counted for in test construction, subsequently 
making these tests harder. This influences indi-
viduals with experienced cognitive impairments 
because it substantially shifts who would be di-
agnosed with intellectual disability; due to the 
drift, people who are tested prior to re-norming 
would not meet criteria for intellectual disability 
if their “true IQ” is in the high 60s, while those 
in the low 70s might be diagnosed as intellectu-
ally disabled in the time period after renorming 
(Kanaya et al, 2003). Given that the majority of 
individuals with intellectual disability will be in 
the 60-70 IQ range, this is a significant concern. 
This inconsistency in classification due to the 
Flynn Effect causes substantial problems in di-
agnosis and then subsequent problems in terms 
of educational placement, receipt of governmen-
tal services, funding allowances, and legal conse-
quences, especially with the Atkins vs. Virginia 
decision. It also appears there is wide variability 
on how psychologists adjust to the changes posed 
by renorming of intelligence testing in their clini-
cal decision making, weakening the reliability of 
clinical diagnoses (Flynn, 2000).

The Relationship between Intellectual 
Disability and Psychopathology

History has had a unique role in how society, 
and later science, viewed the concepts of intel-
lectual disability and mental illness. For most 
of recorded history, the different conditions were 
relatively inseparable. Often, there was a fuzzy 
separation between these disorders. Thales of 
Miletus wrote 2,700 years ago that excessively 
moist brain contributed to intellectual disability 
and substantial dry brain yielded mental illness 

(Berkson, 2004; Roccatagliata, 1986). Hippocrates 
attributed mental illness and intellectual disabil-
ity to imbalances of bodily humors, but he sug-
gested that depression was likely due to an excess 
of black bile, while “dullness” was attributed to 
too much phlegm (Wickham, 2008). Most theo-
ries and conceptualizations of behavioral health 
concerns and intellectual disability in Antiquity 
and the Middle Ages claimed the same sources: 
possession by a demon, G*d’s intention (e.g., di-
vine “innocence”), parental punishment of sins, 
etc. (Berkson, 2004). Laws and society seemed to 
treat individuals with any sort of psychopathol-
ogy or intellectual disability the same; a review 
of this has already been provided above. Of par-
ticular note, in Wickham’s review of colonial New 
England laws (2001a, 2001b), both classes were 
given reprieve from justice and provided sup-
ports by the community; however “distraction” 
or mental illness was seen as a temporary inflic-
tion, while intellectual disabilities were seen as 
a permanent state, suggesting common differ-
ences that were acknowledged by society. It also 
appears that a common trend in pre-eighteenth 
century history was an acknowledgement that 
the conditions were not mutually exclusive and 
that a person with intellectual disability could be 
subject to psychiatric distress, as well.

Locke’s Error and Subsequent Ramifications
The Enlightenment thinkers are widely credited 

for pushing forward considerable logical advances 
that helped yield the major technological, scientif-
ic, and societal revolutions that were to dominate 
all subsequent centuries. However, some theories 
that were presented in this time period were not 
entirely correct and led to scientific indoctrination 
without sufficient empirical examination: Des-
cartes’s “error” of dualistic mind and body realms 
radically shifted attention away from existing mo-
nistic beliefs about the connection of the mind and 
body. This separation of the mind and body dra-
matically changed scientific and practical applica-
tions in this arena, which were only beginning to 
be questioned with sufficient intensity in recent 
decades (Damasio, 2000).

A similar error appears to have been made 
by John Locke in terms of the relationship be-
tween intellectual disability and psychopathol-
ogy. Locke theorized “that persons with mental 
illness put wrong ideas together and reason from 
them, but ‘idiots’ make few or no propositions 
and reason scarcely at all” (Schalock, 2000). This 
led to a conceptual “line in the sand” where both 
conditions were seen as mutually exclusive (i.e, 
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separate) and a common belief that individuals 
with intellectual disability were “immune” from 
contracting mental illness as a function of their 
condition. It is likely that Down’s work with 
“mongolism” helped perpetuate this myth, since, 
as demonstrated later, this genetic cause of in-
tellectual disability, comparative to other causes, 
has a lower incidence rate of many psychiatric 
and behavior problems. It also appears that 
Locke’s remarks were taken greatly out of con-
text and away from the spirit of his philosophy 
of leaving his theories up to empirical testability, 
yielding this conceptual divide, similar to what 
happened with Descartes’s theories of dualism. 
Therefore, individuals with intellectual disabil-
ity were largely seen as possessing only intellec-
tual deficit, while individuals with mental illness 
were seen as being defined with emotional im-
pairments (Nezu et al., 1992).

Consequently, this prevalent belief appeared 
to contribute to the scientific community devot-
ing considerable efforts to better understanding 
psychiatric disorders, while leaving intellectual 
disability largely unexamined, which only fur-
ther reinforced the existing dichotomy (Nezu et 
al., 1992). The subsequent emergence of Alfred 
Binet’s work on intellectual testing also seems to 
have led to a paradigm shift from broader psychi-
atric testing to strictly intelligence testing with 
individuals of intellectual disability that domi-
nated most of the 20th century. There were sever-
al studies that explored the concordance of intel-
lectual disability and psychiatric disorders (e.g., 
Penrose, 1944, Potter, 1922, Tredgold, 1908; as 
cited by Nezu et al, 1992). Still, there was a wide-
spread lack of acknowledgment of the “opposite” 
field in the writings, and statements by the aca-
demic societies of psychiatry and “mental defi-
ciency” further reinforced the existing paradigm. 

The Rise of “Dual Diagnosis”
Over the past three decades a considerable body 

of growing research has begun to recognize the 
existence of dual diagnosis, or the comorbid pre-
sentation of intellectual disability and psychopa-
thology (Forsyth & Pary, 2002; Nezu et al., 1992). 
Prior to these developments, accompanying be-
havioral and emotional problems were often at-
tributed as a secondary feature of the diagnosis 
of intellectual disability itself, or generally over-
looked (Reiss, Levitan, & Szyskzo, 1982; Sevin & 
Matson, 1994). Research collectively across this 
field now demonstrates that individuals with in-
tellectual disability experience behavioral prob-
lems and psychiatric disorders at prevalence 

rates higher than the general population, with 
some estimates suggesting lifetime rates of 3-4 
times higher in individuals diagnosed with intel-
lectual disability. It has been argued that indi-
viduals with intellectual disability do not express 
“typical” psychiatric disorders, especially among 
the more severe levels of intellectual disability, 
and instead demonstrate emotional and behav-
ioral problems unique to intellectual disability 
(i.e. Gardner, 1967). However, research has dem-
onstrated that all levels of intellectual disability 
can be classified with “typical” psychiatric disor-
ders and certain behavioral problems have been 
found to correlate highly with specific comorbid 
psychiatric disorders (Bouras, Cowley, Holt, 
Newton, & Sturmey, 2003; Cos, Nezu, & Nezu 
2004; Jacobson, 1990; Rojahn, Matson, Naglieri, 
& Mayville, 2004). It also appears that different 
underlying causes for intellectual disability yield 
differences in the prevalence of psychopathology. 
For example, Down syndrome often has lower 
rates of psychiatric disorders in comparison to 
other genetic and different causative agents of 
intellectual disability (Grizenko, cveric, Vida, & 
Sayegh, 1991; Harris, 2001).

There are some ongoing problems that exist in 
terms of dual diagnosis. One ominous trend is 
that individuals with intellectual disability ap-
pear to be underdiagnosed in practical settings. 
Through a variety of ingeniously designed studies 
using different case studies, and the diagnosis of 
intellectual disability serving as the independent 
variable, Reiss and colleagues (i.e. Reiss, Levi-
tan, & Szyszko, 1982) demonstrated that those 
with intellectual disability were significantly 
under-diagnosed by clinicians than those labeled 
as having normal intelligence. This phenomenon 
has been referred to as “diagnostic overshadow-
ing” and, while improving, can still be thought 
of as an active problem in the clinical field (Ma-
son & Scior, 2004). In terms of public policy, an 
ongoing problem has been the frequent separa-
tion of departments of mental health and mental 
retardation/intellectual disability, which causes 
systematic problems when a person is dually-di-
agnosed, leading to persons often being assigned 
to only one of the departments; typically this will 
be the department of intellectual disability and 
often it results in less than sufficient psychiatric 
care (Nezu et al, 1992). Additionally, individuals 
with significant behavioral problems have been 
left behind in the deinstitutionalization move-
ment, and, for those in the community, it can be 
extremely difficult to locate mental health pro-
viders with expertise in intellectual disabilities.
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Intellectual Disabilities: Causes, 
Preventive Measures, and Treatment

The past thirty years have been a watershed 
period for better understanding the underlying 
mechanisms in intellectual disabilities. Thanks to 
dramatic breakthroughs in genetics, biological sci-
ence, public health, and neurology, there has been 
a dramatic increase in the percentage of cases 
with known causes and mechanisms of action that 
yield specific types of intellectual disability (Alex-
ander, 1998; Kaufman, Ayub, & Vincent, 2010). 
Genetic advances have included the identification 
of the following syndromes: Fragile X, Rett, Wil-
liams, Fetal Alcohol, and Prader-Willi, among oth-
ers (Harris, 2001). Research on brain formation 
problems in intellectual disability is the current 
frontier, and the likely gains from the Human Ge-
nome Project will help to better understand other 
forms of genetic causes (Branchi, Bichler, Berger-
Sweeney, & Ricceri, 2003; Harris, 2001; Tanaka 
& Gleeson, 2000). In the last decade, significant 
gains have been made in molecular genetics test-
ing techniques to identify non-syndromic genetic 
causes of intellectual disability (Kaufman et al., 
2010). The role of maternal and postnatal infec-
tion in later intellectual disability has also been 
discovered, such as with rubella, measles, and 
HIV (Alexander, 1998). Metabolic problems, in-
cluding PKU, Rh factor, and congenital hypo-
thyroidism, have been isolated, and the role of 
premature birth, environmental influences (lead 
paint), and postnatal insults (head injury) have 
been widely documented in understanding other 
causes of intellectual disability

With this immense knowledge boom, the past 
thirty years have shown incredible preventive 
measures aimed at lowering the incidence of in-
tellectual disability (Alexander, 1998; Louhiala, 
2004). Public health measures and advocacy 
have been undertaken to increase awareness 
about environmental toxins and hazards, infec-
tions, and late-onset pregnancy (correlation with 
Down syndrome) on the formation of intellectual 
disability and to further consumer protection 
movements. Immunizations have been one of the 
greatest contributors, all but wiping out a vari-
ety of infection-related causes. However, recent 
popular concerns about the causal link between 
autism spectrum disorders and immunizations, 
while empirically debunked, have posed greater 
risks for reemergence of infantile and childhood 
diseases that can yield intellectual disabilities 
(DeStefano, Price, & Weintraub, 2013; Facts 
about Childhood Immunizations, 2011). 

With the greater elucidation of genetic causes 

and subsequent pre-conception and peri-natal 
testing, remediation efforts such as reproductive 
planning, the use of folic acid and Rh immuni-
zations, in vitro fertilization, fetal therapy, neu-
robiological interventions, non-invasive blood 
testing, the potential of gene therapy, and se-
lective abortions have aimed at reducing preva-
lence rates (Guedj & Bianchi, 2013; Stevenson, 
Massey, Schroer, McDermott, & Richter, 1996). 
This has not been without controversy. President 
Nixon set the year 2000 as a benchmark to re-
duce the incidence of severe intellectual disabil-
ity by half, and estimates appear to be well short, 
with preventability fractions varying by type of 
causative agent (Stevenson et al., 1996). There 
is also great controversy surrounding selective 
abortions based on test results demonstrating 
potential genetic disorders related to intellectual 
disability (i.e. Downs syndrome): both in terms 
of alleged discrimination by some states allow-
ing post-viability abortions for “health reasons” 
and the ethical consideration of terminating life 
on the ground of genetic disorders with otherwise 
high survivability rates (Glover & Glover, 1996; 
Mansfield, Hopfer, & Marteau, 1999).

The treatment of intellectual disability has 
also grown by leaps and bounds. No longer are 
individuals with intellectual disabilities resigned 
to the fate of inhumane institution conditions or 
hidden out of public sight. Improvement of life 
conditions and opportunities have been achieved 
in terms of a dual prong emphasis on assistive 
provisions and inclusiveness in the fields of 
education, employment, community living, rec-
reational activities, and government assistance 
(Schalock et al, 2002). In regards to psychologi-
cal treatments for psychopathology, individuals 
with intellectual disability have been able to live 
better lives via the tremendous impact of behav-
ioral science and therapy, as well as advances 
in psychopharmacology (Forsyth & Pary, 2002; 
Wagner, 2002). However the work is nowhere 
near done on either of these fronts.

What Does the Future Likely Hold?
The past thirty years have been a watershed for 

vast improvements and knowledge gains in the 
field of intellectual disability. However this is not 
a time to rest on laurels, but rather to continue 
to press forward. On the scientific front, efforts 
will be needed to better understand the causes 
of intellectual disability, as well as preventive 
measures. Improvements in the definition and 
assessment of intellectual disability are needed, 
including better measures and open debate on 
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determining a scientifically-sound criteria for 
this diagnosis. The field of psychology needs to 
develop better methods of diagnosing, measur-
ing, assessing, and treating psychopathology for 
this population in considerable need, as well as 
studying normal adaptation and quality of life 
enhancement and increasing the utilization of 
health psychology in this area. The overuse of 
psychopharmacology with individuals with intel-
lectual disabilities and the diagnostic overshad-
owing phenomena needs to be addressed, espe-
cially on the graduate and medical school levels. 
Other needed enhancements are greater access 
to psychotherapy, research providing empiri-
cally-supported diagnoses and treatments, and 
more qualified experts in this area of interest. 

On the public-policy end, continued deinstitu-
tionalization, inclusiveness, and self-empower-
ment efforts are needed. Service delivery exami-
nation and regulation may need another look, to 
enhance the products offered, while potentially 
lowering costs, such as through competition in 
services offered. With the current federal budget 
deficits, concerns regarding Medicare and Social 
Security, and cutbacks in domestic spending and 
social programs, advocacy and lobbying must be 
conducted to ensure that individuals with intel-
lectual disabilities are not the victims when the 
smoke clears. Efforts will be needed to shore up 
the necessary funding, as well as long-term fiscal 
planning to provide for these important individu-
als. Also, the issue of “borderline intelligence” 
needs to be reexamined; with the increasing 
complexity of modern times, greater reliance on 
technology and phasing out of some industries 
historically available to those with borderline 
intellectual functioning, economic and self-suffi-
ciency may be challenged. A system of graduated 
supports, based on level of disability, possibly 
including those with borderline intellectual func-
tioning, may need consideration

Public portrayal of individuals with disability 
has been changing for the better, but prejudice, 
discrimination, and humiliation are still widely 
prevalent. In this time of political correctness, it 
is appalling to consider that jokes, negative so-
cial commentary, and poor depictions of intellec-
tual disability are common and not widely criti-
cized. Variances for group homes are still widely 
contested. These areas of social appraisal need to 
be addressed on a wide-scale and help is needed 
by interested parties. Ethically, issues such as 
the death penalty, selective abortion, continued 
institutionalization, among others, need to be 
examined and policy should follow the fruits of 

these labors.
While the call for work is still great, the prog-

ress has been building and has been substantial 
in the past century. As this century unfolds, it 
appears that gains will continue to improve un-
derstanding, treatment, and the quality of life for 
individuals with intellectual disability. This is an 
important time and hopefully the call for atten-
tion is answered.
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Improving Awareness and Treatment Strategies 
of Pica and Pica Behavior in Individuals with 
Severe and Profound Intellectual Disability

Richard A Biagioli, PhD and Darin D. Schiffman, PsyD
Practical and Diagnostic Considerations

Pica is a condition that is often overlooked and 
misunderstood as it manifest among individuals 
with severe to profound Intellectual and develop-
mental disabilities (IDD) . In part, this confusion 
might be attributed to the way in which the dis-
order is characterized in conventional diagnostic 
nomenclature. In the DSM-5, this diagnosis falls 
within the diagnostic category of “Feeding and 
Eating Disorders.” The following article has been 
written to alert the clinician to important factors 
regarding pica and mouthing for individuals who 
are transitioning from institutional to communi-
ty-based settings.

According to the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5), to be di-
agnosed with Pica the following criteria must be 
met:

Persistent eating of non-nutritive substances 
for a period of at least one month. 

1. The eating of non-nutritive substances is 
inappropriate to the developmental level 
of the individual. 

2. The eating behavior is not part of a cul-
turally supported or socially normative 
practice. 

3. If this behavior occurs in the presence 
of another mental disorder (e.g. Autism 



96 September/October 2014    Volume 17    Number 5

The NADD BULLETIN

Spectrum Disorder), or during a medi-
cal condition (e.g. pregnancy), it must be 
severe enough to warrant independent 
clinical attention. 

In remission: After previously having met the 
full criteria for Pica, there has been a sustained 
period of time during which the criteria for the 
disorder have not been met.

Note that an individual might not meet the for-
mal criteria for diagnosis of the condition pica, 
yet have a serious or even life-threatening prob-
lem caused by the act of eating non-nutritive 
substances. This is not a distinction without a 
difference. In actual practice it is important to 
understand that one does not need to have a di-
agnosis of Pica (or Pica in Remission) in order to 
bring harm upon oneself via behavior involving 
ingestion of non-edibles. A single incident could 
have fatal consequences. 

Like the diagnostic criteria for pica in the 
DSM-IV-TR, the diagnostic criteria for of pica 
in the DSM-5 neither accounts for singular epi-
sodes nor significant intervals of time in-between 
ingestions (DM-ID, p.149). Nor does it directly 
address questions about the etiology of Pica, the 
circumstances that might cause it to increase in 
frequency, or the contingencies that might lead 
to its extinction. The prevalence of pica has been 
reported to be as high as 15% in the individu-
als with severe to profound ID (DM-ID, p. 149). 
When attempting to apply the diagnostic criteria 
for Pica to these individuals, the assessment pro-
cedures must consider a range of factors, includ-
ing etiological, developmental, and comorbidity 
issues. In addition, the function of the behavior 
should be evaluated. Perhaps, for example, there 
is an emotional need that the individual with ID 
is attempting to communicate. Lastly, we must 
not overlook the possibility that the desire to 
engage in pica might persist in some individu-
als and, therefore, so would the pica behavior, if 
not for the lack of access to certain items which 
might be ingested (DM-ID). The adapted criteria 
of the DM-ID provide this additional information 
that “can be used in management and treatment 
strategies” (DM-ID, p.148) 

Possible Functions of Pica
Pica is comparable to many other conditions 

which are characterized by a period of quies-
cence followed by a resurgence of the primary 
symptoms. In this way, there can be a very long 
time between occurrences of the problem behav-
iors, and many factors, including personality 
traits, psychiatric conditions, and family dynam-

ics, play a role in whether or not the behavior 
occurs and in what form or context it manifests. 

For example, an individual who demonstrated 
a proclivity for ingesting string or cloth when-
ever there was an opportunity for him to do so 
refrained from this behavior when given continu-
ous access to music via headphones and an MP3 
player that he was taught to operate. Another 
individual stopped ingesting objects that resem-
bled or were related to food (e.g. a crayon or a sty-
rofoam cup) when offered smaller and more fre-
quent meals each day. A third individual could 
not be dissuaded from ingesting cloth and re-
quired continuous close supervision and the use 
of pica-resistant bed linens. Obviously a client’s 
level of impairment and capacity for cooperating 
with caretakers is always a factor in crafting an 
intervention. 

Our experience with individuals who have IDD 
living in various placements indicates that pica 
or mouthing behaviors can be the result of a) an 
overwhelming need for a specific type of stimu-
lation that is preferred by an individual; b) a 
physical or emotional state that is not recognized 
by caretakers and therefore is not addressed by 
staff; or c) boredom, typically due to the lack of 
sufficient programming or the implementation of 
programming that does not meet the individual’s 
needs. 

Considerations in Evaluating 
and Treating Pica

When considering the best way to treat indi-
viduals with a history of pica behavior or a prior 
diagnosis of pica, a functional behavioral assess-
ment, and, if necessary, a functional analysis, 
is indispensable. However, even after taking 
account of factors such as a client’s level of im-
pairment, his or her preferred modality of stimu-
lation, and this individual’s emotional state, it 
must be remembered that pica behavior is often 
over-determined (i.e. influenced by several fac-
tors simultaneously), and its occurrence might 
indicate in the final analysis a need for soothing 
and reassurance. In other words, pica behavior 
can be construed as a “solution” for many prob-
lems. 

In addition to the above, a couple of other 
factors complicate our clients’ present circum-
stances. First, due to the significant increase in 
closures of developmental centers and other in-
patient residential treatment facilities, there will 
be a significant movement of many individuals 
with IDD into the community. Some of these in-
dividuals, however, have a mental health diag-
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nosis of pica or “histories of pica.” In some cases 
there have been extremely long intervals (more 
than twenty years) between episodes. Once com-
munity placement has been determined, the cur-
rent caretakers must take steps to ensure that 
those agencies and their professional staff that 
will be receiving these individuals are made fully 
aware of the potential danger of even a single 
episode. A second complicating factor is that be-
cause pica or the inclination to ingest inedible 
items can exist in this population, irrespective of 
whether the individual has persistently engaged 
in the behavior (or even at all), those receiving 
agencies must not only be aware of the serious 
health ramifications of a single pica event, but 
they must also make the necessary adjustments 
and accommodations for these individuals. 

Maintenance Factors
The vast majority of the patients with whom 

we have worked are diagnosed as having severe 
or profound IDD. Over the years we have seen 
many of these individuals exhibit pica or “pica-
like” behavior, i.e. mouthing an object or body 
part.  While these behaviors are well-controlled, 
we can reasonably attribute much of this success 
to the tireless efforts of direct care staff interven-
ing on behalf of these individuals, keeping poten-
tially dangerous objects out of their reach. Essen-
tially, our clients are under constant observation 
and care, our staff having maintained a “pica-
free” environment. However, due to their lower 
level of functioning, there is still, in many cases, 
an implicit desire to ingest non-nutritive sub-
stances. This propensity might be similar to that 
of a neurotypical infant or toddler in the general 
population or to the cognitive or emotional expe-
rience of someone with an addiction.   

Given the reality of multiple pathways to pica 
behavior, clinical experience and the need for 
safeguarding lead us to the conclusion that our 
assessments will always be incomplete. There-
fore, it is best to assume that any individual, but 
especially those with severe or profound IDD, 
can ingest any object at any time. When all is 
said and done, there is no panacea for preventing 
pica, and clients would be better served if staff 
assumed that any individual who once engaged 
in pica, no matter how long ago, is at risk of do-
ing it again with the same, similar, or completely 
different objects. 

As suggested, the caretakers and guardians 
of an individual with IDD might let down their 
guard, erroneously believing that a person with-
out a pica diagnosis or someone with “just a his-

tory of pica” dating back some twenty or thirty 
years may no longer be in acute danger. Al-
though frightening to consider, even a singular 
episode can have life-altering consequences. It is 
our belief that these individuals are now in more 
danger than ever before; not only will they be in a 
completely unfamiliar environment, which itself 
can be disorienting and stressful, but the respon-
sibility for their safety and well-being has been 
transferred to a complete stranger.  

Concluding Thoughts
The ingestion or attempts to swallow inedible 

items can result in dangerous situations such as 
choking, obstruction or bleeding of the intestines.  
While not an exhaustive list, some possible items 
to keep secured and away from these individuals, 
regardless of whether the individual has a pica 
diagnosis or history of pica behavior, include: pa-
per clips, rubber bands, staples; tacks or nails, 
coins, keys, candy wrappers, plastic gloves, plas-
tic diapers, lint, paper, frayed linens or clothing, 
etc. When doing programming, items such as 
crayons, paints, markers, and paper should be 
used by the individual only under close, direct, 
and constant visual supervision.

Prior to discharge into the community, care-
takers at hospitals, developmental centers, and 
various intermediary care facilities where these 
clients currently reside should attempt to en-
hance the ability of receiving agencies to provide 
appropriate support and stability for these indi-
viduals. Therefore it is prudent that they collabo-
rate by doing the following:

· If the individual being transferred to the community 
required a Behavior Support Program (BSP) address-
ing pica or mouthing behavior while residing in an 
institution, state this conspicuously in a transfer sum-
mary. Also provide details as to why the plan was 
discontinued, i.e., behavioral objectives were met, or 
the reasons it remains in place. Additionally describe 
in detail the previous behavioral interventions em-
ployed for treating the individual and their level of 
success.

· Describe the level of supervision the individual re-
quires for optimal functioning. If continuous, close 
supervision is needed, i.e., one to one, this too should 
be conspicuously pointed out.

· Indicate specialty items used to prevent pica inges-
tions, e.g., pica-resistant sheets, pillowcases, or blan-
kets. How often programming materials need to be 
ordered, adjusted, or replaced, particularly if the in-
dividual engages in mouthing should be noted.
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· As a further means of indicating the seriousness of 
the behavior, note, in particular, if the individual’s 
name appears on one of the various intra-agency 
lists, for example those with a pica diagnosis, pica in 
remission, or mouthing (self or objects). 

· Even if it’s been a long time since mouthing or an 
occurrence of pica for an individual, reiterate how 
serious it could be or has been in the past. There is no 
guarantee, of course, that an individual will choose 
the same or similar objects to ingest or mouth in the 
future.

· Describe, in detail, preferred items that the individual 
being discharged has either mouthed, ingested, or 
attempted to swallow in the past, regardless of how 
long ago the incident(s) took place.

· The date(s) of these incidents in connection with the 
objects the person attempted to or actually ingested 
should also be listed.

· Facilities should offer a comprehensive history of 
previous medical complications and procedures that 
have resulted from pica.

· Indicate how often the individual’s current IDT meets 
to discuss the individual’s behavior and/or update 
any strategies and/or service objectives.

· Describe any co-occurring mental disorders, in addi-
tion to listing psychotropic medications (doses and 
recent changes) and indicate if there is a correlation 
between pica attempts and an exacerbation of psychi-
atric symptomotology.

· If there is not a BSP, but various management strate-
gies have been effective in assisting or preventing a 
re-occurrence of pica and/or mouthing for the indi-
vidual being transferred, these guidelines should be 
listed. This would include the use of any Functional-
ly Equivalent or Related Skills that staff has encour-
aged as more appropriate and effective replacement 
behaviors. 

· Since individuals with pica (and their caretakers) 
will face additional challenges in community living, 
a comprehensive functional behavior assessment 
should be promptly completed upon discharge from 
a hospital, developmental center, etc. A preference 
assessment should also be administered. The results 
of these measures will provide the responsible staff 
with additional useful information necessary for pro-
viding an enriched environment. More specifically, it 
will help them to get a better sense of what activities/
items, communication strategies, interpersonal inter-
actions, etc. are meaningful to the individual. Also, 
the completion of a functional assessment/analysis 
will enable them to determine if the function of the 
behavior as previously described is accurate.

· Encourage professional development to 
improve clinical awareness. Specifically, 
agencies should offer increased opportuni-

ties for didactic training and coordination 
with other disciplines. Furthermore, they 
will need to place a greater emphasis on 
evidence-based diagnostic, treatment, and 
referral practices. 

· Practitioners charged with writing documentation for 
individuals being moved to other residential facilities 
or group homes might consider using some variation 
of the following example as a boilerplate in their 
transfer summaries:

Case Vignette
Marge has a history of both Pica behavior and 

mouthing. A Behavior Support Program (BSP) 
for these behaviors was discontinued in 2010, af-
ter several years during which they did not occur. 
However it is important to understand that these 
dysfunctional behaviors might return at any 
time, even after a long period of quiescence, and 
that constant vigilance is required to keep Marge 
from putting inedible objects in her mouth. The 
case record indicates that Marge has a history of 
mouthing and ingesting a variety of objects in-
cluding: socks, clothing, string, and a small bell 
from a set of bells. In another well documented 
incident, Marge once bit the head off of a rubber 
doll. 

We know that due to her level of functioning, 
any individual with severe to profound intellec-
tual/developmental disabilities may take a non-
edible item and place it in her mouth. She may 
do this whether or not she has a diagnosis of pica 
or a history of mouthing.  This action poses some 
danger with regard to the possibility of swallow-
ing a non-edible item. In turn, it could lead to 
more dangerous situations such as choking and 
obstruction or bleeding of the intestines.  While 
not an exhaustive list, some possible items to 
keep secured and away from such an individual 
include: buttons, paper clips, rubber bands, sta-
ples, tacks or nails, coins, keys, candy wrappers, 
plastic gloves, plastic diapers, lint, paper, shoe 
laces, and frayed linens or clothing. Therefore, 
precautions should always be taken when work-
ing with individuals who have severe or profound 
deficits.  Some individuals might be able to use 
specific items such as crayons, or other small 
items used in progranming, but only under close, 
direct and constant visual supervision. 

Although Marge does not have a diagnosis 
of Pica, she is on our facility’s “Pica by History 
List,” and she is still considered to be at risk for 
pica behavior. Staff should be vigilant to protect 
her from harming herself by ingesting non-edible 
items. If Marge is seen mouthing an object, staff 
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should intervene immediately. 
In summary, it is apparent that the clinical 

diagnosis of Pica within the DSM-5 is not a par-
ticularly useful guideline for practitioners work-
ing with individuals who are lower functioning 
and may engage in P ica (as a behavior) even if 
they are not formally diagnosed with this as a 
clinical condition. Practical suggestions have 
been offered to protect individuals from harm-
ing themselves via the ingestion of non-nutritive 
items. Time spent putting the aforementioned 

assessment and safeguarding practices in place 
will help to avert crises and reduce injury to cli-
ents who engage in this behavior to any degree, 
but they are particularly useful in planning for 
proper care and treatment of lower functioning 
individuals, who present the highest risk for 
harm.  

For further information, contact Darin Schiff-
man at dschiffman@optimum.net. 

Neuroscience Reviews

Mood Disorders and the Immune System
Jarrett Barnhill, MD, DFAPA, FAACAP, NADD-CC, UNC School of Medicine

In the previous article we discussed the role of 
the endocrine system in the stress response sys-
tem and major depressive disorders (MDD). The 
chronic activation of the hypothalamic-pituitary-
adrenal axis observed in more severe MDDs in-
volves not only the dysregulation of Corticotro-
phin releasing hormone (CRH) but also promotes 
gene activation involved in the production and 
activity of its receptor in the hippocampus (ge-
netic regulation of its binding site) and neurotox-
icity associated with prolonged elevation of corti-
sol. These changes play a role in the emergence 
of treatment resistance, increased risk of relapse, 
and possible adverse effects of mood disorders in 
Alzheimer’s disease (Myers & Nemeroff, 2010). 

Mood disorders are also commonly associated 
with many serious medical conditions. For pa-
tients with cardiovascular disease the presence of 
MDD is a risk factor for acute myocardial infarc-
tion and can adversely affect the clinical course, 
response to treatment, and clinical prognosis. 
Current research suggests a linkage between de-
pression, obesity, Diabetes mellitus and activa-
tion of immune response. These changes may be 
linked to an increased risk for mood disorders as 
well as predict negative outcomes (Swirski & Na-
hendorf, 2013). But before embarking on this re-
search we need an introduction to both its normal 
physiology (fighting infections) and situations in 
which it turns rogue and contributes to illness. 

There are two branches of this system: innate 
and acquired or adaptive systems. The innate 
system involves white cells (leukocytes and mono-
cytes) that attack invading organisms. They pro-
duce toxic proteins that are devoted to contain-
ing and killing the intruder. The innate immune 

system is a more generalized system that, once 
attracted by local signals, squeezes through the 
lining of blood vessels and the blood brain bar-
rier protecting the brain, and does its job. Dam-
age to inside of blood vessels (endothelium) also 
activates the cells and plays a key role in throm-
bus formation (clot) associated with stroke and 
heart attack (Fehder & Douglas, 2001; Swirski 
& Nahrendorf, 2013). Auto-inflammatory disor-
ders describe the process of activating the innate 
system without the presence of infectious agents 
and causing several disease states. As you might 
expect, there are genetic factors that increase the 
likelihood of these attacks, but, once in motion, 
they also have profound effects on brain function. 

The second phase in this defensive line involves 
the acquired or adaptive immune system. Once 
invading organisms are damaged, monocytes eat 
up the fragments and tag antigens (proteins on 
the surface of foreign organisms) for members of 
acquired or adaptive immune cells (T lympho-
cytes). Like nerve cells, these not only fine tune 
their activity to help destroy the xenobiotics (for-
eign cells) but also remember the intruder (mem-
ory). These cells transform active attack cells 
(lymphocytes) and guide the production of anti-
bodies (proteins that latch onto protein markers). 
To get to the brain, these cells excrete compounds 
that activate cells in the brain (microglia) that 
assist in the process of getting rid of the xenobi-
otic mopping up and repair work (Aguzzi, Barres, 
& Bennett, 2013; Fehder & Douglas 2001). 

As expected, these systems normally function 
in a manner that distinguishes surface cell mark-
ers for innate (self) from exogenous (foreign bod-
ies). This process of differentiation between “me” 
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and “not me” malfunctions in most autoimmune 
disorders. This malfunction (distsinguishing self 
from non-self) leads to the production of antibod-
ies directed at neurons. The blood brain barrier 
normally keeps neurons protected from immuno-
logical attack. Autoimmune disorders are the re-
sult of these errors. When the brain is the focus of 
autoimmune attacks, the result is disorders like 
multiple sclerosis, lupus attacks on blood vessels 
(vasculitis), and more recently discovered groups 
of anti-neuronal antibody syndromes. Encepha-
lopathy/delirium, catatonia, seizures, abnormal 
movements and mood or psychotic disorders 
emerge. More subtle, indirect immune attacks 
may be associated with ASD, OCD, PANDAS and 
mood disorders. Many of the signals involved in 
immune responses (called cytokines, interleu-
kins, interferon gamma, and Tumor necrosis fac-
tor alpha) are associated with the neuro-vegeta-
tive symptoms of MDD. In addition they can acti-
vate the HPA axis and bring the neuroendocrine 
system into play (Chaves, Calvacanti, Lucena & 
Basndeira, 2011; Myers & Nemeroff, 2010). 

Recently these inflammatory reactions are be-
ing associated with many neurodevelopmental 
and psychiatric disorders (Allison and Ditor, 
2014; Chaves & Calvacanti et al., 2011). Some 
neurodegenerative disorders co-occurring with 
MDD are characterized by immune activation 
and dysregulation. It follows that effective treat-
ment should restore some balance to this adverse 
or destructive process. Current treatments are 
unable to overcome the inflammatory reactions. 
For example, mood changes in Steroid Respon-
sive mood disorder associated with Autoimmune 
Thyroiditis (Hashim oto’s encephalitis) are treat-
ed differently than most MDDs – often worsened 
by exogenous steroids. The traditional antide-
pressant regimens are not generally effective for 
the growing family of autoimmune neurological 
disorders. Effective use of SSRI antidepressants 
may reverse some of the effects of interleukin, 
TNFa and other cytokines on mood. The SSRs 
have a positive effect on our original picture of 
stroke and heart attacks (Chaves & Calvacantiet 
al., 2011; Swirski & Nahendorf, 2013; Tabas & 
Glass, 2013).) 

The process may be a bit more complex for in-
dividuals with IDD. Many disorders associated 
with IDD may also be associated with a greater 
genetic risk for autoimmune and auto-inflamma-
tory disorders. Early recognition of these disor-
ders is hampered by lack of awareness of their 
existence and difficulty differentiating these 
from accurately mental disorders which are al-

ready difficult to diagnose. Yet as we learn more 
about the neuropsychiatry of the two large fami-
lies of immunological disorders, the more effec-
tive we become at resolving at least some of the 
many riddles associated with MDD (Tabas & 
Glass, 2013). 
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US Public Policy Update

Dual Diagnosis Services and Supports in 
Tarrant County Texas
Molly Hurst, Chief IDD Authority Services

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 resi-
dents. 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 quality 
care through innovative program and project de-
velopment. The Texas Health and Human Ser-
vices Commission (HHSC) has proceeded with 
the development of the waiver, and a variety of 
initiatives 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 ser-
vices for individuals with intellectual/develop-
mental disability and/or autism spectrum disor-
der with co-occurring behavioral and/or medical 
problems. As part of the initial development for 
the Crisis Avoidance and Stabilization project, 
MHMR Tarrant conducted twelve focus groups 
and stakeholder meetings on community needs 
regarding services and supports for individuals 
with a dual diagnosis. In addition, MHMR Tar-
rant Research Division completed a gap analy-
sis of mental health services in Tarrant County 
for persons with an intellectual disability, using 
secondary data as well as information gathered 
directly from stakeholders and focus groups. 

The focus groups included members of the men-
tal health community, hospital and clinic physi-
cians, law enforcement, consumers and families, 
service providers, emergency services, and advo-
cacy groups. The information 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
· 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 Tarrant County TX-
START program includes a team of START Co-
ordinators providing intensive service coordina-
tion, a 4-bed therapeutic planned and emergency 
resource center, psychological/behavioral sup-
port services, and a 24/7 response capability. An 
important part of program implementation and 
development entails linking activities and tech-
nical support provided to existing service provid-
ers and family members to strengthen the service 
system as a whole, to increase the capabilities of 
the workforce. Detailed qualitative and quantita-
tive data are compiled and analyzed regularly for 
program improvement and are shared with com-
munity stakeholders. 

The entire Tarrant County  TXSTART Team 
has participated in specialized training specific 
to the needs of individuals with a dual diagno-
sis, in order to provide support for both the in-
dividual and the system of support. Training is 
being scheduled to share this knowledge with 
the community as well as other community cen-
ters, to enhance the capacity for the services and 
supports through services that currently exist. 
MHMR Tarrant START has formed an Advisory 
Committee whose purpose is to serve as a critical 
community champion of the START program and 
provide input and guidance with regard to needs 
in the community. The Advisory Committee in-
cludes a variety of stakeholders including family 
members, mental health professionals, emergen-
cy service administrators, IDD service providers, 
and local hospital administrators. 

Throughout the process of developing the 
MHMR Tarrant START program, a number of 
new relationships were developed. This process 
has allowed the START team to work closely 
with several new partners including hospital 
systems, multiple mental health professionals, 
emergency services teams, local universities, and 
a wide variety of support services. The building 
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of this program structure has provided the op-
portunity to work with people and organizations 
that are not familiar with individuals with IDD 
or a dual diagnosis. 

In addition to MHMR Tarrant START, two oth-
er START programs are being developed in Tex-
as, one in Austin and one in El Paso. Although 
geography separates the areas considerably, the 
programs work well together and share resources 
and ideas regularly. The goal of MHMR Tarrant 
START is to serve 700 individuals by September 
30, 2016, with the lasting intent 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 disability and behavioral 

health needs. Community collaboration and sup-
port for this program has been overwhelmingly 
positive and welcoming, which leads one to be-
lieve that this community is eager to embrace in-
novative and transformative healthcare for these 
individuals. 

For further information, contact Molly Hurst 
at Molly.Hurst@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. Pub-
lic Policy Update at joan.beasley@unh.edu. 

Several years ago, I was working at an agency 
where I had consulted for several years. One of 
my appointments that day was with a wom-
an who had extremely limited communication 
skills. I had not seen her in almost two years. 
The support staff member who accompanied 
her had only known this woman for just over 
a week. Not surprisingly, he was virtually un-
familiar with her – did not know why she was 
back to see me and had no knowledge of her 
course over the previous 1 ½ years. The combi-
nation of her severely impaired language and 
his lack of knowledge of her made it impossible 
to provide a useful opinion and the review had 
to be rebooked for the next available appoint-
ment – in several months.

This woman’s needs were not served; with 
some forethought on the part of her direct sup-
port staff, the problem could have been prevent-
ed. Admittedly this is an extreme situation, but 
unfortunately it is not uncommon for support 
staff to arrive inadequately prepared for psychi-
atric consultations and reviews. Key roles for 
direct support workers are the provision of in-
formation which those they support cannot pro-
vide about themselves and advocacy for those 
they support.

Imagine if you were to go to your physician, 
unable to speak or write, accompanied by some-
one who knew little about why you were going 
to the doctor or how you were feeling. Would 
you expect useful interventions from your phy-
sician?

I realize that those of us who support people 
with developmental disabilitiesare sensitive to 
language. As a psychiatrist, I refer to all of the 
people I see in a professional capacity as patients 
which is the term I will use throughout this article.

What is the psychiatrist’s role?
The psychiatrist’s primary responsibility is to 

identify whether or not a psychiatric disorder 
is present and if so to recommend treatment. 
Unless presence of a psychiatric disorder can 
be established, what a psychiatrist can offer is 
limited. In physical medicine, diagnosis is de-
termined through a combination of information 
provided by the patient (the history), findings 
from the doctor’s examination (the physical), 
and results of investigations (blood tests, CT 
scans, etc.). In psychiatry there are very few 
helpful investigations, so psychiatric diagnosis 
is established by what information the psychi-
atrist receives from the patient and/or others, 

DSP Interests and Concerns

Getting Psyched! – Psychiatric Consultation 
in Dual Diagnosis: What Should Direct 
Support Workers Know
Andy Wilson
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and by what the psychiatrist observes during 
the consultation.

Psychiatric disorders all have a number of 
defining symptoms or criteria required for a 
diagnosis, and the pattern of these symptoms 
over time is also important. Persons who have 
an intellectual disability may struggle with the 
often abstract nature of these symptoms, and 
may have poor time concepts as well. As a re-
sult, the psychiatrist must often rely heavily on 
what direct support workers have observed over 
time regarding the person they are supporting. 
Vague or inaccurate information is of little val-
ue – “Garbage In = Garbage Out.”

Psychiatric referrals may come about because 
of the presence of “challenging behavior.” Direct 
support workers often come to the consultation 
with the expectation that the psychiatrist will 
provide medication to control this behavior. It is 
important to be aware that challenging behav-
ior is not a psychiatric disorder, nor does psy-
chiatric medication treat challenging behavior. 
Psychiatric medication is of no value in treating 
self-injurious behavior that results from unrec-
ognized severe constipation, bladder infections, 
or side effects to other medication. Medication 
will be of no value if the challenging behav-
ior is related to frustration over communication 
deficits or when a person has learned that ag-
gressive behavior allows avoidance of stressful 
situations. The multiple factors contributing to 
challenging behavior must be identified, and 
treatment directed at these causes.

Amongst the general population, there con-
tinues to be a mystique about psychiatry and 
what happens in a psychiatrist’s office. Because 
direct support staff may have limited awareness 
of what happens during the consultation, they 
may attend without necessary information. The 
remainder of this article will address how direct 
support staff can prepare both themselves and 
their clients for the consultation, and on infor-
mation the psychiatrist will need to know.

What is the direct support worker’s role?
In the absence of an emergency, there is usu-

ally a significant waiting period from the time 
the consultation is booked to the time of the 
actual appointment. The good news is that this 
should provide ample time to be ready for the 
consultation when it does occur.

Direct support staff should give thought to who 
should attend the consultation with the person who 
has been referred. If there is a Substitute Decision 
Maker (SDM), it is probably wise for the SDM to 

attend, if possible, as this person’s consent will be 
needed for any treatment and the SDM may have 
questions for the psychiatrist. At the very least, 
staff should ensure that the SDM knows of the 
consultation, and pass along the SDM’s questions 
or concerns to the psychiatrist.

Ensure that staff schedules allow for atten-
dance at the consultation of the most appropri-
ate support staff. Direct support workers who 
attend should have a good rapport with the 
person they are accompanying and need to be 
knowledgeable about the nature of the problems 
for which consultation is being sought.

Give some thought to what you, as a direct 
support staff/advocate, or you as a representa-
tive of your agency, are hoping the psychiatrist 
may be able to help with. Try to be specific – not 
‘we’d like a medication review,’ but why a med 
review is being requested at this time. Advise 
the psychiatrist if a particular psychiatric disor-
der is suspected. If there has been a change in 
the person’s overall functioning or challenging 
behavior is a concern, be prepared to discuss 
this in some detail with concrete examples.

If the request for consultation originates with 
your agency rather than the family physician, it 
is important that the referral be discussed with 
the family physician. There may be recommen-
dations from the consultation which the family 
physician will need to implement. A psychiatric 
report containing recommendations which ar-
rives at the physician’s office without aware-
ness that there even was to be a consultation is 
not the best way to get the family doctor onside.

Consider what your role as a direct support 
worker will be for the consultation. Some per-
sons you support may be very capable of provid-
ing considerable information to the psychiatrist 
on their own behalf, while others may need more 
assistance. Remember, the psychiatrist does not 
know your client and you may need to advocate 
as well as presenting your own concerns.

Assist your client to give history to the best of 
his or her ability, using whatever communica-
tion strategies work for him/her. Should their 
speech be difficult to understand by those unfa-
miliar with it, you should help out. If you feel 
your client may not have understood a question 
from the psychiatrist, you can rephrase the 
question more concretely.

Preparing your client for the consultation
Give thought to preparation of the person you 

support for the consultation. How long in ad-
vance of the appointment should they know of 
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it? – some may benefit from a long lead time 
during which they can ask questions and pro-
cess what will happen. Others may become in-
creasingly anxious, and may do best with less 
advance notice. Everyone (with rare exceptions) 
should have some knowledge about where they 
are going and the reasons for the consultation. 
To arrive in a strange situation unexpectedly 
can create significant anxiety.

At a level on par with the person’s skills, tell 
them about the consultation. Talk about how 
the consultation may help. Empathically explain 
that the doctor may need to hear about certain 
problems, even if this might be upsetting – reas-
sure, if necessary, that troubling behavior does 
not mean the person is bad. This preparation 
can also be an opportunity to explore how he/
she feels about the assessment. I recall one man 
I saw who, when direct support staff brought 
up his aggressive behavior, protested loudly, 
“I don’t do that anymore!!” He had in fact not 
had any incidents in two weeks which, given 
his concept of time, meant to him that it was no 
longer happening.

Direct support staff may feel uncomfortable 
talking about certain problems in front of their 
client. This can lead to what I term, ‘speaking 
in code.’ In the hope that the client will not un-
derstand what is being said, sensitive topics are 
raised in extremely vague terms. Unfortunately, 
it is usually the psychiatrist who does not un-
derstand the code, while the patient probably 
understands full well. It may be important to 
consider in advance whether it would be best if 
direct support staff and indeed the person him/ 
herself each had some personal time with the 
psychiatrist. However, this should be a discus-
sion with your client, not a unilateral decision 
by direct support staff.

What will the psychiatrist want to 
know from direct support staff?

If your client has had previous psychiatric as-
sessments or relevant assessments from other 
professional disciplines, these may be very help-
ful for the psychiatrist to review. Ask the family 
doctor to provide these or, if they are in your 
agency’s files, obtain consent for them to be sent 
to the psychiatrist.

It is essential to bring an accurate and up to 
date list of all of the person’s current medica-
tion, with dose, and time of administration. Far 
too often this crucial information does not arrive 
for the consultation. It is extremely helpful to 
the psychiatrist if a list of previous psychiatric 

medications is also provided if these are known. 
This can reduce the chances of a previously un-
helpful or poorly tolerated medication being 
prescribed again.

On the Surrey Place Centre’s website there 
are a number of very helpful forms which direct 
support staff can use to provide both family doc-
tors and psychiatrists with a wealth of infor-
mation. I would highly recommend that support 
staff review these forms and utilize them:

http://www.surreyplace.on.ca/Primary-Care/
Pages/Tools-for-care-givers.aspx

It will be important for the psychiatrist to 
have a good sense of what the person you sup-
port is like at his/her “baseline.” This is crucial 
in order to appreciate changes which may have 
occurred. What is “baseline?” It is a description 
of what the person is like during their usual 
state. My baseline is not when I have the flu, or 
after there has been a death in my family, but 
when I am feeling reasonably content, without 
excessive external stressors. The same principle 
applies to those who you support.

If challenging behavior is present, a detailed 
description is important – what would the psy-
chiatrist have seen if present?
§ Is it a new behavior? How long has it been 

present (weeks, months, years?) Has it wors-
ened? How often does it occur? How long does 
it last? What factors seem to bring it on? When 
is it least likely to occur?

When providing information to the psychia-
trist, describe what you see, not the conclusion 
you have reached about what you see. The psy-
chiatrist’s job is to decide what the behavior rep-
resents. For example:

o don’t say your client is anxious (people use 
‘anxious’ to mean anything from worry to fear 
to anger to physical restlessness) – say:

§ she seems to be always worrying about things 
going wrong,

§ he is constantly seeking reassurance for minor 
things,

§ she is reluctant to go into places where there 
are crowds, etc.

o don’t say your client is confused – say:
§ he no longer seems to understand directions 

that he could before, and give examples,
§ she no longer remembers where to put dirty 

dishes, etc.
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o don’t say your client is hallucinating – say:
§ he talks out loud to himself in his room,
§ he says he hears voices in the wall,
§ he says he hears voices ordering him to do 

things, or swearing at him,
§ he appears to be listening to something and, 

in response, angrily shakes his fist, etc.

Psychiatric consultation can be a challenge 
in persons who have an intellectual disability. 
Reaching an accurate diagnosis requires good 
information. I hope I have convinced you that 
direct support workers have a key role to play in 
this process and your contribution can be crucial 
to success. If we all work together, the lives of 
those we support can be substantially improved.

About the Author:
Dr. Andy Wilson graduated from medical 

school at Queen’s University in 1969. He obtained 
a fellowship in the Royal College of Physicians 
and Surgeons in 1974. He worked at Oakville 
Trafalgar Memorial Hospital from 1976 to 1993 
as a psychiatric staff member and was the head 
of the Department of Psychiatry for 6 years. Dr. 
Wilson has worked in the field of Dual Diagno-
sis for 25 years as he began providing psychiat-

ric consultation to Huronia Regional Centre in 
1989. He has provided specialized psychiatric 
consultation to community-based adults with 
both a developmental disability and psychiatric 
disorder for a variety of community and health 
agencies throughout Central/Northern Ontario. 
Dr. Wilson has been the Psychiatric Consultant 
to the North Community Network of Special-
ized Care since its inception and, in this role, 
has delivered a number of educational sessions 
on a variety of topics in person and by VC. He 
has a recent appointment to the faculty of the 
Northern Ontario School of Medicine.

Reprinted with permission from The Direct 
Support Workers Newsletter, Vita Community 
Services, Volume 3, Issue 3.

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. 

The NADD Accreditation and Certification Programs 
 
The NADD Accreditation/Certification Program is an important tool for state agencies, DD and MH, that are 
interested in expanding their community infrastructure to support people with co-occurring developmental 
disabilities and mental illnesses.…The NADD Accreditation/Certification Program offers an important tool to 
states and providers interested in improving their efforts to serve this group of individuals. 
 
Charles Moseley, Ed.D. 
Former Associate Executive Director 
NASDDDS 
  
Program Accreditation 
Competency-Based Clinical Certification 
Competency-Based Specialist Certification  
Competency-Based DSP Certification 
 
Let the world know that you provide quality services for individuals with co-occurring 
mental illness and intellectual disability.  Seek accreditation and/or certification 
from NADD. 
 
Visit http://acp.thenadd.org/ or click the Accreditation/Certification icon on the NADD home page 
(www.thenadd.org) for details.  



106 September/October 2014    Volume 17    Number 5

The NADD BULLETIN

NADD Healthcare Public Policy Forum
The NADD Healthcare Public Policy Forum, 

held in Bethesda, Maryland on October 20th, 
brought together a very impressive spectrum of 
stakeholders (some of whom are pictured here) 
including representatives from associations, 
providers, advocates, managed care companies, 
federal government, as well as parents.  This 
successful Forum places NADD on the national 
stage for public policy concerns relating to indi-
viduals with co-occurring Intellectual/Develop-

mental Disabilities (IDD) and mental illness.
A strategic plan was developed with the pur-

pose of advancing the prioritized goals and objec-
tives as articulated in the NADD Public Policy 
Position Statement.

The U.S. Public Policy Update in the next issue 
of the NADD Bulletin will feature a report on the 
Healthcare Public Policy Forum.

John O’Brien, Senior Policy Advisor, Disabled 
and Elderly Health Programs Group, Center for 
Medicaid and Chip Services; Donna McNelis, 
President, NADD; Robert Fletcher, Founder & 
CEO, NADD; Eileen Elias, Chairperson, NADD 
U.S. Public Policy Committee

Curt Decker, Executive Director, National 
Disability Rights Network (NDRN); Joan 
Beasley, Director, National Center for START 
Services

Rachel Patterson, Policy Manager, Association 
on University Centers (AUCD)

Nancy Thaler, Executive Director, National 
Association of State Directors of Developmental 
Disability Services (NASDDDS); David Miller, 
Project Director, National Association of State 
Mental Health Program Directors (NASMHPD) 

Clarke Ross, Public Policy Director, American 
Association on Health and Disability (AAHD)

Sue Gamache, NADD Family Issues Committee; 
Julia Pearce, Chairperson of NADD Family 
Issues Committee and Parent Seat on NADD 
Board of Directors

Larke Huang, Senior Advisor in the 
Administrator’s Office of Policy Planning and 
Innovation, SAMHSA



Note from the editors
This issue contains history, philosophy and guidelines for posi-

tive practice and supports. Molly Hurst describes the initiation 
and development of START programs in Texas that provide crisis 
avoidance and stabilization services for individuals with dual diag-
nosis resulting in the reduction in their emergency room visits and 
hospitalization. Dr. Andy Wilson dispels the myths surrounding 
psychiatric consultation and describes the key role played by DSPs 
who provide important information to health care practitioners 
when these individuals may be unable to report their own informa-
tion due to their communication or cognitive challenges. Drs. Darin 
Schiffman and Richard Biagioli provide a timely alert regarding 
the assessment, treatment, and support of individuals with Pica 
and mouthing behaviors who transition from institutional care to 
community living. Dr. Jarrett Barnhill overviews proximal and dis-
tal effects upon mental and physical health associated with mood 
disorder related changes to the immune system. Dr. Travis Cos pro-
vides a broad overview of the historical trends in the conceptualiza-
tion of intellectual disabilities, including the relationship between 
how we view IDD and co-occurring psychiatric illness.

We commend the authors for their hard work, as evidenced in 
these articles, on behalf of and with individuals with dual diag-
nosis. We invite you to share your work with your colleagues by 
submitting articles to the NADD.

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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Share Your Expertise 
in 

Treatment and Services  
for 

Individuals with a Dual Diagnosis 
 

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.   
 
Submit a Research Article to the Journal of Mental Health Research in Intellectual 
Disability 
 
JMHRID seeks to publish empirically-based research and will include research on characteristics of 
persons with intellectual disabilities and mental health problems; risk and protective factors related to the 
development and/or prevention of mental health problems in persons with intellectual disabilities; 
development of screening and diagnostic instruments; effectiveness of behavioral, psychosocial and 
pharmacological treatment procedures (including group and single subject designs); literature reviews, 
including quantitative meta-analyses. Occasional conceptual reviews that provide for new understanding 
of theory or theoretical constructs will also be considered. 
 
Manuscripts should be in Microsoft Word or .rtf format, and should be submitted electronically according 
to the instructions available on the journal’s manuscript submission website 
(http://mc.manuscriptcentral.com/umid ). No paper copy is required. Manuscripts should be prepared in 
accordance with the latest edition of the Publication Manual of the American Psychological Association. 
 
For complete guidelines for preparing and submitting your manuscript to this journal see 
http://www.tandfonline.com/action/authorSubmission?journalCode=umid20&page=instructions  
. 
Submit a Book Manuscript to the NADD Press 
 
The NADD Press welcomes submission proposals for possible publication on topics concerning 
individuals with intellectual/developmental disabilities co-occurring with mental illness.  Authors interested 
in publication by the NADD Press can submit a proposal. For details, visit 
 
 http://thenadd.org/nadd-bulletin/submitting-manuscripts-for-possible-nadd-press-publication/   
 
Or contact Ed Seliger, Project Coordinator at eseliger@thenadd.org.  
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Upcoming Conferences/Trainings
************************************

State of Ohio NADD MI/DD 13th Annual Conference
September 21-22, 2014 • Columbus, OH

NADD 32nd Annual Conference & Exhibit Show
November 18-20, 2015 • San Francisco, CA

************************************

Fall Webinar Series
Friday, November 21 - The Role of the Behaviorist

Tuesday, November 25 - Evidence-Based Practice and Intellectual Disabilities
Tuesday, December 2 - Fetal Alcohol Spectrum Disorders: “The Invisible Disability,”

Thursday, December 4 - Mindfulness-Based Cognitive -Behavioral Therapy for 
Individuals with Intellectual Disability

Wednesday, December 10 - Forensic Issues with Clients with a Dual Diagnosis
Wednesday, December 17 - Rights of Persons with Intellectual Disabilities
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