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John Siegler, Psy.D.

Dr. Siegler provides consultation to the care management team, reviews of community-based
service requests, and supports children’s service providers striving to provide effective and
accountable treatment services to the individuals and families they serve. Dr. Siegler has
extensive experience providing consultation services in educational, psychiatric, and forensic
settings. He has provided staff training to behavioral health providers on a variety of topics
related to clinical excellence and clinical accountability. Prior to joining Magellan, Dr. Siegler has
held clinical leadership positions in psychiatric inpatient, psychiatric residential treatment,
extended acute care, intensive behavioral health services, and outpatient settings.

Danielle Dolena, LCSW

Danielle Dolena is a Licensed Clinical Social Worker with over 15 years of experience working
with individuals and their families living with ID/A in a variety of treatment settings. In her role
as Senior Care Manager, Danielle advises the care management team, service providers, and
families in their ongoing efforts to provide high quality treatment for individuals living with
ID/A.
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Training Goal &, ’
The goal of this presentation is to provide increased understanding of best
practices in coordinating care for individuals living with ID/A.
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Learning Objectives A ’

At the end of this workshop, the learner will be able to:

—Recognize prevalence of IDD and the psychiatric disorders that co-occur with
IDD

—Review diverse causes of IDD
—|dentify DSM-5-TR Diagnostic Criteria for Intellectual Developmental Disorder

(IDD)

—Review Best Practices for Assessment to determine if a Member is living with
IDD

— Review Best Practices for Treatment when IDD Co-occurs with Psychiatric
Disorders

—Recognize IDD Resources and Cross System Collaboration

Magellan
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Review approaches to working with caregivers of Members living with IDD
Review resources available to Members living with IDD
Discuss coordination of care and the need for cross –system collaboration

Identify appropriate methods to assessment of cognitive abilities & adaptive functioning
Understand the meaning of “onset during the developmental period”
Discuss what to do when information supporting “onset during the developmental period is not available.
Review considerations for Psychiatric Assessment of Members living with IDD
Review how co-occurring IDD may impact decisions about treatment interventions




Prevalence of IDD




B
Prevalence of IDD per 1000 Children

N

AGE SEVERE
REFERENCE YEAR LOCATION RANGE MILD ID ALL COMMENTS
Bhasin etal.,, 1996 Atlanta, 8years 10.0 4.3 15.5 Prevalence higher in black children (22.7/1,000)
2006 GA than white children (9.8/1,000) and higher in

boys (19.1) than girls (11.8).

Bhasin et al., 2000 Atlanta, 8years 7.3 3.3 12.0 Prevalence higher in black children (16.9/1,000)
2006 GA than white children (7.0/1,000) and higher in
boys (14.0) than girls (9.9).

Van Naarden 2010 Atlanta, 8vyears 9.4 3.8 13.6 Prevalence of ID w/o co-occurring ASD declined
Braun et al., GA from 13.0in 1996 to 8.6 in 2010. Prevalence of
2015 ID w/ co-occurring ASD increased from 2.4 in
1996 to 5.0 in 2010.

NOTES: ASD = autism spectrum disorder; N/A = not applicable; SES = socioeconomic status. The sum of mild and severe ID prevalence may be less than the overall ID prevalence due to
some cases of undetermined severity.

Maulik, P.K., Mascarenhas, M.N., Mathers, C.D., Dua, T., & Saxena, S. (2011). Prevalence of intellectual disability: a meta-analysis of population-based studies. Research in developmental disabilities, 32 2, 419-36 .
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Overall prevalence - 10.37 per 1,000
Prevalence in children - 18.3 per 1,000 population 
Higher prevalence in males than in females
 Risk of Mild ID is highest among children of low socioeconomic status 
disparities in the rates of ID by race and ethnicity are also reported. Socioeconomic status is a confounder for these disparities; however, there is also evidence that test bias and diagnostic bias contribute to these differences 

Estimates of the prevalence of ID among children in the United States based on epidemiologic studies range widely, from 8.7 to 36.8 per 1,000 (Boyle and Lary, 1996; Camp et al., 1998) (see Table 15-1). A major source of this wide range in prevalence is variation in the inclusion of mild ID (often defined to include individuals with IQs in the range of 50–70 and deficits in adaptive behavior).1 While the prevalence of serious ID (IQ <50 with deficits in adaptive behavior) in the United States and other developed countries is consistently found to be in the range of 2.5 to 5 per 1,000 children, that of mild ID ranges from as low as 2 to more than 30 per 1,000.

https://www.ncbi.nlm.nih.gov/books/NBK332894/table/tab_15-1/?report=objectonly
https://www.ncbi.nlm.nih.gov/books/NBK332894/table/tab_15-1/?report=objectonly
https://www.ncbi.nlm.nih.gov/books/NBK332894/table/tab_15-1/?report=objectonly

Prevalence of IDD by Severity

Approximate % of DSM-IV Criteria (severity DSM-5 Criteria (severity specifier based

Severity Category Cases by Severity based on 1Q categories) on adaptive functioning)

Mild 85% Approximate IQ range 50—-69 Can live independently with minimum
levels of support.

Moderate 10% Approximate |Q range 36—49 Independent living may be achieved with
moderate levels of support, such as those
available in group homes.

Severe 3.5% Approximate IQ range 20-35 Requires daily assistance with self-care
activities and safety supervision.
Profound 1.5% Q<20 Requires 24-hour care.

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental disorders (5th ed., text rev.). Washington DC: American Psychiatric Publishing.
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A significant factor  that may influence base rates of IDD in the future is the shift in DSM-V to a focus on Adaptive Functioning vs IQ as the basis of Severity specification.  
Many Causes
Severity and Range of Deficits Vary across Members living with IDD
Levels of Severity
Variability within Levels of Severity



Etiology




S
A Heterogeneous Condition

* Complex interactions of
— genetic predisposition
— environmental insults (stressors)
— developmental vulnerability.

* Genetic Risk Factors
— Single-gene disorders or syndromes
— Chromosomal or copy number variant disorders
— Genetic variants in many genes

* Environmental risk factors
— Prenatal
— Perinatal
— Postnatal

Magellan
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The classification of causes of IDD has generally focused on the type of risk factor and its timing, including prenatal, perinatal, and postnatal events 
De novo variants – occurring only in the child 
or
inherited from the parents in a dominant, recessive, or X-linked fashion

extra copy or a missing copy of an entire chromosome or a chromosomal segment. The major chromosomal
disorders are 3 autosomal trisomies (13, 18, and 21), with trisomy 21 (Down syndrome) being the most common genetic cause of ID/IDD

genetic variants in many genes likely contribute a smaller amount of ID/IDD risk, particularly in children with mild ID/IDD, where multiple genetic and environmental risk factors may converge to lead to ID/IDD.

Environment - The timing of an environmental insult during fetal development is crucial in determining the type and severity of impact on the fetus.
Prenatal
 – malnutrition, vitamin or mineral deficiency, placental insufficiency, 
- in utero exposures including alcohol, drugs, toxins, or teratogens, and maternal illness such as hypothyroidism
- infections including toxoplasmosis, syphilis, varicella-zoster, parvovirus B19, rubella, cytomegalovirus, and herpes.

Perinatal (during delivery – interruption in oxygen to the brain)
-  asphyxia is the most important risk factor for brain damage that may lead to ID/IDD
-  intracranial hemorrhage and hypoglycemia increase risk for brain damage
-  neonatal hypoxic/ischemic encephalopathy

Postnatal may have onset throughout the developmental period, postnatal risk factors, potentially occurring as late as adolescence,
Brain trauma, near-drowning, and accidents that result in loss of consciousness 
Infections such as meningitis and encephalitis
Lead
severe environmental deprivation, child abuse, and neglect
brain tumors or intractable epilepsy
A child or adolescent without ID who experiences a change in cognitive functioning due to tumor, hypoxemia, or other central nervous system insult may be considered to have either traumatic brain injury (TBI) or ID, depending on the criteria of the state in which that individual resides. This determination may generate confusion, as those with acquired brain injury typically have a developmental pathway and set of needs that are different from those of individuals who have had lifelong ID/IDD.


Process for Determining Causes of IDD

Intellectual Disability

|

Detalled history, examination
and investigations provide
Yes suppor to environmental insults No

l

l l l MRI Brain

Prenatal onset Paranatal onset Poslnatal onset +
of Insult of Insult of Insult CNS MALFORMATIONS
Always Prenatal [some
l l l genetic & some
environmental or mixed]

FPREMNATAL PARANATAL POSTMATAL

Gestational Infections.; I‘I‘I'Ei'lll'lsg!tlﬁ. Savere PE'_;"EhD'SD‘Eiﬂl Yes 1 No

disorders- herpas ancaphalitis deprivation

Toxaema Delivery complications Infection — meningitis

Diabetes Asphyxia Others- CNS damage l v

Teralogenic placental bleeding Toxic agents - lead Neuronal migration Hfa familial nature of

agents- trauma Trauma and organization disease/ dysmorphism /

Alcohol Other Neonatal Tumours Disorders - metabolic derangement

Phenyton comphbcations Hypoxia Lissencephaly

infections - Hypoglycaemia Polymicrogyria l

Toxaplasma Hyperbilirubinemia Proliferation disorcar-

CMv Cergbral haemorrhage Rabiirial rachaih GENETJC

Rubella Aspiration Microcephaly Inherited; onset of

Others Closing defect — the disorder can be
spna bifda, oo o
Encephalocela e :
Anterior midline-

Kishore, MT, Udipi, GA, & Seshadri, S P (2019). Clinical practice guidelines for assessment and management of intellectual disability. Indian Holoprosencephaly
Journal Of Psychiatry, 61(Suppl 2), 194-210.
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Genetic Conditions Associated with IDD

! ! ' '

/4
Significant dysmorphism, Familial nature with Metabolic Familial, no CNS mallormations,
microcephaly, multiple Mendelian inherntance & derangement in no metabolic derangement no
congenital anomalies, specific phenotypic TMS or GCMS dysmorphism or environmental
short stature features insults
] ' ! !
Chromosomal Monoganic Syndromic IEMs- Managenic non
Aut{;ggml Disorders- Aming acxl disorders like Sjlﬂdﬂ‘.‘."l'lﬂ.‘. Disorders-
Trisomy 21, 18 Fragile X Syndrome phenylketonuria, Many XLIDs and
Deletions-4p-, 5p- Smith Lemli Opitz syndrome | | hemocystinuria, Maple Autosomal dominant
Mosaic Trisomy 9., Coffin Lowry syndrome syrum urine disease or recessive IDs
Others- ring, marker Rell syndrome Lysosomal storage disorders- | | [Detail list in OMIM|
chromosomes, Tuberous scierosis MPS, NCL Othars
unbalanced translocations NF1 Polygenic or
X chromosomal Multifactonial?
Male-XXXY
Female-XX XX
Microdelations
Angelman syndrome
Williams syndrome
Prader Willi syndrome
22q11 deletion syndrome
Emﬂh Ma'gﬁnlg SyndFDH'IE Kishore, MT, Udipi, GA, & Seshadri, S P (2019). Clinical practice guidelines for assessment and management of intellectual disability. Indian
Journal Of Psychiatry, 61(Suppl 2), 194-210.
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: Onset can be prenatal or postnatal
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Assessment and Diagnosis of IDD
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Screening Tools for Developmental Delay

Tool Age Range Description Psychometrics
Ages and Stages 1-66 mo. 30-Item age-specific parent report measure; Examines communication,  Sensitivity 0.83-0.89
Questionnaire (ASQ-III) gross motor, fine motor, problem solving, personal social, self-regulation, Specificity 0.80-0.92
compliance, language, adaptive behaviors, autonomy, affect, and across ages
interaction with people
Parents’ Evaluation of 1-95 mo. 10-ltem parent report measure. Examines global/cognitive, expressive  Sensitivity 0.74-0.79
Developmental Status language, receptive language, fine motor, gross motor, self help, and Specificity 0.70-0.80
(PEDS) social emotional across ages
Bayley Infant 3-24 mo. 10- to 15-min screening measure for neurological impairment or Interrater reliability
Neurodevelopmental developmental delay 0.79-0.96
Screener (BINS)
Denver Prescreening 2 WK.-6 yrs. Parent report measure. Positive results indicate need for follow-up Sensitivity 83%
Developmental testing with Denver-Il by a professional. Examines personal and social,  Specificity 43%
Questionnaire fine motor, gross motor, and language
(Denver PDQ-II)
Infant/Toddler Checklist 6-24 mo. Population-based screener designed to identify risk for language and Sensitivity 0.87-0.94;

(ITC)

14

communication impairment

Specificity 0.75-0.89
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B
Diagnostic Criteria for Intellectual Developmental Disorder &, ’
(IDD)

1. Deficits in Intellectual Functioning, confirmed by both Clinical Assessment and
Standardized Intelligence Testing.

2. Deficits in Adaptive Functioning, confirmed by diagnostic interview and/or norm
referenced rating scales.

3. Onset during the “developmental period.”

Magellan
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Deficits in Intellectual Functioning such as Reasoning, Problem Solving, Planning, Abstract Thinking, Judgement, Academic Learning, and Learning from Experience, confirmed by both Clinical Assessment and Standardized Intelligence Testing.
Deficits in Adaptive Functioning that result in failure to meet developmental and sociocultural standards for personal independence and social responsiibility. Without ongoing support, the adaptive deficits limit functioning in one or more activities of daily life, such as communication, social participation, and independent living across multiple environments such as home, school, work, and community
Onset during the “developmental period”



Deficits in Intellectual Abilities & ’

e Assessed with norm referenced IQ test

— Score is reported as a “Standard Score” derived from the distribution of raw scores in a large
community sample of individuals in the same age range

— A Standard Score Distribution has a Mean of 100 and standard deviation of 15
— A Score of 2 standard deviations below the mean (SS=70) is considered the threshold for IDD

* Wechsler Scales (WPPSI, WISC, and WAIS) influenced by speech-language abilities
* Tricky bits

— Assess for potential barriers (psychiatric Sxs, impulsivity, speech/language, visual/hearing
impairment)

— Often, performance across tasks on the IQ test is quite variable - review the full score report

— Check if examiner noted any concerns about scores underestimating true abilities

— Individuals with significant receptive/expressive language deficits should be assessed with a non-
verbal 1Q test.

Magellan

16 HEALTHCARE.



Common Intellectual Ability Assessments ’
Instrument | AgsRange |

Bayley Scales of Infant and Toddler
Development 4th Ed. (Bayley-4)

Stanford-Binet Intelligence-Scale 5%
Ed. (SB5)

Wechsler Preschool & Primary-Scale
of Intelligence-3rd Ed.-(WPPSI-III)

Wechsler Intelligence Scale for-
Children 5% Edition (WISC-V)

Wechsler Adult Intelligence Test 4t Ed.
(WAIS-1V)

Leiter International Performance Scale

-3 Ed. (Leiter 3)
Mullen Scales of Early Learning

Comprehensive Test of Nonverbal
Intelligence 2nd Ed. (CTONI 2)

17

16 days-42 mos.

2-85 yrs.

2 yrs. 6 mos.-7 yrs. 3
mos.
6 yrs.-16 yrs. 11mos.

16 yrs.-90yrs.11 mos.

3-75 yrs.

Birth-68 mo.

6-89 yrs.

Description

Domains: Cognitive, Language, Motor Skills, Social &
Emotional Learning, and Adaptive Functioning

Includes FSIQ score; Domains: Fluid Reasoning;
Knowledge; Quantitative; Visual-Spatial; & Working
Memory

Includes FSIQ score; 4 Domains: Verbal, Performance,
Working Memory, and Processing Speed

Includes FSIQ score (from 7 subtests); 5 Domains: Verbal
Comprehension, Visual Spatial, Fluid Reasoning, Working
Memory, and Processing Speed

Includes FSIQ score (from 7 subtests); 4 Domains: Verbal
Comprehension, Perceptual Reasoning, Working Memory,
and Processing Speed

Includes NVIQ. 2 Domains: Cognitive & Attention/Memory

Includes Early Learning Composite 5 scales: Gross Motor,
Visual Reception, Fine Motor, Expression Language,
Receptive Language

Includes NVIQ 2 Domains: Pictorial (familiar objects) &
Geometric (unfamiliar shapes) ; can be administered in

pantomime
|'|clse“an
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Functional Impairment &b, ’

3 Domains of functioning are assessed
— Conceptual
— Social
— Practical

* Requires at least one domain to be “sufficiently impaired” to a degree that “ongoing
support is needed for the person to perform adequately across multiple environments”
(home, school, work, community)

» Assessed via observation and caregiver interview or rating scale (Vineland / ABAS)
— Score is reported as a “Standard Score”
— A score of 2 standard deviations below the mean score is considered the threshold for IDD
— Often, performance across tasks, and within domains, is quite variable
— Multiple reporters should be sought (caregiver, teachers)

Magellan
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S
Common Adaptive Functioning Assessments

Instrument Age Range Description

Vineland Adaptive Birth-90 yrs.  Survey Interview & Expanded Interview Form or

Behavior Scales 3 Parent/Caregiver & Teacher Rating Form.

Ed. (Vineland-3) Assesses communication, daily living skills, socialization,
motor skills, and maladaptive behaviors.

Scales of Infancy-80 yrs. Interview or checklist. Assesses 14 areas of adaptive
Independent behavior and 8 areas of problem behavior.
Behavior-Revised

Adaptive Behavior Birth-89 yrs.  Parent/Primary Caregiver form or Teacher/Daycare provider

Assessment Scale form. Assesses three domains of adaptive behavior:
3rd Ed. (ABAS-3) conceptual, social, and practical.

Magellan
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The American Association on Intellectual and Developmental Disabilities (AAIDD) 
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Subdomain v-Scale Score Profile

ABC and Domain Score Profile

Vineland

Based on mean of 15, SDof 3

Based on mean of 100, 5D of 15

=|lo o o|lo oloo oo
20 0 Ol O|loo oo
= I A A o O o o Y O o O Y N
oo o o|lo ol oo oo
. T
e W % 2|0 0D gjloo|loo0 C0O
= <l Em e m e e e e e m .
=t
e Mm. JER I ' e
e 2l m . m e m NN NN
el I o O Y o o O O O O i Y N ]
o
2 = m. Mu.w_u_u_u_H_H__u_u_u_u
a0 0 Ol0 0Oloo oo
= o (I s e
e Wm_ M,EEEFEEEEE
=2 Lr=00 A e e e |
~ w M_a_un_n_ﬂﬂ_n_n_n_n_
o ~ (O
E0 R N T O R R Y o R N
um O O OOy o & O ™
g g :
5y B §}F g3E:i%
B m m ﬂwm_ £ 3 |Mw
m quﬂum .uuin.n_w
HEEHaga=2keaeo L Eaorowwnn -
IOW s | =
oy ssoun | 2
sag Budon | o
INEwE] pue fE|d | @
sdysucnegy
Fucsmsdw|
Aunwwos | =
DRESGD | @
Eusmd | 2
usgupy, | F
aussaudg | 2
aupdasay | =
T ONnRERReES mM
25
[=]
T 8 8 £ B 8 8 8 B € 8 8§
aypsoduwon
JOAELEE
aagoepy
$ 8 8§ g 8 8

HEALTHCARE.

Magellan

20



Onset during the “developmental period” A ’

Onset in the first two decades of life

|dentification of children with more severe ID typically occurs early in life

Individuals with mild intellectual disability may not be recognized until early school
age

Psych Testing is often requested for “low functioning” adults
— Need to consider how psychiatric and medical factors may interfere with performance
— Need to interview natural supports to establish age of onset before a diagnosis of IDD can be given

— Cannot assess Functional Impairment in an AIP setting; may be possible in an EAC or Community
Based Setting.

* Age and characteristic features at onset depend on the etiology and severity of brain
dysfunction

Magellan
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S
Assessment of Co-Occurring Psychiatric Disorders &, ’

* Accurate diagnosis is important because it provides a sound basis for effective
treatment.

 Comprehensive Evaluation is indicated for individuals with IDD who come to clinical
attention for psychiatric or behavioral symptoms.

* Assess individual’s current behavior, developmental age (as opposed to chronologic
age), and comparison to baseline behavior.

* Avoid pathologizing developmentally appropriate behavior. Psychiatric diagnoses
consist only of symptoms that are in excess of, or are atypical for, the individual’s
developmental level and are causing impairment.

* Diagnostic overshadowing - when IDD symptoms are attributed to another psychiatric
disorder.

 |DD often co-occurs with other neurodiverse conditions — management vs. treatment.

Magellan
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Knowledgeable informants are essential for identifying symptoms and functioning across settings, as well as constructing a picture of the child’s baseline strengths and weaknesses in terms of cognitive and executive functioning, emotional expressivity, receptive and expressive language skills, and typical behavior. 

Discrepancies may arise when families or school systems accommodate behaviors to minimize disruption, or provide different levels of support that reduce symptoms in one setting more than another. 

Severe behavioral disturbance in the form of  verbal or physical aggression toward others,  self-injury (aggression toward self), and property destruction frequently motivates referrals  for diagnosis and treatment prescription 



.

Structured Tools A ’

23

Measures developed with a typically developing sample may not be valid for youth
with ID/IDD.

Psychiatric assessment of neurotypical relies primarily on self-report of symptoms,
feelings, and experiences.

Neurotypical psychiatric assessment methods have limited utility for individuals with
limited expressive and receptive language skills.

Measures validated for IDD individuals can support diagnostic decisions, characterize
the nature and breadth of specific symptoms, and serve as a baseline for tracking
symptoms over time.

Self-report questionnaires are frequently unreliable.

Measures with parent and teacher versions can be more useful.

Magellan
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Three broad, empirically driven, informant-based measures to assess for psychiatric and behavioral problems in children with ID/IDD have been developed: the Developmental Behavior Checklist (DBC),48 the Nisonger Child Behavior Rating Form (NCBRF),49 and the Reiss Scales for Children’s Dual Diagnosis (RSCDD).50 The DBC has parent and teacher versions, contains 96 items distributed on 5 subscales, and has good psychometric properties and empirical support.46,48 The NCBRF has parent and teacher versions, and contains 10 social competence items distributed on 2 subscales and 66 problem behavior items distributed over 6 subscales. The NCBRF has good psychometric properties but not as much empirical support as the DBC.46,49 The RSCDD is an extension of the Reiss Screen for Maladaptive Behavior (RSMB),51 which was both empirically driven and developed from DSM-III-R taxonomy for adolescents and adults with mild to profound ID. The RSCDD contains 60 items distributed on 10 subscales. 

Fletcher RJ, Barnhill, J, Cooper, S. eds. DM-ID: Diagnostic Manual-Intellectual Disability: Textbook of Diagnosis of Mental Disorders in Persons with Intellectual Disability 2nd Edition. Kingston, NY: National Association for the Dually Diagnosed; 2017.  $135





Functional Behavior Analysis

Major Emphasis on:

e Behavior as a form of communication

e Circumstances where behavioral problems occur

* |dentification of how the environment rewards the problem behavior

 |dentification and amelioration/accommodation of skill deficits

Magellan
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Treatment




B
Psychosocial Treatments . ’

Cognitive Behavioral Therapy (CBT)
* Limited empirical support for effectiveness CBT of modalities in individuals with ID/IDD

* Despite the minimal evidence, some individuals with Mild IDD may benefit from CBT, with
accommodations for developmental age and communication ability

Applied Behavioral Analysis

* Increasing adaptive, communication, and social skills
* Antecedent interventions

* Reinforcement strategies

* Functional communication training

* Extinction procedures

e Behavioral Parent Training

Medication Management
* NO FDA medications for use with individuals with IDD
* Medication can be helpful in managing behavior problems (attention problems/agitation)

Magellan
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Treatments for ID generally fall into three main categories: (1) treatments that address or mitigate any underlying cause of ID, such as restricting phenylalanine in the diet of patients who have phenylketonuria; (2) treatments of comorbid physical and mental disorders with the aim of improving the patient's functioning and life skills, such as targeted pharmacologic treatments of behavioral disorders among children with fragile X syndrome (Hagerman and Polussa, 2015); and (3) early behavioral and cognitive interventions, special education, habilitation, and psychosocial supports (Szymanski and Kaplan, 2006).


Practice Parameter for the Assessment and Treatment of Psychiatric Disorders in Children and Adolescents With Intellectual Disability


Assessing the Need for ID/A Resources:
Referrals and Linkage




Assessing the Need &, ’

* Does the individual have a diagnosis of an intellectual disability, developmental
disability, and/or autism or is it suspected that they may have one of these
diagnoses?

* Is the individual connected with the county office of intellectual/developmental
disabilities?
— Provide access to information, services, and supports in the community.
— Assistance with preparing for life’s transitions through childhood into adulthood.
— May provide a range of non-medical in home and community services.

Magellan
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DHS Joint Bulletin — Referring Children to the County s ’
Intellectual Disability and Autism Programs, July 12, 2022:

For Referring Children to the County Intellectual Disability and Autism Programs Bulletin, please use the
following links:

e Bulletin 00-22-04 - Referring Children to the County Intellectual Disability and Autism Programs — (Bulletin

OMHSAS-22-04)
e Attachment 1 - Diagnostic and Eligibility Information for Services Through the County Intellectual Disability and

Autism (ID/A) Program
e Attachment 2 - Department of Human Services: Office Overview and Resources
e Attachment 3 - Understanding the Importance of Registering with the County Intellectual Disability/Autism (ID/A)

Program

Magellan
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https://urldefense.com/v3/__https:/palms-awss3-repository.s3.us-west-2.amazonaws.com/Shared_Content/Training/TSM*Bulletin*2022/County*Referral/ODP*Bulletin*00-22-04*-*Referring*Children*to*the*County*Intellectual*Disability*and*Autism*Programs.pdf__;KysrKysrKysrKysrKysrKw!!A_Yfr0wlxos!y-5VJfGjT5xqgCK7NVl_KvQuffxzbGm7yfD7ULDBwh-yVkwUyRqRJe5x_p_nHhINgC-DS-xn5UnRj9prZA$
https://urldefense.com/v3/__https:/palms-awss3-repository.s3.us-west-2.amazonaws.com/Shared_Content/Training/TSM*Bulletin*2022/County*Referral/Attachment*1*-*Diagnostic*and*Eligibility*Information*for*Services*Through*the*County*IDA*Program.pdf__;KysrKysrKysrKysrKysrKw!!A_Yfr0wlxos!y-5VJfGjT5xqgCK7NVl_KvQuffxzbGm7yfD7ULDBwh-yVkwUyRqRJe5x_p_nHhINgC-DS-xn5UnNmmFCdQ$
https://urldefense.com/v3/__https:/palms-awss3-repository.s3.us-west-2.amazonaws.com/Shared_Content/Training/TSM*Bulletin*2022/County*Referral/Attachment*2*-*Department*of*Human*Services*Office*Overview*and*Resources*5B1*5D.pdf__;KysrKysrKysrKysrKyUl!!A_Yfr0wlxos!y-5VJfGjT5xqgCK7NVl_KvQuffxzbGm7yfD7ULDBwh-yVkwUyRqRJe5x_p_nHhINgC-DS-xn5UlVNm6PDg$
https://urldefense.com/v3/__https:/palms-awss3-repository.s3.us-west-2.amazonaws.com/Shared_Content/Training/TSM*Bulletin*2022/County*Referral/Attachment*3*-*Understanding*the*Importance*of*Registering*with*the*County*IDA*Program.pdf__;KysrKysrKysrKysrKysr!!A_Yfr0wlxos!y-5VJfGjT5xqgCK7NVl_KvQuffxzbGm7yfD7ULDBwh-yVkwUyRqRJe5x_p_nHhINgC-DS-xn5UlmNKIykQ$

Office of Intellectual/Developmental Disabilities &, ’
Determining Eligibility:

Intellectual Disabilities

v'Psychological evaluation documenting FSIQ, of 70 or below
v'Evidence of onset prior to the age of 22
v'Evidence of three or more adaptive skills deficits

Autism Spectrum

v'Diagnosis of ASD, based on a standardized diagnostic tool
v'Evidence of diagnosis prior to the age of 22

v'Evidence of three or more adaptive skills deficits

+» If the individual does not have documentation needed to assess eligibility, the county ID/A program will provide a list of
resources to assist the individual/family in obtaining these documents.

Magellan

30 HEALTHCARE.



Office of Intellectual/Developmental Disabilities

Montgomery County — 610-278-5666
https://www.montcopa.org/1217/Developmental-Disabilities
Bucks County — 215-444-2847

Behavioral Health/Developmental Programs | Bucks County, PA

Lehigh County — 610-782-3126

https://www.lehighcounty.org/Departments/Human-Services/Intellectual-Disabilities

Northampton County - 610-559-3270
https://www.northamptoncounty.org/HS/DP/Pages/default.aspx
Cambria County — 814-535-8531

https://www.cambriacountypa.gov/behavioral-health.aspx
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https://www.montcopa.org/1217/Developmental-Disabilities
https://www.buckscounty.gov/315/Behavioral-Health
https://www.lehighcounty.org/Departments/Human-Services/Intellectual-Disabilities
https://www.northamptoncounty.org/HS/DP/Pages/default.aspx
https://www.cambriacountypa.gov/behavioral-health.aspx

Cross-System Collaboration is KEY!




Cross —System Collaboration: V' ’
A look at the “whole” person to assess supports

v'Have any potential underlying medical issues been ruled out or appropriately referred out?

v'Is the current diagnosis accurate? Has there been a recent evaluation?

v'Is their medication management plan appropriate, based on recent assessment by a psychiatrist?
v'Is a higher or lower level of care needed based on progress or lack of?

v'Is the individual/family/current supports able to actively engage in the treatment and discharge planning
process?

v’ Are any additional referrals being made to support siblings/other family members if there are concerns?

v’ Are basic needs being met and/or have Social Determinants of Health been considered (food insecurity,
housing instability, utility needs, financial resource strain, transportation, exposure to violence, socio-
demographic violence)?

v'Is there coordination of care between all providers/supports involved (i.e., an ISPT meeting)?
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State-Wide Resources

Y N

Pennsylvania Office of Developmental Programs
— https://www.myodp.org/

PA ASERT
— https://paautism.org/

State-wide Health Care Quality Units
— https://www.dhs.pa.gov/providers/Providers/Pages/Health-Care-Quality-Units.aspx

Office of Vocational Rehabilitation
- http://www.dli.pa.gov/Individuals/Disability-Services/ovr/Pages/default.aspx

Special Needs Unit

— https://www.dhs.pa.gov/HealthChoices/HC-Services/Documents/Flyer%20-
%20MCO0%20Special’%20Needs%20Units.pdf
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Confidentiality statement

By receipt of this presentation, each recipient agrees that the information contained herein will be kept confidential and that the information will not be
photocopied, reproduced, or distributed to or disclosed to others at any time without the prior written consent of Magellan Health, Inc.

The information contained in this presentation is intended for educational purposes only and is not intended to define a standard of care or exclusive course of
treatment, nor be a substitute for treatment.

The information contained in this presentation is intended for educational purposes only and should not be considered legal advice. Recipients are encouraged to
obtain legal guidance from their own legal advisors.
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