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Objectives

• Recognize the utility of a dual diagnosis approach in treating 
mental health conditions in individuals with developmental 
disabilities

• Review common mental health disorders and how they may 
manifest differently in individuals with developmental 
disabilities

• Describe how community members can play an active role in 
the treatment and advocacy for individuals with DDs

• Review community resources for people with developmental 
disabilities in Oklahoma



Dual Diagnosis



Mental Health Disorders in Individuals with 
Developmental Disabilities

• Prevalence of mental health disorders in individuals with ID/IDD is 
4-5 times higher than the general population (Rush et al, 2004)

• Psychiatric illnesses were present in 10-40% of individuals with ID 
(Rojahn & Tasse, 2002)

• Twenty to thirty-five percent of non-institutionalized individuals 
with ID have a comorbid psychiatric disorder compared to 15-19% 
of the general population (Graziano et al, 2002)



Co-occurring developmental disabilities

• Intellectual Disability/Intellectual Developmental Disorder

• Autism Spectrum Disorder

• Intellectual Disability + Autism Spectrum Disorder



Intellectual Disability 
(Intellectual Developmental Disorder)

• To make a diagnosis of Intellectual disability in DSM 5 (Intellectual 
Developmental Disorder), one must have 3 things:

• Deficits in intellectual functions confirmed by clinical assessment 
and individualized, standardized intelligence testing, i.e. IQ score 
less than 70 (+/- 5 point margin of error)

• Increased emphasis on deficits in adaptive living skills: social, 
practical, and conceptual domains.

• Symptoms begin in childhood or adolescence.





Adaptive Behavior
Domains and Index Subdomain

Communication Receptive
Expressive
Written

Daily Living Skills Personal
Domestic
Community

Socialization Interpersonal Relationships
Play and Leisure Time
Coping Skills

Motor Skills Fine
Gross

Maladaptive Behavior Index Internalizing
Externalizing
Other





What is Autism Spectrum Disorder?

• Persistent deficits in social communication and interactions

• Restricted/repetitive interests or patterns of behavior
• Symptoms must:

• Be present during early development
• Cause clinically significant impairment in functioning
• Not be explained by intellectual disability or global developmental 

delay.

• Deficits range from mild to severe.

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5); American Psychiatric Association, 2013. 



Examples of Social Skills Delays in ASD

• Doesn't keep eye contact or makes very little eye contact
• Doesn't respond to a parent's smile or other facial expressions
• Doesn't look at objects or events a parent is looking at or pointing 

to
• Doesn't point to objects or events to get a parent to look at them
• Doesn't bring objects of personal interest to show to a parent
• Doesn't often have appropriate facial expressions
• Unable to perceive what others might be thinking or feeling by 

looking at their facial expressions
• Doesn't show concern (empathy) for others
• Unable to make friends or uninterested in making friends



Examples of Communication Delays in ASD

• Doesn't say single words by 16 months
• Repeats exactly what others say without understanding the meaning (often 

called parroting or echoing)
• Doesn't respond to name being called but does respond to other sounds (like a 

car horn or a cat's meow)
• Refers to self as "you" and others as "I" and may mix up pronouns
• Often doesn't seem to want to communicate
• Doesn't start or can't continue a conversation
• Doesn't use toys or other objects to represent people or real life in pretend 

play
• May have a good rote memory, especially for numbers, letters, songs, TV 

jingles, or a specific topic
• May lose language or other social milestones, usually between the ages of 15 

and 24 months (often called regression)



Examples of restricted, repetitive 
behaviors/interests/activities

• Restricted or fixated interests 
• Insistence on sameness, routines or patterns of 

verbal/nonverbal behavior
• Stereotypic movements, use of objects (lines toys/spinning), 

or speech (echolalia/idiosyncratic speech)
• Sensory issues



DSM-5: ASD as a Continuum

• Levels 1 through 3: Social Communication and Restricted interests 
and Repetitive Behaviors

• With or without accompanying language impairment
• With or without accompanying intellectual impairment
• Associated with a known medical or genetic condition or 

environmental factor



Autism is on the rise…

• ASD affects 1 in 44 children in the U.S.
• Increase in prevalence since the 1990s
• Affects more than 5 million American adults-boys 
4x more likely

• Average age of first diagnosis: 4.5 yo

MMWR Surveillance Summaries March 28, 2014 / 63(SS02);1-21 MADDSP: Metropolitan Atlanta 
Developmental Disabilities Surveillance Program 



Autism and Developmental Disabilities 
Monitoring Network (ADDM)

• Objective: To understand the magnitude and 
characteristics of the population of children with autism 
and related developmental disabilities 

• Currently there are 11 funded ADDM sites, plus CDC/MADDSP 
• Autism prevalence among 8 year olds is monitored in all 

sites 
• Piloting autism surveillance among 4 year olds in six sites 
• Some sites track Cerebral Palsy (4) or Intellectual Disability 

(7) 





AAP Screening Recommendations

• Well child visits for all children should include:
• Developmental monitoring (informal probing 

about development and behavior at every well-
child visit)

• Developmental Screening: Autism specific 
screening when children are at 18 and 24 or 
30 months of age

• However, children should be evaluated at any 
age if a parent or professional has concern 
about the possibility of an ASD. 

AAP Policy Statement on Developmental Screening (2006) 
AAP Clinical Report on Diagnosis of Autism (2007) 



Screening and Assessment Cont.

• Medical assessment of children with ASD should include a comprehensive 
physical examination, hearing screen, and genetics evaluation.

• Additional evaluations are warranted if there are unusual symptoms such 
as history of developmental regression, facial dysmorphology, staring 
spells/seizures, or family history of disabilities/genetic syndromes). 15

• American Academy of Pediatrics Surveillance and Screening Algorithms 
for ASD:  https://pediatrics.aappublications.org/content/120/5/1183

https://pediatrics.aappublications.org/content/120/5/1183


What can we do to support people and 
families with developmental disabilities?



Typical challenges someone with DDs may 
face

• Stress and Daily Life
• Multiple living environments
• Separation from families and communities at a young age
• Disrupted or unstable relationships
• Abuse, mistreatment, or neglect



Challenges in making a mental health 
diagnosis

• 1) Mental health and behavioral disorders can be 
difficult to diagnose.

• 2) There are systemic challenges.

• 3) Mental health issues are often overlooked.



Health & Social System Limitations

• Healthcare and support systems often fall short.
• Lack of providers with expertise in working with 
these individuals.

• Access issues
• Changes in residence or frequent hospitalizations 
can disrupt continuity of care.

• Budget issues may reduce or terminate services.



Overlooked psychiatric issues

• Many people overlook the need for mental 
wellness in people with developmental 
disabilities.

• Informed staff and professionals are needed to 
bridge the gap between mental health and 
disabilities’ service structures.



Steps Towards Understanding

• Work to understand the 
meaning or function

of the behavioral problems.



STEP ONE

Make a list of all the possible reasons for the person’s 
challenges.

• Use family members and staff as part of the team.
• Think like a detective.
• Verify they have a primary care provider and are 

being evaluated medically on a regular basis.



Possible reasons for behavioral regression:

• Environment (new staff member/client, change in housing, change in 
routine, different expectations)

• Sleep
• Medical condition/sensory sensitivities
• Medication side effect
• Language deficit that can be addressed
• Trauma/abuse
• Treatable mental health condition such as anxiety or ADHD
• Puberty





STEP TWO

• Consider the person’s developmental level and 
goals and achievements appropriate to their 
developmental needs.





STEP THREE

• Consider the person’s emotional 
development and how the person’s 
experiences and history may impact the 
current situation.



Trauma & Abuse

• Children with disabilities are at least three times more likely to be 
abused or neglected than their peers without disabilities (Jones et al., 
2012)

• Not all forms of disability carry the same level of risk, and not all 
children diagnosed with the same type of disability experience 
maltreatment equally. 

• For example, children with disabilities such as attention deficit/hyperactivity 
disorder, may be vulnerable to physical abuse by parents or caregivers who may 
become frustrated by their behavior. 

• Children who rely on adults for their care, as well as children who are 
nonverbal or hearing impaired, may be more likely than others to experience 
neglect or sexual abuse (Centers for Disease Control and Prevention, 2017).



Risk Factors for Abuse/Neglect

• Disabilities may result in feelings of isolation and powerlessness in children that 
prevent them from reporting abuse (Palusci, Datner, & Wilkins, 2015). 

• Limited ability to protect themselves or to understand what maltreatment is or 
whether they are experiencing it (Lightfoot, 2014)

• Older youth with disabilities have higher rates of placement instability, longer 
stays in foster care, and decreased likelihood of reunification (Hill, 2012; Steen 
& Harlow, 2012). 

• Children with disabilities may face increased risk of sexual abuse due to their 
placement in isolating environments (e.g., group homes, long-term-care 
facilities, hospitals) that allow easy access by others. (High staff turnover, 
decreased opportunity for staff to become familiar with the children and 
recognize changes in their behavior or demeanor indicative of maltreatment 
(Palusci et al., 2015). 



Evaluate for Trauma/Abuse

• Look for gross signs of bruising on exam
• Inadequate hygiene/cleanliness
• Screen for inadequate community resources that may be leading 

to caregiver burnout
• Ask the individual themselves if possible. Interviewing alone may 

be needed.



Co-occurring mental health conditions

• Anxiety disorders
• OCD
• Attention Deficit Hyperactivity Disorder
• Insomnia
• Depression/Adjustment disorders
• Bipolar disorder/Psychotic disorders

• How has this current presentation deviated from their baseline 
functioning?



Behavioral Interventions 

• Social Skills & Social Cognitive Training: Group or individual instruction by 
speech/occupational therapists and other providers can be used to treat 
children with ASD strategies to interact with others and strengthen 
understanding of others’ perspectives. 

• Life Skills: Daily life skills can be taught by occupational therapists and other 
providers. 12

• Cognitive-Behavioral Therapy: CBT has shown efficacy for anxiety and anger 
management in high functioning youth with ASD.1

• Parent-Child Interaction Therapy: PCIT has shown efficacy for children under 
age 7 with ASD who also have inattention, hyperactivity, defiance, tantrums, 
and aggression. 8



Co-occurring psychiatric conditions





https://medicine.okstate.edu/academics/psychiatry/docu
ments/psychotropic-medication-guidelines-pages-final.pdf



STEP FOUR

• Use a person/family centered collaborative 
approach when diagnosing and treating 
conditions.

• Lots of collaborative problem solving and setting 
appropriate expectations!

• Focus on potential for caregiver burnout and 
community resources





Potential team members

• Client and family Occupational Therapist
• Primary care provider Speech Therapist
• Mental Health/Behavioral Therapist Physical Therapist
• Case manager Community advocate
• Psychologist Respite care
• Psychiatrist
• School professionals (IEP/504)



Verify their developmental disability 
diagnosis

• 1) Ask to review any developmental specialist assessments: 
educational assessment/psychological testing assessment

• 2) Verify that formal cognitive/achievement testing was 
completed to rule in or out Intellectual Disability/Learning 
Disabilities

• 3) Ask to see a copy of the student’s IEP if available.
• 4) Ask about any developmental services being obtained such as 

speech therapy, occupational therapy, physical therapy, or ABA 
therapy.



When to refer to speech therapy?

-Ask the parents if they are concerned about their child’s communication/language 
development.

-If so, encourage the family to ask their PCP for a referral to a SLP assessment

a) early intervention (Soonerstart)

b) outpatient clinic if insurance allows it

c) school’s special education department (if the kid is older than 3) 

Some pediatricians use standardized questionnaires (https://agesandstages.com/) at 
yearly check-ups so referrals can be made on time.

• “Also, a child with developmental disabilities at birth have probably been receiving 
services from a very young age, or at least they are on the PCP’s radar for referrals. 
Another question behavioral therapists can ask the parent is whether their child has 
been receiving services and if the parents are satisfied with the services provided.”

https://agesandstages.com/


When to refer to speech therapy?

• CDC Pediatric Developmental Milestones 
https://www.cdc.gov/ncbddd/actearly/milestones/milestones-
30mo.html

• ASHA Developmental Milestones 
https://www.asha.org/public/speech/development/chart/

• Example Video: https://www.youtube.com/watch?v=xiKYD9TSDhk

https://www.cdc.gov/ncbddd/actearly/milestones/milestones-30mo.html
https://www.cdc.gov/ncbddd/actearly/milestones/milestones-30mo.html
https://www.asha.org/public/speech/development/chart/


If expressive language is impaired:

• Engage in active listening.
• Reflect back to the speaker what they have said by paraphrasing or 

confirming that you understand.
• Summarize the message you heard from the person.
• Be patient and give the person time to express themselves.
• Don’t answer for the person.
• Don’t ask yes or no questions.
• Don’t get caught up in all the details, focus instead on the feeling.
• Be attentive to behavioral expressions.



If receptive language is impaired:

• Discuss one piece of information at a time. Then have the person 
repeat what was said in their own words. 

• Use only examples that are familiar to the person.
• Use concrete language
• Use notes, pictures, cues, and symbols when communicating 

information.
• Encourage the person to keep a notebook with important 

information (notes, drawings, etc)



Language delays

• Assess nonverbal means of communication.
• Sign language
• PECS (Picture exchange communication 
system)

• Proloquo/Tablet devices
• Adaptive technology through AbleTech



Occupational Therapy

• OT is a therapy based on engagement in meaningful activities of daily 
life (such as self-care skills, education, work, or social interaction) 

• Enables or encourages participation in these activities despite 
impairments or limitations in physical or mental functioning.

• Fine motor delays
• Sensory issues
• Social skills Training
• Social and emotional functioning basics
• Increasing independence with ADLs (Activities of Daily Living)



When to refer to occupational therapy?

• When a developmental issue or behavior is impacting the patient’s 
ability to participate in anything they want or need to be able to do in 
their daily life! 

• OTs can use CBT, task analysis, and other strategies to work on the 
barriers to daily occupations (including engagement in meaningful 
relationships) 

• They use client history and contextual factors to determine what 
modifications and supports might help the individual. 

• They can help with healthy routines, replacement skills, medication 
management, time management, etc. 

• https://www.youtube.com/watch?v=YUdsgQGHSR8&t=260s



When to refer to physical therapy?

• A referral to Physical Therapy services may be warranted if:
• Your child is not meeting motor milestones

• https://www.cdc.gov/ncbddd/actearly/milestones/index.html
• Not sitting by 10 months
• Not walking by 15 months

• Your child has trouble keeping up with peers on the playground
• Your child has frequent falls or tripping
• Your child walks on their toes frequently (greater than 50% of steps, at any 

age)

• https://www.youtube.com/watch?v=Ock2HTMkP9w&t=126s

https://www.cdc.gov/ncbddd/actearly/milestones/index.html


When to refer to ABA therapy?

• Applied Behavior Analysis (ABA) is a therapy based on the science 
of learning and behavior 

• Behavior analysis helps us to understand:
• How behavior works
• How behavior is affected by the environment
• How learning takes place

• ABA therapy applies our understanding of how behavior works to 
real situations. The goal is to increase behaviors that are helpful 
and decrease behaviors that are harmful or affect learning.



What can ABA help with?

• ABA therapy programs can help:
• Increase language and communication skills
• Improve attention, focus, social skills, memory, and academics
• Decrease problem behaviors

• The methods of behavior analysis have been used and studied for 
decades. They have helped many kinds of learners gain different 
skills – from healthier lifestyles to learning a new language. 
Therapists have used ABA to help children with autism and related 
developmental disorders since the 1960s.



What does ABA therapy look like?

• Applied Behavior Analysis involves many techniques for 
understanding and changing behavior. ABA is a flexible 
treatment: 

• Can be adapted to meet the needs of each unique person
• Provided in many different locations – at home, at school, and in 

the community
• Teaches skills that are useful in everyday life
• Can involve one-to-one teaching or group instruction



Positive Reinforcement

• Positive reinforcement is one of the main strategies used in ABA.
• When a behavior is followed by something that is valued (a reward), a 

person is more likely to repeat that behavior. Over time, this encourages 
positive behavior change.

• First, the therapist identifies a goal behavior. Each time the person uses 
the behavior or skill successfully, they get a reward. The reward is 
meaningful to the individual – examples include praise, a toy or book, 
watching a video, access to playground or other location, and more.

• Positive rewards encourage the person to continue using the skill. Over 
time this leads to meaningful behavior change.



ABCs of Behavior: 
Antecedent-Behavior-Consequence

• An antecedent: this is what occurs right before the target behavior. It 
can be verbal, such as a command or request. It can also be physical, 
such a toy or object, or a light, sound, or something else in the 
environment. An antecedent may come from the environment, from 
another person, or be internal (such as a thought or feeling).

• A resulting behavior: this is the person’s response or lack of response to 
the antecedent. It can be an action, a verbal response, or something 
else.

• A consequence: this is what comes directly after the behavior. It can 
include positive reinforcement of the desired behavior, or no reaction 
for incorrect/inappropriate responses.



Why A-B-Cs of behavior?

• Helps understand why a behavior may be happening
• How different consequences could affect whether the behavior is 

likely to happen again

• https://www.youtube.com/watch?v=7_ohTAaQON8&t=4s



When to refer to a psychiatrist?

• Many initial mental health concerns can be managed by primary 
care providers (Ex: anxiety, ADHD)

• Multiple mental health conditions (more complex presentations)
• If the patient only has partial response or no response to 

medication or therapy supports
• More severe mental health conditions (mood disorders, psychosis-

most PCPs are not comfortable managing mood 
stabilizers/antipsychotic medications)

• When a patient has been stabilized in an acute psychiatric facility



When to refer to a psychologist?

• Psychologists can do both therapy and psychological testing 
assessments

• Comprehensive psychological testing (Cognitive/adaptive 
behavior)

• More complex patients that don’t respond to transitional mental 
health therapies/interventions

• Psychologists cannot prescribe medications in the state of 
Oklahoma.



School Based Interventions 

• Children with developmental disabilities can be served in school 
with 504 accommodation plans versus IEP

• Ask to review IEP or 504 plan
• Work to maximize parental engagement in educational settings 

and communication with school teams
• Get appropriate verbal releases so coordination can happen with 

teachers/para’s, etc.
• Involve educational advocates when needed.







DRS (Dept of Rehab Services)



DRS Services

• Transition planning assistance
• Vocational rehab assessments
• Summer programs: STEM camps, BEST STEP Summer Camps
• Assistance with Driver’s Ed
• Stipends for comprehensive transition programs



What are we 
doing in 
Oklahoma to 
support families 
with 
developmental 
disabilities?

• Statewide programs: DDSD 
through DHS & Vocational rehab

• Social Security Disability
• SoonerStart
• SoonerSuccess
• Oklahoma Department of 

Mental Health and Substance 
Abuse

• Higher Education Institutions
• Legislative Advocacy





The Arc’s mission is to promote and protect the human rights of people 
with intellectual and developmental disabilities and actively support their 
full inclusion and participation in the community throughout their 
lifetimes. Services include:

Family Support
Self-Advocacy
Residential Monitoring
Advocacy & Public Policy
Support Groups



Sooner SUCCESS: helps navigate the 
healthcare system



Sooner SUCCESS Counties 

• Blaine
• Canadian

• Kingfisher
• Garfield
• Major

• Creek
• Delaware
• Mayes
• Rogers
• Tulsa

Region 3:
• Cleveland 
• Comanche 
• Logan 
• McClain 
• Oklahoma 
• Pottawatomie 
• Stephens

1-877-441-0434 
soonersuccess.ouhsc.edu

Region 2:Region 1:



Serve families with children birth – 21
Developmental disabilities
Chronic/Special health care needs
Mental health needs
Abuse/neglect issues

No “qualifying criteria”
No Income guidelines
No Insurance requirements

Our services are free

SoonerSUCCESS: 
Who we serve and What we do







Treatment Principles

• Children with DDs should be referred for treatment based on 
their individual needs. 

• Treatments should be selected to address either core 
symptoms of their disability and/or co-occurring behavioral 
health concerns. 

• Medical issues should always be ruled out before starting any 
treatment for emotional or behavioral problems. 



Medication Treatments 

• Though medications can be used to treat behavioral health 
symptoms and disorders in children with autism, no medication 
treats the core symptoms of autism.  

• The goal of medication should be to improve the child’s 
functioning and keep him/her in a less restrictive environment. 

• Children with developmental disabilities can be treated with 
psychotropic medications when there is a specific target 
symptom or co-occurring behavioral health condition. 



Treatment Principles

• Use an interdisciplinary mindset when treating 
individuals and families with developmental disabilities.

• No medication specifically addresses the core symptoms 
of ASD or ID. Children with DDs can be treated with 
psychotropic medications when there is a specific target 
symptom or co-occurring behavioral health condition.

• Oklahoma has many resources for people with 
developmental disabilities, but navigating them can be 
overwhelming for families.



Resources

State & National Resources:
• Autism Focused Intervention Resources & Modules: Free, online video training 

for use of evidence based practices with individuals with autism birth – 22. 
Includes parent guides.

• https://afirm.fpg.unc.edu/afirm-modules
• Autism Speaks: www.autismspeaks.org National advocacy organization for 

individuals with ASD providing helpful online resources and toolkits.
• Autism Treatment Network Toolkits 

https://www.autismspeaks.org/toolkit?resource_type[606]=606&article_type[21
96]=2196&resource_type[606]=606&state[321]=321

• OHCA Behavioral Health Provider Directory:
http://apps.okhca.org/providersearch/

https://afirm.fpg.unc.edu/afirm-modules
http://www.autismspeaks.org/
https://www.autismspeaks.org/toolkit?resource_type%5b606%5d=606&article_type%5b2196%5d=2196&resource_type%5b606%5d=606&state%5b321%5d=321
https://www.autismspeaks.org/toolkit?resource_type%5b606%5d=606&article_type%5b2196%5d=2196&resource_type%5b606%5d=606&state%5b321%5d=321
http://apps.okhca.org/providersearch/


QUESTIONS?
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