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Note from the editorS

Just in time for the holidays, a bountiful year’s-end issue of the 
Bulletin. Veeraraghavan Iyer, MD provides a thoughtful analysis 
of the Connecticut service system for children with special needs. 
Jarrett Barnhill, MD considers the occurrence of irritability with 
varying levels of intellectual disability in three clinical vignettes. 
Lucy Esralew, PhD muses about the tensions between best 
practice and clinical pragmatism. Bob Klaehn, MD promotes 
the value of psychotherapy and therapeutic encounter with 
individuals with intellectual disabilities and/or autism. Rebecca 
“Bekki” Rodriguez, this year’s NADD recipient of the DSP Award 
for Excellence, provides highlights of her experiences at the recent 
NADD 36th Annual Conference and Exhibit Show.

This is my final Note from the Editor. I bid a fond farewell to 
the Bulletin readership as Co-Editor. It has been my pleasure to 
work alongside Jarrett Barnhill as Co-Editor, fly solo for several 
years as Editor and more recently work with Bob Klaehn as Co-
Editor. Thanks to them and to the indefatigable Ed Seliger for his 
guidance and support. I will next see you as a Bulletin contributor 
providing you with updates about my clinical activities through 
my Tales of an Itinerant Psychologist.

Bob Klaehn and I wish you all peaceful and joyous holidays and 
new year.

Lucy Esralew, PhD, NADD-CC
drlucyesralew@gmail.com
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An Analysis of Services for Children with 
Special Health Care Needs in Connecticut
Veeraraghavan J. Iyer, MBBS, MD, Institute of Living/Hartford Hospital

Abstract
Children with special health care needs 

(CSHCNs) including, but not limited to, au-
tism spectrum disorder (ASD) and intellectual 
and developmental disabilities (IDD) represent 
17% of the 736,000 children in the state of Con-
necticut (CT). Serving this cohort imposes great 
challenges on the various systems involved, 
viz., families, medical systems, and reimburse-
ment systems to name a few. The focus of this 
report is to understand the various components 
of this system. The components studied are ac-
cess to services, utilization of services, and cost 
incurred to serve. The hope is to elucidate out-
comes of such services and lack thereof, their 
implications, and future directions.

Introduction
As a clinical corollary, one could suppose that 

any ailment does not operate in isolation. Ailments 
have some implications on multiple organ systems. 
For instance, it is not uncommon for a person with 
chronic debilitating cancer to also experience clini-
cal depression. Similarly, it is not uncommon for 
a person with intellectual and developmental dis-
ability to have multiple psychiatric, neurologic, 
and medical comorbidities. Thus, the idea of a 
‘medical home’ model was born (Szilagyi, 2012). A 
‘home’ where all the necessary medical disciplines 
are managed under one roof. Therefore, an idea of a 
systemic approach to psychiatric illnesses is prac-
ticable. Through this work, an attempt has been 
made to understand the operating parts that serve 
children with special health care needs (CSHCNs) 
in Connecticut (CT). The components discussed 
are access to services, utilization of services, cost 
incurred to serve, and the outcomes of such ser-
vices and lack thereof. The lists of databases used 
to compile data are:
1. Center for Advancing Health Policy and Prac-

tice (n.d.)
2. Melek, Daniel-Perlman, & Stoddard-Daven-

port (2017)
3. Child and Adolescent Health Measurement 

Initiative (CAHMI) (2012)

CSHCNs
CSHCNs were identified in the surveyed stud-

ies based on the Maternal and Child Health Bu-

reau definition (Stein & Silver 1999). The Bureau 
defined CSHCNs as

“those who have or are at increased 
risk for a chronic physical, developmen-
tal, behavioral, or emotional condition 
and who also require health and related 
services of a type or amount beyond that 
required by children generally.”

The children surveyed in all the mentioned re-
ports met the five question screen criteria of ongo-
ing (1) need for prescription medication, (2) need 
for more medical or mental health care, or educa-
tional services than other similar-aged children, 
(3) limitation in doing things normal for the child’s 
age, (4) need for physical, occupational, or speech 
therapy, and (5) emotional, developmental, or be-
havioral problem that necessitates treatment or 
counseling (Van Cleave & Davis, 2008).

Relationship to Families
Among the 736,000 children in the state of 

Connecticut (CT), 17.3% are CSHCNs. These 
children comprised 25% of all CT households 
in 2016. Twenty one and a half percent of all 
CSHCNs households fell below the 100% Federal 
Poverty Level. Meaning, where families strug-
gled to procure basic three meals a day, they 
had the additional financial burden to care for 
CSHCNs. Twenty five percent of households car-
ing for CSHCNs lost their means of living by the 
end of the year as a result of their child’s health 
demands.

When stratified further, 47% of all CSHCNs had 
four or more functional impairments, suggesting 
severe medical/emotional needs. This number is 
an increase by 6.2% from 40.8% of all CSHCNs 
in 2011. The increase is remarkable when consid-
ering that the total CT population increase from 
2011 to 2014 has only been 0.4%. This alludes to a 
larger question for reasons of increased incidence 
of CSHCNs. One undeniable reason could be bet-
ter access to diagnostic systems. Although the 
premise is promising, any alluring direct evidence 
for this proposition is lacking.

Access to Healthcare Systems
Access to care, as defined by the Institute Of 

Medicine Committee on Monitoring Access to Per-
sonal Health Care Services (1993), is the timely 
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use of personal health services to achieve best 
possible health outcomes. Agencies participating 
in such a system are providers, the reimbursing 
entity including managed care organizations and 
carve out plans, the child protective services, and 
organizations providing various levels of care.

In CT, the number of child psychiatrists per 
1000 children is 0.22. While this may seem in-
adequate, compare this to the national average 
of 0.09.

With growing evidence supporting efficacy of 
community-based services, CT has seen a shift 
from congregate care settings to community-
based care systems. Since the demonstration of 
wraparound approach through the Mental Health 
Services Program for Youth (MHSPY) project in 
Massachusetts (Grimes & Mullin, 2006), CT has 
seen increase in wraparound services. One ambi-
tious culmination of implementing wraparound 
approach has been the Integrated Case Manage-
ment (ICM) services offered by the CT Medic-
aid. Another addition to such bridging programs 
is the Emergency Mobile Psychiatric Service 
(EMPS), funded by the CT Department of Chil-
dren and Families (“Mobile Crisis Intervention 
Services,” n.d.)

Since 2010, there has been a pleasant change 
in the landscape of systems of care in CT. This 
has been realized as recently established 23-hour 
assessment centers, 26 regional offices of the De-
partment of Children and Families (DCF), 13 De-
partment of Mental Health and Addiction Servic-
es (DMHAS) early adult service centers, ICM as 
part of Medicaid, 96 school-based health centers 
and 24 child guidance clinics in 90 sites including 
Applied Behavioral Analysis (ABA) services.

Utilization Trends of Services
For the sake of simplicity, utilization of servic-

es could be categorized into:
a. Utilization of emergency services
b. Health insurance utilization

Utilization of Emergency Services
Despite implementation of impressive services 

in CT, the utilization of emergency resources has 
observed a steady increase. The overall number 
of youths below 18 years who presented to hos-
pital emergency departments increased by 26% 
from 2001 to 2010. The increase between the 
years 2011 and 2012 alone has been 30%. This 
figure is significant, especially when considering 
the establishment of Emergency Mobile Psychi-
atric Services (EMPS) as a diversion from emer-
gency departments. EMPS utilizations have also 

increased by 31% from 2011 to 2014 (77% refer-
rals of which are from families and schools).

When wondering about the factors that may in-
fluence such dramatic increases in utilization ser-
vices, population increase could not be discounted 
as a possibility. When considering a population in-
crease by 0.4% between the 2011 to 2014, the pos-
sibility of an increase in the number of CSHCNs 
seems an unlikely reason for increased use of 
emergency services. As alluded to before, the data 
lacks correlation between incidence of CSHCNs, 
better diagnostic access, and increased utilization 
of such services. There is some clarity that EMPS 
utilizations have increased since their founding. 
The trends of service use are unaccountable from 
2009 through 2014 because annual CT emergency 
psychiatric service use and frequency of use data 
are not available. Hence, the true effect of EMPS 
services on reducing the use of hospital emergency 
services remains unclear.

Health Insurance Utilization
In 2013, 17% CSHCNs were insured, of which 

only 9% used insurance reimbursements. Among 
the insured CSHCNs, 5% had state health plans, 
while 17.2% used any services. A 2017 survey 
showed that the number of uninsured CSHCNs 
increased by 22,000. The number of CSHCNs 
inadequately insured (under and uninsured to-
gether) increased from 31.8% in 2007 to 38.5% in 
2009/10. This uninsured rate has gone further up 
from 0.3% to 4.9% from 2009 to 2016.

Cost
Over time, a number of means have resulted 

to fund services for CSHCNs. These span private 
plans, public plans, SCHIP/CHIP, SSI, Title V 
and Katie Beckett Waivers (Szilagyi, 2012) as 
shown in Box 1. Further, CT specific mandates in 
place are Federal Assistance Percentage of 50% 
and about 59% state funds allocated for Title 
V Block grant. Forty percent of CSHCNs in CT 
were served by public managed plans. Total Fed-
eral budget allocated for CSHCNs was $40 mil-
lion dollars in 2016. This remained unchanged in 
2017 despite the increase in serving population.

Outcomes
Outcomes could be classified as 

a. healthcare related and 
b. social

Health Care Related
There exist data showing profitable and effi-

cient utilization of managed care organizations. 
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Data is, however, inadequate to demonstrate 
correlation between improved care delivery and 
reduction of disease burden with betterment of 
systems. Data is unavailable to demonstrate the 
decrease in utilization of hospital emergency 
services with improvement in community-based 
care. Reimbursement rates for mental health 
providers remain 27-60% less than general medi-
cal/surgical providers serving similarly complex 
youth. This dis-incentive has played some role in 
decreased retention of providers in managed care 
based mental health systems (Melek et al., 2017).

Social
Children with ASD receiving special education 

increased by 83% from 2011 to 2014. The out-of 
pocket expenses for families increased signifi-
cantly. This is in line with the observations of in-
creased under-insured families. This burden also 
directly corresponds to 25% families ceasing to 
work as a result of their child’s mental health de-
mands suggestive of significant financial burden 
on families.

Discussion
A few generalizations could be derived from 

extant literature regarding the trends of health 
care management. Firstly, increased access to 
health insurance promotes the use of health ser-
vices (Benedict, 2006). There is also consensus 
that health management trends derive direction 
largely from profit-driven principles (Szilagyi, 
2012). Observations that by limiting choices to 
preferred service providers, and mandating prior 
approval and concurrent review programs the 
cost of services could be contained. This seemed 
like a convincing argument in favor of profit driv-
en care delivery. A report by Dickey and Azeni 
(1992) disputed this supposition and showed 
that even though the inpatient length of stay 
decreased as a consequence of insurance review 
programs, there was an increased cost associated 
with this as a result of insufficient inpatient sta-
bilization and subsequent increase in emergency 
visits. These and other cost cutting strategies 
such as high deductible-low premium plans have 
culminated into the race of managed care and 
carve-out forms of care delivery.

In further attempts to reduce cost burden, 
state funds and other programs were carved out 
in Medicaid, along with mandated coverages in 
private insurance plans. This has led to focused 
budgeting and care delivery. This efficiency is 
sharpened by coordination of care models such 
as ICM and other wraparound services. 

Secondly, the disparities in access to insurance 
coverage are well established (Lê Cook, 2007). 
Lower socioeconomic groups and families with 
lower levels of education are largely affected. 
This may support observations of the high rate 
of under-insured CSHCNs in spite of increase in 
state-wide services. This makes information dis-
semination about the availability of access all the 
more important. Thirdly, Van Cleave and Davis 
(2008) make a compelling argument that preven-
tive primary care visits and school-based screen-
ing systems are best strategies for early screen-
ing, referral, and thereby efficient means of ac-
cess to mental health. Perhaps, an additional 
measure for consideration through such screen-
ing processes could be to identify families from 
lower socioeconomic levels and provide necessary 
information to obtain optimal healthcare access. 
This might be an especially promising strategy 
considering the increasing numbers of CSHCNs 
to be served, the chronicity of their disabilities, 
and the cost of burden which is likely predicted 
to have an incremental trend.

While acknowledging the financial burden on 
families, the topic of inescapable caregiver burn-
out is seldom discussed. While the focus has been 
on child mental health, how this reflects on adult 
family member’s mental health and thereby the 
implications on adult mental health systems is 
not clearly studied. This larger butterfly effect 
may have remained subliminal, but certainly is 
worth looking into.

As a closing argument, there is always scope 
for improvement in any given system. Self-as-
sessments and internal and client-derived qual-
ity improvement surveys will remain an integral 
part of growth of this complex youth mental 
health system. Future directions for research 
to consider are studying sustained effects of 
wraparound and collaborative services, the cor-
relation between emergency service use and in-
crease in community services, effects of empha-
sis on primary prevention models, interactions 
between child and adult mental health systems, 
and strategies to improve access to services.
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Neuroscience Reviews

The Problem of Irritability in IDD
Jarrett Barnhill MD DLFAPA, FAACAP

Intellectual disability is a subset of neurode-
velopmental disorders characterized by global 
impairments in cognition, executive functions, 
and a spectrum of delays in social and adaptive 
skills that influence educational and occupation-
al achievement as well as the skills of daily liv-
ing. The severity of ID relates to these deficits in 
complex ways. In other words, there is a range of 
deficits associated within each level of ID making 
it difficult to establish firm predictions. The fol-
lowing scenarios provide just a few examples of 
variability among three individuals with mild ID 
(Deutz et al., 2019; Jha et al., 2019; Riglin, et al., 
2019; Wiggins et al., 2016). 
1. Scenario A: AZ is a 24 year old with mild ID 

with chronic schizophrenia. For AZ, irritabili-
ty escalated in the context of his difficult tem-

peramental style, disinterest and avoidance 
of social relationships, high levels of parental 
discord, unmet needs secondary to parental 
refusal to accept community supports, and 
a history of physical abuse associated with 
mild head trauma. During childhood, teach-
ers noticed persistent irritability and signifi-
cant language-related learning disorders. His 
oppositional and asocial behaviors increased 
during childhood. His family refused any ed-
ucational, behavioral, or mental health sup-
ports. By adolescence, his social isolation, lack 
of motivation, anhedonia, moodiness, and ir-
ritability prompted a referral for possible de-
pression. AZ’s parents refused psychotherapy 
but did agree to multiple, largely ineffective 
antidepressant/mood stabilizer trials. 
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During mid adolescence, his irritability in-
tensified and aggression towards his siblings 
and parents intensified. AZ no longer seemed 
interested in most activities and rarely spoke 
to anyone except “Eloi” living under his bed. 
He dropped out of school stating that his 
teachers were not human and were stealing 
his thoughts and replacing them with fearful 
thought and ideas. Noting his history of early 
childhood trauma, his provider referred AZ to 
a trauma-focused CBT program at his local 
mental health center but his parents never 
followed up. Child Protective Services were 
consulted, and substantiated current medical 
neglect but no evidence of ongoing physical 
abuse. 

His parents assented to a referral to a lo-
cal university hospital behavioral health 
program. He was hospitalized secondary to 
increasingly violent outbursts, chronic irri-
tability, and increasing signs of a psychotic 
illness. AZ’s neurological work-up was nega-
tive. Genetic and metabolic workup and ba-
sic laboratory studies were noncontributory. 
Neuropsychological and psychological test-
ing supported the mild ID diagnosis as well 
as changes in several cognitive domains. AZ 
received a diagnosis of schizophrenia, mild 
ID, and a history of head trauma. His initial 
response were positive to antipsychotic meds, 
and an adaptive form of CBT. 

At last follow-up, he remained noncompliant 
with his CBT but was taking his antipsychotic 
on an irregular basis (American Psychiatric 
Association, 2013; Buckley, 2012; Fletcher et 
al., 2016; Garvey et al., 216). 

By the age of twenty AZ’s schizophrenia 
evolved into a negative-symptom predomi-
nant, failed three second generation antipsy-
chotics (SGAs). Like many individuals with 
this clinical presentation, AZ had multiple 
hospitalizations, multiple drug combinations, 
and eventually runaway polypharmacy. He 
eventually responded to clozapine, and his 
other ineffective meds were slowly with-
drawn. AZ is back in CBT with a therapist 
well-trained in trauma-focused interventions. 
Clozapine was also helpful for his irritability 
and aggressive behaviors (Buckley, 2012). 

2. Scenario C: CX is a 23 year old with mid ID. 
He is the product of a premature delivery (28 
weeks) that required an extended stay in neo-
natal intensive care in which he experienced 
significant neurological and gastrointestinal 
complications. Early neuroimaging studies 

showed evidence of periventricular encepha-
lomalacia (white matter damage) that con-
tributed to mild static encephalopathy (spas-
tic diplegia -cerebral palsy), speech dyspraxia, 
and significant delays in fine motor skills. 
Temperamentally, he was a difficult infant, 
fussy eater, irregular sleep, bowel and feeding 
habits, irritability, difficulty with state regu-
lation (self-soothing and regulation), signifi-
cant hyperactivity, and impulsivity). In addi-
tion to tantruming, CX was prone to explosive 
aggressive behaviors across multiple settings. 
His parents felt overwhelmed at times by his 
irregular sleep patterns, impulsivity and se-
vere behavioral outbursts. 

The parents enrolled him in a pre-K pro-
gram to help with his social skills. Almost 
immediately, there was a significant upsurge 
in irritability, hyperactivity, and aggressive 
outbursts. As a result, there were frequent 
calls for the parents to pick him up. His pe-
diatrician balked at the idea of psychotropic 
drugs without behavioral and parent sup-
ports. The pediatrician referred the family to 
a developmental pediatrician at a local uni-
versity-based center. According to his fam-
ily, he made great strides in a highly struc-
tured developmental program with additional 
speech-language and physical therapy. There 
were gradual improvements in fine motor co-
ordination, gait, and speech articulation and 
social communication. 

His parents were active participants in pro-
grams that focused on positive psychological 
approaches as well as enhancing their pa-
rental skills and capacity to help their son 
adapt to his sensitivities and temperamental 
needs. Although still intolerant of high levels 
of novel experience, noise, or large groups. 
His hyperactivity, impulsivity, and irritabil-
ity persisted, so his developmental pediatri-
cian prescribed modest doses of psychostimu-
lants that helped attenuate his hyperactiv-
ity/impulsivity and irritability (Addington & 
Rapoporrt, 2012; Conn, 2017; Donaldson & 
Hen, 2015; Rutter, 2002). 

3. Scenario B: BY is a 21 year-old female with mild 
ID and good language and social skills. She 
grew up in a supportive household who helped 
her adapt to temperamental style. The family 
lacked a history of substance abuse, parental 
psychopathology, or overt family dysfunction. 
An assessment of attachment styles and tem-
peramental traits during early childhood sug-
gest a stable pattern of attachment, as well as 
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no evidence of neglect, abuse, or food/living/pa-
rental availability uncertainties. 

Her parents noticed a moderate degree of 
irritability in the context of a threshold for 
arousal and emotional reactivity; a negative 
affective response with slow adaptability and 
mild withdrawal in the face of novel experi-
ences; and persistence of negative emotional 
states and mild behavioral inhibition. Her 
parents recognized her temperamental style 
and did their best to match his environment 
to her temperament. Then along came a little 
sister, and she recapitulated some features 
of her slow to adapt temperamental traits. 
Once again, her family worked through this 
upsurge in irritability. She is currently a well-
adjusted child and occasionally responds with 
increased irritability and slow adaptability 
to major changes in her social environment. 
There is no aggression, disruptive behavior, 
overtly oppositional behavior nor significant 
anxiety. She decided that she wants to be a 
firefighter when she grows up. 

These three scenarios depict a sometimes-frus-
trating reality—irritability does not occur in a 
vacuum, and multiple factors can influence the 
developmental trajectory of negative emotional 
responses. BY exhibits irritability as a tempera-
mental variant that is modifiable by enhancing 
goodness of fit between parents and their child. 
Significant mismatches or lack of “goodness of 
fit” can increase the risk for more many forms 
of psychopathology. From this perspective, ir-
ritability appears to be a malleable develop-
mental phenomena. This flexibility allows for 
compensation, and even difficult temperamen-
tal styles may determine significant behavioral 
issues. Temperament is a broad endophenotype 
that functions along the lines of a final common 
pathway. This concept implies that temperament 
both influences and is influenced by the complex, 
multidirectional interactions between gene ex-
pression, intrauterine, birth, and early childhood 
insults, early dyadic and family relationships, 
trauma, and a variety of ecological events. These 
factors render temperament a probabilistic not a 
deterministic phenomenon and undermine any 
ideas about notions of certainty about predicting 
outcome (Barnhill, 2016; Conn, 2017; Jha et al., 
2019; Wiggins, et al., 2016). 

Even though there are remnants of BY’s slow 
to adapt temperament, her parents helped her 
learn to attenuate the intensity of these traits 
(matching). Their efforts to match their responses 
to BY’s temperamental style is an early interven-

tions approach that may reduce the risk for sub-
sequent mental disorders. The skills she learned 
enhanced adaptive skills as well as also fostered 
resilience. Their efforts provided BY with useful 
skills to future encounters. There may be future 
stressors that stir up old temperamental inclina-
tions, suggesting the benefits of pulsed interven-
tion designed to focus on mastery of these later 
developmental challenges (Barnhill, 2016; Barn-
hill & McNelis, 2012). 

CX on the other hand, presents a more com-
plex set of problems. His cluster of neurodevelop-
mental problems increased the risk of a difficult 
temperament that posed a serious challenge for 
his young parents but they were able to find a 
program that worked with BX’s neurodevelop-
mental needs, provided parental education and 
support services, and a reasonable trial of stimu-
lant medications within a positive psychological 
setting. Without such developmentally appropri-
ate interventions, CX was also at risk for sig-
nificant externalizing behaviors. Although many 
of these children also carry a genetic risk for a 
range of severe psychopathology. Early systemic 
interventions and parental training can have 
positive impacts in spite of a high polygenic risk 
score (markers for genetic risk) by reducing the 
levels of distress, risk for abuse/neglect, a run-
away feedback loop that can increase the risk for 
psychiatric comorbidity and lessen the efficacy of 
available treatment approaches. In this system, 
the introduction of stimulants as adjunctive ther-
apy is to maximize programmatic gains, not as 
primary treatment for “challenging behaviors” or 
to treat ADHD. The goal of psychopharmacology 
in this context is to augment existing treatments 
and then gradually wane as tolerated, once the 
child has sufficient gains. Even if the child needs 
continued pharmacotherapy, treatment response 
can be monitored and modified. The goals for the 
psychopharmacologist are to monitor clinical ef-
ficacy, avoid side effects, early recognition of new 
emerging psychiatric disorders, taper medica-
tions within a functioning therapeutic program 
and make every effort to minimize runaway poly-
pharmacy (Barnhill, 2016; Barnhill & McNelis, 
2012; Deutz et al., 2019; Jha et al., 2019; Wiggins 
et al, 2016). 

AZ presents another set of treatment needs. 
Schizophrenia is a complex disorder that al-
though relatively rare is frequently misdiag-
nosed. Our job in AZ’s case is to sort out these 
influences and design programs to meet the 
complex needs of this young man. All too often, 
our approach resembles a group of blind people 
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examining an elephant. Each may espouse a 
single theory of causality and treatment. For AZ, 
an ecological, systemic approach synthesized a 
formulation that incorporated the many factors 
associated with chronic, severe mental disorder. 
In this approach, the translational nature of ir-
ritability serves to predispose, precipitate, and 
sustain his chronic disorder. Each factor listed 
in this case example, needs careful exploration 
and developing a time line of life stressors, his 
responses (impact on irritability), actions taken 
and number of treatment events (including be-
havioral, medical, pharmacological interven-
tions), careful review of adverse drug effects, and 
an ongoing assessment of treatment efficacy. In 
this process, we should also be thinking in more 
systemic terms, since no complex illness exists 
in a vacuum. In short, the biopsychosociology of 
AZ’s mental disorder is the convergence of mul-
tiple influences and requires an integrated and 
comprehensive ecological approach (Barnhill, 
2016; Barnhill & McNelis, 2012: Buckley, 2012; 
Insel et al. 2010; Rutter, 2002). 

In summary, each of these issues addressed 
in these scenarios is fundamental to our un-
derstanding of irritability. Synthesizing and 
formulating these many variables requires a 
systemic and systematic approach that looks 
at irritability in the context of shared or over-
lapping prodromal, predisposing, precipitating 
and perpetuation factors (Riglin et al., 2019; 
Deutz et al. 2019; Jha et al., 2019; Barnhill, 
2016). This suggestion is an attempt to reduce 
heterogeneity, improve diagnostic certainty, 
and better design and implement effective in-
terventions. Next up is a look at irritability as 
a risk factor in the development of mood and 
anxiety disorders. In order to make this inves-
tigation, we will need to continue our dissection 
of irritability in terms of risk scores (PRS), age 
of onset, gender dimorphisms, and comorbidi-
ties on assessment and treatment.
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For further information, contact Dr. Barnhill 
at Jarrett_Barnhill@med.unc.edu

Confessions of a Psychologist with BiCoastal 
Disorder
Lucille Esralew, Ph.D.

Do not bother to look up BiCoastal Disorder 
in the DSM-5, you won’t find it. The etiology of 
this disorder is being born, raised and steeped in 
the values of one coast (NY/NJ) while currently 
living and working on the other coast (northern 
California). It is characterized by the following 
hallmark symptoms: cultural malaise, aberrant 
use of colloquialisms, thermal confusion, and 
frequent and tiresome references to past experi-
ences (‘When I was in NJ, I used to…’)

However, this is not the real import of what I 
want to communicate to you. I really want to con-
sider the dialectical tension between best prac-
tice and real-world psychology. For that, I need 
to bring you back, with me, to the time I was a 
senior in high school in Brooklyn in 1968-1969. 
At that time, I was less drawn to Psychology and 
more enamored with literature and writing. I had 
the good fortune of volunteering in the English 
Department and was assigned to assist the then 
Chair. He was a funny and perspicacious middle-
aged man who was fond of dropping unsolicited 
aphorisms by way of advisement. Among my 
favorites were two stock sayings that he threw 
out regularly as unsolicited advice to me to “…
be wary of things that appear or are deemed good 
by unfortunate comparison” and “…let not the 
perfect be the enemy of the good.” In my close 
to 50 years in human services, more than half of 
which have been spent working serving individu-
als with disabilities, I have had numerous occa-
sions to revisit both sayings. 

These sayings have served as conceptual coast-
lines for me. I travel between them. I want best 
practice to be the standard against which I de-
termine something is “good,” not accepting what 
is insufficient, even if it is the only available re-
source. Yet I need to be real-world and have of-
ten accepted what is available, yet I should not 

ignore the successive approximations that nudge 
us closer to best practice. In other words, I hope I 
do not let the best practice standard obscure the 
value of what is currently done even when it falls 
short of that standard.

I spent many years working in New Jersey, 
where I was often frustrated by the unwilling-
ness of people to partner around the deployment 
of existing resources on behalf of persons served. 
We had the resources, but we did not have the 
cooperation. As a result, there was redundancy, 
inefficiency, and lack of equity in delivering clini-
cal services to individuals with dual diagnosis. 
More recently I have been living and working 
in northern California, where there is an abun-
dance of good will and good intention but limited 
resources. Lack of cooperation only gets you so 
far even with plentiful resources and good intent 
only gets you so far with lack of resources. (Sor-
ry… I am beginning to sound like the aphoristic 
Chair of my high school English Department for 
whom I volunteered.). 

I have spent half of my career as a Psychologist 
delivering services to community-based individu-
als with disabilities. What is true for either coast 
is that clinicians are often driven by necessity, 
not by best practice. I have learned to be prag-
matic. I strive towards best practice as a clini-
cian, a supervisor, and an administrator, but I 
also need to be real-world in my considerations. 
With what do I have to work and with whom?

Deemed Good by Unfortunate Comparison
How do I remain grounded in what is available 

and realistic while nudging everyone towards 
best practice? I am sitting at an IEP among indi-
viduals who are essentially blaming an 18-year-
old for being on the autism spectrum. They have 
just finished cataloguing his limitations aca-
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demically, socially, and behaviorally. We are all 
seated at a table, and I am watching him sink 
lower and lower into his chair. I am thinking he 
needs someone who can see his strengths and 
pitch programming towards those strengths. As 
I look around, I do not see any likely candidates 
among the school personnel seated at the table. 
So, I begin talking about his interest in art, his 
desire to be helpful, and how he is relational—
his demonstrated ability to show others that they 
matter to him.

However, I am thinking about the reality that 
I am infrequently with him. The people seated at 
the table are the ones who interact with him daily. 
I am wondering how to nudge these staff towards 
what might help this youth be more successful. 
The Principal appears to be seeking my under-
standing and support after citing the usual sus-
pects: the school has trouble recruiting or retain-
ing staff, there are not enough aides to give this 
young man the individualized attention he needs, 
they cannot safely support him in the school. I am 
throwing out suggestions, and I can see the prin-
cipal and the other school personnel are polite but 
disinterested; it is a foregone conclusion that he 
will be thrown out of the school. They are rational-
izing to the parents and to me that this is the best 
that they have to offer. I am thinking this is nei-
ther the best that they have to offer nor is it even 
acceptable. However, I am a pragmatist and opt 
to advocate for him to be in another setting where 
the staff have more experience working with youth 
on the spectrum. Moreover, I intend to circle back 
to this group and provide some training on ante-

cedent manipulation, positive routines, and use of 
visuals within the classroom. The very things that 
the school staff could have used to work with this 
young man. Although it will not help this 18-year-
old, it might help another child on the spectrum. 
Now comes the third and final saying that I will 
throw your way: You can always do something. 
To my way of thinking, this is my resolution of 
the tension between the two earlier sayings that 
I learned from my esteemed high school English 
Department Chair.

Among the things I have learned I can do, in-
clude:

Question and not blithely accept the status quo
Identify and strive towards best practice
Identify and acknowledge successive approxi-

mations towards best practice
Take every opportunity to educate others about 

and ask them to consider best practice
Provide family coaching
Seek to develop capacity through peer mentors
Always align the services that I offer to what 

people tell me they deem most important to them
Encourage a consideration of cultural diversity 

in our mental health practice among fellow clini-
cians, students, co-workers

Encourage a consideration of ethics in our 
mental health practice among fellow clinicians, 
students and co-workers

Always encourage curiosity about our role in 
making things better

For further information, contact Dr. Esralew at 
drlucyesralew@gmail.com. 

Klaehn’s Kolumn

Psychotherapy for People with ID and/or Autism
Bob Klaehn, M.D. 

This quarter’s column will discuss the impor-
tance of psychotherapy for your patients with in-
tellectual disability and/or autism. When I was 
Medical Director for Arizona’s Division of Devel-
opmental Disabilities, I worked with the state’s 
mental health agency to bring Dr. Robert Fletch-
er to the state to put on a day-long program on 
psychotherapy for persons with developmental 
disabilities after I was told by many providers 
that they didn’t have therapists with the skills 
to work with this population. But as Dr. Fletcher 
told the attendees, if you have the skills to work 
with children, you have the skills to work with 

persons with intellectual disabilities and/or au-
tism spectrum disorder. This was back in in the 
mid-2000’s, but since then there are multiple 
studies showing the efficacy of various types of 
psychotherapy for persons with developmental 
disabilities and mental health conditions (includ-
ing Cognitive Behavioral Therapy for persons 
with autism spectrum disorder and Dialectic Be-
havioral Therapy for persons with intellectual 
disabilities).

But I think that brief therapeutic interac-
tions can also be helpful for everyone, including 
persons with DD and MH issues. When I teach 
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psychiatric residents, I have told them that they 
can use psycho-therapeutic interventions dur-
ing medication reviews and that they will often 
have to manage their patient’s transference is-
sues even in “med checks.” I have believed this to 
be true since early in my career; let me illustrate 
this with another clinical story. 

Katrina (the patient’s name has been changed) 
is a 14 year old female who was referred for eval-
uation at the Waisman Center in Madison, Wis-
consin, the University Affiliated Program where 
I worked shortly after leaving training. The pre-
senting issue was a history of repeated anger out-
bursts that were jeopardizing her school place-
ment and putting her younger siblings at some 
risk. However, it became clear during my inter-
view with Katrina, that she had the false belief 
that “good people don’t get mad.” This resulted 
in her not expressing her anger, creating a situa-
tion where her anger would build and build until 
she “exploded,” her reaction being out of propor-
tion to the situation. We talked about whether it 
is “OK” for someone to get mad; Katrina thought 
that it was not OK under any circumstances. I 

then asked her, “Do you think I ever get mad?” 
and her quick response was, “Oh, no! You’re a 
doctor, you would never get mad!” (Obviously, 
she had never seen me behind the wheel of a car!) 
Then I explained that, yes, I did get mad and told 
her about getting mad at someone who cut me off 
in traffic on the way to the Center that day. We 
talked about what to do with anger, like talk to a 
family member or good friend, or if a person was 
really mad, then maybe hitting a pillow would 
be OK. 

I heard back from the family several weeks 
later and they reported that they had found a 
counselor who would work with Katrina and that 
her anger outbursts were greatly diminished in 
frequency and intensity. I continue to be present 
and interactive with my patients with Develop-
mental Disabilities, sharing a personal story as 
appropriate. I hope that you will, in your own 
work, turn every interaction into a potentially 
therapeutic one. 

For further information, contact Dr. Klaehn at 
rlklaehn@gmail.com.

DSP Interests and Concerns

A Taste of New Orleans
Rebecca Rodrigues, NADD-DSP, Fayette Services 

On October 25, 2019, the NADD DSP Award 
for Excellence was presented to Rebecca “Bekki” 
Rodrigues, NADD-DSP of Fayette Services in 
Pennsylvania. This prestigious award is given 
to a Direct Support Professional whose contri-
butions to the field have significantly improved 
the lives of people with IDD and mental health 
needs. In her nomination submission, Rebecca’s 
colleagues, Kathryn Susano Morris and Kelly 
Knarr, describe Rebecca as “an outstanding certi-
fied NADD DSP, supervisor, and person, and an 
asset to every team that she is part of.” They go 
on to explain Bekki’s commitment: “She spends 
quality time determining what is important to 
the person that she supports and ensures that 
the information is shared with every member of 
the team. Rebecca attends trainings and meet-
ings to increase her knowledge base in the field 
of dual diagnosis, and willingly shares the infor-
mation with the people that she supports and the 
staff that she supervises. In her leadership role, 
she provides supervision and support to the staff 
while assigning responsibilities and holding the 

staff accountable for achieving the stated goals of 
the participants.” Bekki highlights her experience 
below.

This October I was fortunate enough to attend 
the NADD 36th Annual Conference and Exhibit 
Show.  The theme was Parading through Life: 
Celebrating Resilience, Joy and Wellness...Let-
ting the Good Times Roll in New Orleans. What 
an amazing time I had!  I was able to meet some 
truly amazing people.  Everyone who is involved 
with an association like NADD is a compassion-
ate person.  Imagine being with a group of people 
that are all dedicated to the advocacy of those 
with dual diagnosis, ensuring that it’s going to 
be an inspiring event where we all can share in-
sights and learn from each other.  

One of the DSP skill building sessions, Mental 
Health Approaches to Behavior, was the perfect 
refresher on the complexity of a dual diagnosis; 
being able to distinguish between behavior or 
symptom.  I received useful information that I 
was able to take back to my team.  I shared with 
them how we can use ABC—Antecedent Behav-
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ior Consequences—to see what is under the sur-
face, and how we as DSPs can help to prevent 
behaviors.  We learned how to build a person-
centered tool kit using a team-based approach 
and the importance of DSPs being included in 
the planning.  A competent staff is key to being 
able to give quality support.

I have a greater understanding of risk and pro-
tective factors; once we recognize what is a risk 
we can help create protective factors and put 
adequate behavior supports in place.  I learned 
about Compassion Fatigue, Stress and Self-care. 
It is so important that we take care of ourselves 
and not get burnt out.  A fun way we were taught 
to remember this is “The Spices of Life.” We need 
all of these six. We need to make sure that we 
aren’t letting ourselves be depleted in any of 
those areas.

Social
Physical

Intellectual
Creativity
Emotional
Spiritual

This was a unique and enlightening experi-
ence. The good times definitely did roll!

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

Just in time for the holidays, a bountiful year’s-end issue of the 
Bulletin. Veeraraghavan Iyer, MD provides a thoughtful analysis 
of the Connecticut service system for children with special needs. 
Jarrett Barnhill, MD considers the occurrence of irritability with 
varying levels of intellectual disability in three clinical vignettes. 
Lucy Esralew, PhD muses about the tensions between best 
practice and clinical pragmatism. Bob Klaehn, MD promotes 
the value of psychotherapy and therapeutic encounter with 
individuals with intellectual disabilities and/or autism. Rebecca 
“Bekki” Rodriguez, this year’s NADD recipient of the DSP Award 
for Excellence, provides highlights of her experiences at the recent 
NADD 36th Annual Conference and Exhibit Show.

This is my final Note from the Editor. I bid a fond farewell to 
the Bulletin readership as Co-Editor. It has been my pleasure to 
work alongside Jarrett Barnhill as Co-Editor, fly solo for several 
years as Editor and more recently work with Bob Klaehn as Co-
Editor. Thanks to them and to the indefatigable Ed Seliger for his 
guidance and support. I will next see you as a Bulletin contributor 
providing you with updates about my clinical activities through 
my Tales of an Itinerant Psychologist.

Bob Klaehn and I wish you all peaceful and joyous holidays and 
new year.

Lucy Esralew, PhD, NADD-CC
drlucyesralew@gmail.com
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