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Abstract

Although our understanding of dual diagnosis Ingsroved in recent years, a deficit
exists in our knowledge of how schizophrenia speatdisorders (SSD) manifest themselves in
individuals with intellectual disabilities (ID). @also know very little about the behavioral
problems present with the ID population based erettistence of psychopathology. The
present research attempted to extend the literajucemparing behavior problems of
individuals with intellectual disability with SS@ny form of psychopathology, and no
psychopathology.

Utilizing the Behavior Problems Inventory (BPI)relk areas of problem behaviors were
examined (self-injurious behavior, stereotypic habtra and aggressive/destructive behavior)
and a total behavior problem score was also asses3@relations between diagnostic criteria
from the Diagnostic Assessment for the Severelyditapped-1l (DASH-II) and problem
behaviors were also assessed to examine converfetween the diagnostic instrument and the
behavior problems related to associated disordeesults indicated that the SSD group was
unique when compared to the control group for fezmy and severity of stereotyped behaviors
as well as their overall behavior problem scor@espite these findings, behavior problems
assessed were not unique to the SSD populatidhgatata suggests these behavioral

differences were due to any form of psychopathaloBlyese results warrant further exploration.
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Introduction

The study of Schizophrenia Spectrum Disorders (SSEhe Intellectually Disabled (ID)
population requires reviewing several key areatha® has been limited research done
specifically on SSD within the ID population. S&a term used to identify a group of
disorders sharing clinical features with schizopragwhich include many psychotic disorders.
The terminology and grouping of disorders has he#ized by researchers previously (Erkiran,
Oziinalan, Evren, Aytaclar, Kirisci, & Tarter, ingss; Esterberg & Compton, 2005; Lysaker,
Davis, & Lightfoot, 2005; Lysaker & Hammersley,press; Margolese, Malchy, Negrete,
Tempier, & Gill, 2006; Matsura, Adachi, Oana, OkuKato, Nakano, & Matsura, 2004;
Mizrahi, Kiang, Mamo, Arenovich, Bagby, Zipursky,gapur, 2006; Rodriguez-Sanchez,
Crespo-Facorro, Iglesias, Bosch, Alvarez, & Llo2@)5; Roofeh, Cottone, Burdick, Lencz,
Gyato, & Cervellione, 2006; Sim, Mahendran, Sidsckers, & Chong, 2004; Ueland, Qie,
Landrg, & Rund, 2004). The term SSD has been tesekbntify disorders such as
schizophrenia, schizoaffective disorder, and psiclitisorder, NOS in nearly all
aforementioned studies. In addition delusionabisr and schizophreniform disorder were
included as qualifying disorders in a majority ¢fi@s. Psychotic mood disorder was also
included sparingly as an SSD in the literature thiithe population studied, all but
schizophreniform disorder and psychotic mood dispwdere included in the SSD population.

This literature review begins with an examinatidryeneral psychopathology in the ID
population followed by an examination of schizoptiaan the general population. In addition,
potential treatments for SSD will be reviewed. e&iew of schizophrenia in the ID population
will follow including a review of dual diagnosigzinally, behavior problems in the ID

population will be discussed.
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Psychopathology in the Intellectually Disabled

Prevalence

The rate of psychopathology in persons with IDaaeyally considered to be higher than
for the general population (Nezu, Nezu, & Gill-W&i4992; Reiss, 1990; Rojahn & Tassé,
1996). The majority of the researchers estimagehgpathology rates of the intellectually
disabled to be 4 to 5 times higher than those ahabintelligence across all forms of
psychopathology (Rutter, Tizard, & Yule, 1976; Sin§ood, Soneklar, & Ellis, 1991). A
review completed by Reid (1989a) reported prevaeates for psychiatric disorders in patients
with ID to vary from 37% to 58.8%, which includelfl &ye ranges within hospital, community,
and total population samples.

Psychotic disorders have been found to be moreaf@etvin individuals with ID (DoSen
& Day, 2001). The psychotic disorders discussedatde with disorders falling under the
definition of SSD within this review. Markedly l@aw (than generally accepted) prevalence rates
of schizophrenia in persons with ID were found mhyaone study, where an overall prevalence
rate of 1.3% was found. However, even in this daymates of 2.6% and 3.3% were found in
patients with mild to borderline ID (Lund, 198Fowever, the Lund study was often criticized
for methodological flaws (Blazer, George, LanderpRennybacker, Melville, Woodbury, et al.,
1986; Robins, Helzer, Weissman, Orvaschel, GrugnlBarrke, et al., 1984), including lack of
interviews for all participants included in thedyu Although agreement on actual prevalence
rates of psychopathology in the ID population magyyit is generally accepted that rates are

higher than the general population.
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Schizophrenia
History

The person most often credited with identifying thsorder we call schizophrenia today
is Emil Kraepelin. However, the term Kraepelindise label this phenomenon was “dementia
praecox”. After studying a large cohort of sevemalentally ill patients over several decades, he
was the first to differentiate mood-related psyahdisorders from those with dementia praecox
(Kraepelin & Gosline, 1919). This distinction ramtinued in nearly every classification
system since its description (Flaum, 1995).

The term schizophrenia was first proposed by Ewgjealer. Bleuler focused on
characteristic and fundamental sets of symptontsabee observable during the course of
illness. Diagnostically, these symptoms were refeto as the “four A’s”; affective flattening,
associative loosening, ambivalence, and autismu(k|d995). Affective flattening was
considered a marked diminution in emotional expvesess. Associative loosening consisted of
disorganization in thought process. Ambivalencs e@nsidered as the inability to initiate and
follow through on simple tasks. Autism was involyione’s profound degree of social and
interpersonal relatedness. Although the terminplugs been modified over the years, the
symptoms have remained relatively stable.

In Europe, Kurt Schneider was researching the sthness around the same time as
Bleuler. His methodology of focusing on cross-get@l observation rather than longitudinal
course was otherwise similar to Bleuler. The t&chneiderian symptono$ schizophrenia was
used to identify many of these positive symptomthefdisorder. However, his work did not

enjoy the long-term success of Kraepelin and Bleale subsequent studies did not support his
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findings (Andreasen & Akiskal, 1983; CarpenteraBss, Muleh, 1973; Flaum & Andreasen,
1991; Silverstein & Harrow, 1981).

Primarily, Schneider focused on what are considasghtive symptoms rather than the
positive symptoms in today’s classification sys&xamined by Bleuler. Among his
contributions to the field of schizophrenia, hifluence in broadening Kraepelin’'s concept of
dementia praecox to include more mild and nonpsyctarms of illness were most notable
(Flaum, 1995).

Accepted definitions and classifications of schiz@mia have evolved greatly over the
years. Our understanding of schizophrenia hasloeee from specific dimensions of what
constitutes schizophrenia and, more specificaltglan which dimension specific symptoms are
grouped. At one time, a single common processhglisved to underlie schizophrenic
symptoms and premorbid social adjustment (Andre&s@fsen, 1982). However, more
complicated models have evolved over time.

Generally accepted models have ranged from twouoffctors. An early two-factor
model was proposed by Lenzenweger, Dworkin, & Wegtan (1989). This model will be
discussed in greater detail later in this secti@n.even earlier model of Schizophrenia proposed
three factors. This three-factor model propose&tguss, Carpenter, & Bartko (1974) was
markedly ahead of other researchers; as it wasostgapby later research (Crow, 1987;
Lenzenweger, Dworkin, & Wethington, 1991). Thissir+factor model described positive
symptoms, negative symptoms, and premorbid sodjaktiment as being independent and
distinguishable from one another. However, thseagch did not get the same attention in the

field as did work by other researchers.
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Other three-factor models evolved and had moreessccOne of the larger steps forward
in our understanding of schizophrenia came whedlki987) partitioned the positive
symptoms into two separate dimensions; ‘realityadi®ns’ such as hallucinations and delusions
and ‘disorganizations’ such as tangentiality, derant, and bizarre behaviors. Similar
suggestions regarding the dimensions of schizojpokeare supported by Bilder, Mukherjee, &
Rieder (1985), although both samples used weravelyasmall, limiting generalizability.

The first four-factor model was established by l&d@d991). This fourth factor was
derived essentially by dividing the positive sympsinto reality distortion (e.g., delusions and
hallucinations) and disorganizations, (e.g., thaulgorder and bizarre behaviors). Further
support for a four-factor model came with Lenzenereg Dworkin, 1996. This study will also
be discussed in greater detail later in this sectio

One of the more influential studies on schizophaemas the previously mentioned work
by Lenzenweger et al., (1989). Using exploratogtdaanalysis (EFA), they attempted to
determine if they could account for the organizatid phenotypic schizophrenic symptomology
identified in prior studies. This study first s@gted their original two-factor model of
schizophrenia consisting of positive symptoms agghtive symptoms, with the negative
symptoms loading disordered premorbid personalsacdl relations. Over time, this theory has
been revised and the factors of schizophrenia haea adjusted. The two factor model was
quickly replaced with a three-factor model (Lenzenger, et al, 1991). However, a fourth factor
began to emerge from some of the same researchtbms avfew years.

Lenzenweger et al. (1996) examined case histofi@82individuals, a considerably
larger sample size than previously employed. Thesearchers identified four underlying

dimensions of schizophrenia phenomenology instééaegpreviously accepted three
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(Lenzenweger et al., 1991). The four factors thidars identified which best accounted for
schizophrenia phenomenology were negative symptdisstdered premorbid personal-social
relations, reality distortion, and disorganizatiorhe 1996 study used a more stringent process
of confirmatory factor analysis (CFA) for statisti@nalysis instead of EFA. Four factors appear
relatively independent of one another, lendinghfertsupport to the four factor model being
superior to the three factor model. This modeticoes to have support in the literature
regarding our understanding of schizophrenia.

However, the belief in dimensions/factors of schiz@nia for diagnostic purposes is not
universal. Others have considered usiatggorical criteria instead of dimensions. A gtud
involving 980 participants from the Australian Nattal Survey of Mental Health focused on this
issue. Measures of psychopathology using factquiaged more of the variance in areas of
service demand, dysfunctional behavior, social tdem, global occupation, and function
(Rosenman, Korten, & Medway, 2003). Categoricééda used in grouping behaviors as
opposed to the previously discussed factor stradtare also been used. These categorical
criteria were only able to better predict the ussupport services and course of illness, which
may be far more useful in areas of public healtiniactration and budgeting as compared to the
area of diagnostic ability Psychologists generftus their efforts (Rosenman et al., 2003).

Mental health professionals have also focused emntipact of schizophrenia on other
aspects of patients’ lives. Patients sufferingnfi®SD also abuse drugs and alcohol at higher
rates than the general population (Margolese, Malslegrete, Tempier, & Gill, 2004). These
associations are more applicable in the realmaddltwith mild or moderate ID who live in
community settings than for the institutionalizbdf still warrants mention in terms of treatment

outcomes focusing on more independent living. &udo®e abuse was studied in over 200
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outpatients suffering from schizophrenia and relggychoses in a continuing care facility in
Canada. The three most commonly abused substarecesiicotine, alcohol, and cannabis.
Based on their psychiatric diagnoses and substanege backgrounds, patients were grouped by
those with just a mental disorder or a mental disowith an additional addictive disorder. For
alcohol and cannabis, 44.9% of the sample metriaiter lifetime abuse/dependence and 14.0%
met criteria for current abuse/dependence. Cus@nstance abuse/dependence and a psychotic
disorder was linked to higher Positive and NegaBymptom Scales positive scores than those
with a single diagnosis or a lifetime dual diagsodindividuals with SSD and a substance abuse
problem also were more likely to be non-compliarthwnedication than those with a single
diagnosis. In addition, Margolese et al. (2004jnfd those with SSD and substance abuse
problems were far more likely to smoke cigarettesitthose with a single diagnosis (88.9%
compared to 49.6%) and had smoked longer (19.1 ageddo 11.5 years).

Social functioning is also affected by SSD. Praoigewith social functioning have been a
noted characteristic of schizophrenia (Bellack,8)98-urther support for the inability of those
with schizophrenia to normally function in societgs found in Smith, Shah, Wright & Lewis
(1995). In an analysis of the costs of psychiatrsorders, schizophrenia was found to account
for the second-highest burden on National Healtlvi€es (behind learning disability). In
addition, schizophrenia accounted for one-thirchpatient bed occupancies. These results
highlight the importance of the disorder, even tilous prevalence rate is significantly lower
than many other disorders. A slight improvemertiow we treat and care for individuals with

schizophrenia has the potential to incredibly redine burden on the mental health system.
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Diagnostic Criteria

In The Diagnostic and Statistical Manual of Mental @iers, IV-TRIDSM-IV-TR)
(American Psychological Association, APA, 2000)isophrenia is defined as a disorder that
lasts for at least six months and includes at leastmonth (or less if successfully treated) of
active-phase symptoms of two or more of the follayvactive symptoms over a one month
period of time: delusions, hallucinations, disaigad speech, grossly disorganized or catatonic
behavior, negative symptoms. Only one of thederoon is required if delusions are bizarre or
hallucinations consist of a voice keeping runningimentary of a person’s behavior or
thoughts, or two or more voices conversing with anether (pp. 298-302).

Social or occupational dysfunction occurring faignificant portion of the time since
the onset of symptoms in one or more of the foltayinajor areas of functioning is also
required: work, interpersonal relations, or sefecbeing markedly below where it was prior to
the onset of symptoms. During those months thgeasymptoms are not dominant, individuals
may suffer from “primarily negative symptoms or manild forms” of the earlier mentioned
positive symptoms; this is often referred to asrdsedual period. Next, Schizoaffective
Disorder and Mood Disorder with Psychotic Featuresd to be ruled out based on the absence
of Major Depressive, Manic, or Mixed Episodes ocdtg concurrently with the active-phase
symptoms or the mood episodes occurring duringegthase symptoms must have been of
brief total duration when compared to the active eesidual periods of symptoms. Ruling out
the possibility that symptoms are a result of sstace or general medical condition is also
important. A special consideration for Pervasiw&opmental Disorders also exists. If a
diagnosis of Autistic Disorder or Pervasive Devetgmtal Disorder exists, the additional

diagnosis of Schizophrenia can be made “only inptlesence of prominent delusions or
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hallucinations for at least a month, unless sympgtane successfully treated” (p. 299) (American
Psychological Association, APA, 2000).

The difficulties which arise in diagnosing schizogria within certain populations
(individuals with severe and profound ID, for exde)@are immediately apparent based on this
definition; this issue will be more thoroughly rewied in the Schizophrenia in the Intellectually
Disabled section. In addition, mixed mood statéh features of mania, depression,
schizoaffective psychoses, psychotic responsesuie atress, and rapid-cycling bipolar disorder
all have been reported to be more common in theatigmetarded population than the general
population (Day, 1990; Glue, 1989; Reid, 1972; So\& Pary, 1993).

Beyond the identification of schizophrenia, itnggerative to look at how the mental
health system currently handles clients with sgbiiwenia. This is accomplished by looking at
where the mental health system is at, where itsie@dove in the future, and finally by
examining what treatments are available today.

Treatment and Care for Schizophrenia Spectrum Béser

Needs

Today’'s mental health system often operates iat@ sthere funding availability only
allows for minimal services to individuals from fftahose number and expertise levels are
often limited by these financial constraints. Wifitthe realm of ID, mental health professionals
largely agree the availability and adequacy ofdpeutic and other support services is poor
(Jacobson & Ackerman, 1988). Without adequatesassent, the treatment these individuals
receive may be inappropriate and/or ineffective order to monitor treatment effectiveness,
there must be a link between assessment and tnelaitmerder to ensure therapeutic changes

occur. Unfortunately, most of the empirically soped research on SSD has centered on areas
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that are not cost effective or easily implementdgten requiring the use of well-trained staff
(Clark, 2001) Research ought to focus on assessments and treatwigch are efficient and
simple enough for staff with limited training to bBble to participate in treatment (Matson,
Kuhn, & Mayuville, 2002). The limited resources dahle for mental health care today place
demands on mental health professionals requiriog stficiency while remaining practical and
applicable in the field.

Review of Treatments

In a review of pharmacological treatment studiethote with ID and schizophrenia,
Duggan and Brylewski (1999) concluded that mangisticould not be included in their review
due to lack of randomization or placebo controicluision criteria for this review included both
participants with 1D, schizophrenia, and both IRi@chizophrenia. Many studies also lacked
participants with ID and SSD diagnoses, so theydcoat be used for comparison reasons in this
study. Ultimately, only one study fit their inclaa criteria (Foote, 1958). Unfortunately, with
only one study meeting their inclusion criteriae $tudy was unable to contribute as much to the
literature as the authors initially hoped. Thehaus cited the lack of included studies to be “a
reflection of a genuine dearth of usable mateljal102) and not strict inclusion criteria for their
study. More research needs to be completed terhattlerstand how this disorder affects
individuals with ID.

Recent breakthroughs in psychopharmacology haveased the ability of the mental
health profession to improve treatment of psychogagy in both the normal and ID
population. However, the limited verbal communimatskills often associated with varying
levels of ID seriously limit the effectiveness dieat-patient dialogue (Sovner, 1986) and self-

report data (Reiss, 1994) which are importanteatment planning. Shortcomings in feedback

10
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from patients hamper the ability to tailor treatmplans in a way to improve the quality of life
for individuals with ID, such as less restrictiwang situations.

Antipsychotic drugs have improved the lives of manth schizophrenia since their
introduction in the 1950s (Briggs, 1989; ClarkeQ20Ereshefsky, Wantabe, & Tran-Johnson,
1989; Liberman, 2005). Chlorpromazine and otheraleptic drugs have had success in
reducing positive symptoms such as delusions altach@ations, but have little ability to reduce
negative symptoms (Clarke, 2001). These drugsantto improve a person’s ability to
function outside of an institutional setting, btill feave much to be desired in terms of
rehabilitation outcomes. The efficacy of these watibns within the ID population appears to
be similar to the general population; although fegtadies have been conducted with these
individuals.

Maintenance of treatment also appears to affectomes. Following the treatment of
acute symptoms, it appears that outcomes are lifatt@rntenance doses of antipsychotic
treatments are given for one year (Johnson, 19%8)h maintenance treatments, approximately
33% of patients remain relapse-free within a 2-ymaiod compared to 20% without. Within 5
years, about 80% of patients relapsed after medicatas discontinued (Johnson, Pasterski, &
Ludrow, 1983). Problems with adverse effects oflizations have led to the best practice of
maintaining patients on the minimum number of maglms at the minimum effective dosages.
Briggs (1989) found the use of monitoring systemchsas interdisciplinary teams and
behavioral intervention committees have allowedu$e and maintenance of psychotropic drug
use to drop to 20% of what it was without such cotte®s within institutionalized settings.
These results highlight the relative lack of loagn treatment effectiveness. Due to the chronic

nature of the disorder, lifelong treatment is diséia expectation; improving our abilities to ttea

11
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these disorders would be of great benefit. Thieiohg review of available medications will
evaluate some of the most commonly prescribed ragdits for SSD.

Available Medications

A number of pharmacological treatments exist fertrieatment of psychotic disorders.
Clozapine (Clozaril), has been approved for thattnent of schizophrenia. The benefits of this
medication include effectiveness in some of thoke have been resistant to treatment with
other drugs. It appears to be at least as efeetsvother drugs while improving both positive
and negative symptoms of schizophrenia (Ereshedshky., 1989). The main drawbacks include
neutropenia, a blood disorder which leaves thotietatl more susceptible to infection (in 3% of
patients), requiring stringent hematological momitg; thereby bringing the cost of medical care
up significantly. However, improvements from tleenission of severe psychotic symptoms may
justify the higher costs of Clozapine treatmentoz@pine was found to improve negative
symptoms more than Risperidone (Risperdal) intds s three weeks (Robinson, Lieberman,
Sheitman, Alvir, & Kane, 1997).

Risperidone is among the newer atypical antipsychoedications available. Some
researchers have indicated that it has the poterfitraducing both positive and negative
symptoms with even fewer adverse effects than no#imgr antipsychotics (Ereshefsky et al.,
2003). lts effectiveness has been relatively psomgiwhen compared to some other
antipsychotic medications (Rémillard, Pourcher, éh€n, 2005). In addition, Risperidone is
available in a long-acting injectable form whick@hppears to be safe and well tolerated in
patients with schizophrenia and schizoaffectivewier (Lindenmayer, Khan, Eerdekens, Hove,

& Kushner, in press). Pharmacological studies ledse taken note of behavioral problems.

12
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Lithium has been shown to effectively treat probleemaviors such as elevated moods and
distractibility (Aman, Collier-Crespin, & Lindsag000).

A large double-blind study of atypical antipsydhairugs examined the effectiveness of
antipsychotic drugs in patients with chronic scpiz@nia. Researchers found Olanzapine
(Zyprexa) to be the most tolerable of included roatibns examined, having the fewest patients
discontinue because of side effects. Olanzapireena@e tolerable than Risperidone,
Quitiapine, and Ziprasidone (Lieberman, Stroup, MmE Swartz, Rosenheck, Perkins, et al.,
2005). Olanzapine has also been found to be \feggtere with negative symptoms (Emsley &
Oosthuizen, 2003). However, discontinuation rafemedications were extremely high in this
study, reportedly due to undesirable side effects inclgdueight gain and metabolism changes.
Other studies have found improvement in negativepggms of schizophrenia from Olanzapine
(Tollefson, Sanger, & Beasley, 1997). Olanzapias aiso found to improve depressive signs
and symptoms in recovering patients with schizoplarérollefson, 1997). These depressive
symptoms are noted as the most likely to improireaal outcomes for these patients (Hogarty,
1995). A study comparing Olanzapine to Haloper{ttadldol) and placebo found it to be
superior for treating negative symptoms (Tollefebal., 1997)

Quetiapine (Seroquel) has been found to improwenatinal, motor, and visuo-motor
skills as well as executive functioning withoutreasing motor side effects across a wide variety
of neuropsychological tests through eight weekisezEtment (Arvanitis & Rak, 1997).
Quetiapine appears to be an effective and wellatéel treatment for schizophrenia (Akdede,
Alptekin, Kitis, Arkar, & Advardar, 2005).

Aripiprazole (Abilify), a recently approved secogdneration antipsychotic, has also

been found to be effective and well-tolerated wba@mbined with typical antipsychotic batteries

13

www.manaraa.com



used within the SSD population (DelLeon, Patel, &&@on, 2004). Given the high rate of
polypharmacology within SSD, this is promising. vitever, control for additional psychotropic
drugs within this sample was not thoroughly disedssCaution should be noted with these
results as they appear to be sponsored in parplaanaceutical company. Much more
research is necessary on this treatment, but & sloew promise.

Researchers who have evaluated the side effeatstipkychotic drugs have increased
the quality of the literature in recent years. gtal antipsychotics have shown promise by
having more favorable side effect profiles tharsthof typical antipsychotics. Fifty-one
institutionalized adults with 1D participated irsaudy examining side effect profiles of three
groups were studied. One group had no psychotroputication, one group was taking atypical
antipsychotics (risperidone or olanzapine), andgnoeip took typical antipsychotic drugs
(thioridazine, chlorpromazine, or haloperidol).iliding the Matson Evaluation of Drug Side
Effects (MEDS) scale, the groups taking no psyapmtr medications and the atypical
antipsychotics did not differ from one another atesffect measures. Both groups had
significantly fewer side effects than participamso were taking typical antipsychotics
(Advokat, Mayville, & Matson, 2000).

The focus on investigating pharmacological treatsiér schizophrenia is important and
appears to have done much to improve the livesdividuals with schizophrenia. However,
one should also not ignore the behavioral and ¢wgrtreatments for delusions and other
symptoms of schizophrenia. Related to these behah\and cognitive treatment options are
social and adaptive variables. The importanceoatitlering social and adaptive variables
during both the diagnostic and treatment plannig@ss can not be overlooked (Matson,

Mayville, Lott, Bielecki, & Logan, 2003).
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Although side effect profiles have improved witle #mergence of atypical
antipsychotics, adverse side effects are stillradesirable byproduct of common medications
(Lieberman et al., 2005). Cognitive and behavitedtments do not carry the same side effects
and thus offer distinct advantages over medicatBehavioral treatments are also more likely to
be successful in treating individuals with sevééhsed on their cognitive limitations.
Specifically, an increase in the frequency of vedxgressions of delusions in response to
attention, approval, and reinforcement has beenrdeated. Making social and other
reinforcers contingent on the non-expression aiglehs decreased the occurrence of delusions
(Ayllon & Haughton, 1964). A cognitive-behavioralbdel supported by Watts, Powell, &
Austin (1973) and Johnson, Ross, & Mastria (19€8cdbed strategies based on modifying
attitudes, or the “ownership” of experiences induals believe themselves to be living.
However, when dealing with clients who have limitsanmunication skills, the utility of these
approaches are significantly reduced.

Other Considerations

One contested treatment for schizophrenia is pshehnapy — specifically
psychodynamic psychotherapy (Stone, 1986). Fnebd,normally argued in favor of
psychotherapy, believed it was not suitable fonadials with schizophrenia. This view is even
more likely to be shared with severe or profound#3ed on their cognitive levels (Clark,
2001). Some guidelines recommended by those whacatke for psychotherapy in the
treatment of schizophrenia would be that it shdadffered only if one is capable of
responding, essentially requiring a level of vewdiaility to receive a diagnosis of schizophrenia

(Kendell, 1988).
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In spite of these reservations, psychotherapy Haes some support. Combination
treatments which include psychotherapy have beetessfully used for those patients with
adequate communication skills successfully (FromsicRmann, 1948; Normand & Bluestone,
1986). Opponents of psychotherapy point out ségdi@tcomings of its clinical utility. The
first disadvantage has been mentioned; the reqemenf communication abilities, especially
verbal, is above the level of some patients. Thisbe specifically due to ID, other concurrent
mental or physical illnesses, or a combinationrof ef these items. Also, opponents are quick
to point out that in some studies, psychodynanyaailentated psychotherapy has not been
shown to have any proven value in the treatmestbizophrenia in people of normal
intelligence (Mueser & Berenbaum, 1990). Anotlientified shortcoming of psychotherapy is
the reported adverse effects in managing schizopre

A number of treatments have been outlined and #ffactiveness discussed. Within the
realm of ID, schizophrenia must be examined. Theeemany similarities between the general

and ID population when discussing SSD. Both wéllrbviewed and discussed.
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Schizophrenia in the Intellectually Disabled
Background

Formal descriptions of what appears to be schizphremerged starting in the late
1800’s. W. W. Ireland described a 17-year-old fienia his monograp®n Idiocy and
Imbecility (1877) who ‘had some delusions, especially thraga in the neighbourhood used to
throttle little children and throw them down deadtbe roadside. This, she assured me, was
quite true, in an entirely convinced voice’ (249B25A study in 1934 also cited “much
overlapping of the respective syndromes” and furffzented out a presumed co-existence of
schizophrenia and ID in the same patient (Rosat884). Difficulties in diagnosis were
apparent long ago and unfortunately may not be neasker today. Clinicians still struggle to
properly identify schizophrenia in the mentallyareled population.

Over the years, making the diagnosis of schizopanempersons with ID has been a
source of controversy and debate in the clini¢cafdture (Turner, 1989). The controversy is
surprising, considering the DSM-IV (American Psyldgical Association, APA, 2000) states
“that there is no evidence that the nature of @amgimental disorder is different in individuals
who have mental retardation” (p. 42).

At one time, some believed mental deficiency t@éeetically linked to schizophrenia.
Kallman, Barrera, Hoch, & Kelly (1941) was among fhist to disprove this notion. As a result
of this, the DSM-IV does acknowledge the difficuittyolved in differential diagnosis within
this population. The positive features of schizeple for individuals with severe and profound
ID, at least in terms of frequency, resemble ti@adl picture of schizophrenia without ID
(Johnstone & Frith, 1996). Specifically, those pyoms seem to be hallucinations, delusions,

and disorganized speech (Cherry, Penn, Matson,@ld8iag, 1999). Negative symptoms seem
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to be markedly under-represented in this groupmiaag et al. (1999) suggested diagnostic
overshadowing as one possibility to explain théed#nces found in negative symptoms between
groups. Further, Reiss, Levitan, & Szyszko (1988¢ussed how the presence of ID decreases
the significance of behaviors associated with pspelthology, touching on why diagnostic
overshadowing exists in the mentally retarded pajooh. Communication deficits complicate
nearly all diagnostic criteria, including both pog and negative symptoms of schizophrenia.
This needs to be considered when discussing diiftgsufound in diagnosing SSD in the ID
population.

Research involving diagnostic overshadowing has beiged; overall there was
relatively little support in clinical research. ©main concern in this area of research continues
to be methodological; although alternative appreadre suggested, oftentimes none are
specified (Mason & Scior, 2004). Studies have tbtirat 10-59% of individuals with ID meet
diagnostic criteria for mental iliness (Didomeni@894). Furthermore, Didomenico (1994)
found diagnostic overshadowing tends to occur @asuof personality disorders, while behavior
disorders are often attributed to ID. One metdyamafound effect sizes across experiments
involving diagnostic overshadowing to be small todarate (White, Nichols, Cook, & Spengler,
1995). Most research does not support diagnoggécsbadowing. Another study found many
disorders believed to be commonly overlooked todaglily and commonly diagnosed (Lennox,
1996). Hunter (1995) also failed to find evideoteiagnostic overshadowing. Professional
experience was not found to have an effect on distgmovershadowing, but was found to
improve diagnostic accuracy; which concluded thagulostic overshadowing is unrelated to

professional experience with individuals with 1De(Bs, 1983).
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Diagnosing schizophrenia in persons with ID is guiifficult. This issue has been
discussed as early as 1936; Duncan et al. (198@)f88% of hospitalized individuals with
schizophrenia to be “dull or defective”. This waiicized by Slater (1936), who stressed
difficulties in carrying out psychological tests ‘Grtarded schizophrenics”, arguing the tests on
such people were worthless. From a genetic stantj®ater pointed out that prevalence rates
of schizophrenia were similar (given his informadian the normal and “defective” populations.
Further support for the lack of a genetic link beg¢w schizophrenia and ID was published by
Kallman, Barrera, Hoch, & Kelly (1940). This study find high rates of schizophrenia in
monozygotic twins (up to 81.7%). Bleuler (195®tet “in idiocy a number of other diseases
are involved which must not be confused with sgbimenia” (p. 287). He did not object to, or
claim, that schizophrenia is a cause of “idiocifowever, he stated none of his patients with
schizophrenia were “idiots” (Bleuler, 1950).

Prior to the general use of operational definitiand pharmacological treatments
beginning in the 1950s, psychiatric theories wapedly changing. Fundamentals relating to
presentation of psychosis were similar, including belief that all forms of psychosis could
exist, that symptoms were fairly typical, and tbambined conditions were a relatively likely
occurrence (Beier, 1919; Berkley, 1915; Gordon,8)9nfortunately, without operational
definitions, one cannot be sure the researchers gescribing the same symptoms in the same
populations. James (1939) found that 11% of thedPpulation he sampled had definite signs of
psychosis based on signs of dissociation and menm&r Pollock (1945) found higher
incidence of mental illness among those with sulmabintelligence. Interestingly, the rate
declined as intelligence increased. Others fohatlforms of insanity were similar in “mental

defectives” and “non-defectives” (Rohan, 1946).GG‘man (1954) found a psychosis
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prevalence rate of 29% in a mental hospital uslngative criteria (e.g. seclusiveness,
mannerisms and attitudes, delusions, violencechkassical verbigeration). MacGillivray (1956)
found a 5.5% prevalence rate of psychosis in a&evewaf 209 “idiots”. Again, one must keep in
mind the lack of operational definitions and diagfiocriteria during this time.

Due to the difficulties associated with diagnosseizophrenia in this population,
special considerations should be taken. One cortynaacepted belief is that it is important for
clinicians with special expertise in the area haived in the diagnostic process as well as when
antipsychotic medications are used in treatmenséDda& Day, 2001).

Sturmey (1998) wrote a historical overview of psgtiic diagnoses in the ID population,
which included a review of the relationship betweeal diagnosis and applied behavior
analysis. Sturmey'’s review focused on the diffigwlf diagnosing psychiatric disorders in
severe and profound ID patients is discussed, alotigproblems of making such diagnoses in
the borderline to mild ID populations. Between 8@nd 1993, the diagnosis of mild ID has
decreased greatly in the United States. Howevéjsasame time, the label of “learning
disabilities” increased by over 200% (U.S. Depantred Education, 1995). The mean 1Q of
children diagnosed with learning disabilities hiesadily decreased over this same time period
(Gottlieb, Alter, Gottlieb, & Wisher, 1994). Othkabels listed by Sturmey are deemed to be
more socially acceptable, and the author lists $alobls as; Emotionally Disturbed, Autistic
Disorder, Pervasive Developmental Disabilitiesl.earning Disabled. Because of this
information, one must be wary when figures sucprasalence rates of SSD are cited across

time periods.
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Prevalence of Schizophrenia in the ID Population

Within the mild range of intellectual disabilityglszophrenia occurs approximately three
times more frequently than in the general poputafideaton-Ward, 1977; Turner, 1989). As a
whole, researchers report prevalence rates twit@ée times as high as the general population.
The generally accepted prevalence rate of schiempdnin the general population is 1%
(Murray, 1986). However, as 1Q level decreasesyadence rates tend to decrease. This is best
explained as resulting from the increased difficuttvolved in diagnosing schizophrenia in
patients as their IQ levels decrease (e.g., Lug851Reid, 1994).

As previously discussed, there is considerablécditfy in diagnosing schizophrenia in
the ID population (Reiss et al., 1982). A largentver of cases end up being diagnosed as
Psychotic Disorder, NOS; this is often presumebledecause of the difficulties in
communication as levels of ID increase (O’'BrienQ20 Rates of psychiatric disorders
(including schizophrenia) in the ID population hdezn found to be higher than the general
population (DoSen & Day, 2001). In fact, diagnosttes of psychopathology in the ID
population are markedly greater than the genenalilation (Nezu et al., 1992; Reiss, 1995;
Rojahn & Tassé, 1996). Diagnoses of Psychoticidesp NOS and other similar diagnoses are
more accepted as well as applicable in cases wherability to communicate is hampered by
intellectual ability (O’Brien, 2002). This is oftea result of the inability for clinicians to idéwyt
positive symptoms as diagnostic criteria for scpizenia, leading to diagnoses of related
psychotic disorders.

Additional reasons for the decline in prevalendesdor schizophrenia exist. Multiple
reasons exist for the transition of diagnoses bizephrenia to those of psychotic disorders

within individuals with ID. Some believe schizophra manifests initially with cognitive
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impairment and is followed by psychosis. Thesendoge impairments, and the associated
deficits of ID, may enhance one’s susceptibilityd&veloping the symptoms characteristic of
schizophrenia. A third suggestion is that a comweuse may give rise to both conditions, and
lastly the co-occurrence of both conditions is calental, although highly unlikely (Sanderson,
Doody, Best, Owens, & Johnstone, 2001) Reseatolbinlogical links, such as changes in
brain volume between ID, patients with schizophagor both, has been inconclusive in
determining cause/effect relationships. Howevesrd is limited support from researchers
showing a common cause for the conditions couldteguch as meningitis or obstetric
complications, pointing out the importance of fantilstory and genetic links (Sanderson et al.,
2001).

Deb, Thomas, & Bright (2001) found prevalence rateschizophrenia to be 4.4% and
delusional disorder to be 1.0% within a communi&géd population between the ages of 16 and
64 with varying levels of intellectual disabilityfhe overall rate of psychiatric illness was
similar to that of the general population, but gophrenia was significantly higher than the
general population. Other studies found prevaleatss of schizophrenia to be near 3.0% (Reid,
1989a). These results all support prior prevaleatss cited by Turner (1989), Heaton-Ward
(1977), and Eaton & Menolascino (1982). Earlieidgts looking at prevalence rates in hospital
settings found prevalence rates to be between 2@%d(Forrest & Ogunremi, 1974; Forrest,
Hay, & Kushner, 1968; Russel & Tanguay, 1981; Wkidi®82). Community samples from this
era found rates between 3 and 5% for current psyslamd 8% for lifetime prevalence (Corbett,
1979; Gostason, 1985).

The question of how SSD presents itself in persatisID is a complex question that

appears best broken down into distinct areas. elaex difficulties in how to assess for SSD and
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inherent difficulties with differential diagnosisi€ to significant diagnostic criteria overlap
among psychotic disorders. Within the ID populatidiagnosis becomes even more difficult
due to deficits within the population.

Presentation of Schizophrenia

Overview

One area which has been relatively well researghtite age of onset of schizophrenia
within the ID population. The mean age of onsetaffizophrenia within the ID population has
not been found to be different than the generaufatipn (Heaton-Ward, 1977; Hucker, Day,
George, & Roth, 1979; Reid, 1972). Disorders oltiht and speech are often unexceptional in
the ID populations, although phenomenon such asl&dh can be easily determined and are not
as indicative of mental illness in ID as they aradults of normal intelligence. Within the
severe and profound ID populations, a significamel of verbal fluency is usually required to
communicate and identify many of the major clinisginptomology associated with
Schizophrenia (Reid, 1989a) and other related dessr Early studies have suggested that
catatonic phenomena were more prominent in indalglwith ID (Heaton-Ward, 1977). Other
researchers describe alternating states of exaiteamel stupor, which are described as bordering
on affective psychoses and periodic catatonia (Reiaylor, 1976).

Assessment Schizophrenia in the ID Population

TheDiagnostic Assessment for the Severely Handicappe(DASH-II) is an 84-item
informant based psychopathology screening instrafioerpersons with severe and profound ID.
Each item is scored on a 3 point scale based gndrecy of behavior, duration of time the
behavior has occurred, and the severity of theaehaThis rating method includes 13

subscales representing major psychiatric disordgr&nxiety, 2) Depression, 3) Mania, 4)
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PDD/Autism, 5) Schizophrenia, 6) Stereotypies, &f-#jury, 8) Elimination, 9) Eating, 10)
Sleep, 11) Sexual, 12) Organic, and 13) Impulse. DASH-II has good psychometric
properties, inter-rater reliability is .86 and testest reliability is .84 (Matson, 1995). Norming
was originally conducted on 506 severely and pnoftyymentally retarded persons from four
institutions in Louisiana and Wisconsin. Data fr668 severely and profoundly retarded Texas
residents were later added to this data.

Individual items from the schizophrenia subscatdude; 1) Mood seems totally
unrelated to what is going on around him/her, AkJaith imaginary people or inanimate
objects such as televisions or pictures, 3) Speeahumble of words or ideas that make little or
no sense, 4) Hears things that are imaginary,d&)dstor sits in bizarre or inappropriate
positions, 6) Experiences touch or other sensatariser/his skin that are imaginary, and 7)
Sees things that are imaginary.

Test-retest reliability for items in the Schizopheesubscale were found to be 100%
agreement for the Frequency, Duration, and Sevpatiions. The kappa values were .58, .56,
and 1.0 respectively (Matson, 1995). Intraclassrrater reliability correlations for the seven
Schizophrenia subscale items has been found #6beThe Frequency portion has a 93%
interrater agreement with a kappa coefficient &t .Zhe Duration portion has 92% interrater
agreement with a kappa coefficient of .32. TheeBgvpotion has 97% agreement with a kappa
coefficient of .13 (Matson, 1995).

Items are scored on three dimensions; frequencwgtida, and severity. Cut-off scores
of 1 SDabove the mean were determined based on prevalateseof psychopathology
previously identified in the mentally retarded ptation (Borthwick-Duffy, 1994a; Hamilton,

1995). Since the DASH-II is a screening instruméns considered better to overestimate the
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number of individuals with disorders. Initial sers may produce some false-positives, but will
keep false negatives to a minimum. Those indiviligentified with clinical elevations can be
more closely examined by clinicians in order towaately determine whether or not a
psychiatric disorder exists. This approach aldpshemphasize the importance of clinician’s
judgment when determining diagnoses (Matson & Sliehir,01997).

Bamburg et al. (1999) found that 80% of individualgh elevated levels on the
schizophrenia subscale of the DASH-II met critéoiapsychiatric disorders shared either
clinical features with schizophrenia (i.e., Psyah@&tisorder NOS) or psychomotor features
consistent with neuroleptic side-effects often samong persons with schizophrenia (i.e.,
Stereotypic Movement Disorder). Bamburg et al9@)3concluded that the DASH-II appears to
be adequate for identifying behaviors and sympttirasare consistent with schizophrenia and is
therefore a reasonable screening tool for thisrdeso(Bamburg et al., 1999; Cherry, Penn,
Matson, & Bamburg, 1999). However, due to itstreéalack of specificity for schizophrenia,
the DASH-II should not be used as a sole diagnassicument. The vital role of clinical
judgment should never be overlooked; screeningunstnts such as the DASH-II are useful for
identifying individuals requiring additional scrayi regarding diagnoses. Cherry et al. (1999)
found positive symptoms including hallucinations|us$ions, disorganized speech, paranoia, and
disorganized thinking. They reported negative sgms occurring at a lower rate, and specified
flat affect, withdrawal, and anxiety-related prahkas those falling under Lenzenweger and
Dworkin’s (1996) four factors of schizophrenia pberenology.

Symptoms identified by the DASH-1I which have asated scores on tH@uestions
About Behavior Functio(QABF) can help predict whether behavioral or piecological

treatments will be more effective. Frequency ggifor the QABF have been found to be
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similar across age groups for four of the DASH sales, with older adults showed longer
duration and/or greater severity ratings than yeurglults (Applegate, 1999).

Dual Diagnosis

Within the mild range of intellectual disabilitReid (1989b) reported a diagnosis of
schizophrenia in a mentally retarded person cagsbeblished with reasonable certainty on the
basis of the clinical features and the naturabinysof the disorder. Since the early 1970s, the
literature has seen a switch from primarily diagimocuses in the literature to causality and
behavioral management.

Schizophrenia, as well as major mood disordersngftesents in a similar fashion to the
classic clinical presentation in the normal popala{Hucker, Day, George, & Roth, 1979;
Meadows, Turner, Campbell, & Lewis, 1991; Reid 193@vner and Hurley, 1983), although
the majority of this research focused on individuaith mild or moderate ID. Meadows et al.
(1991) found the age of onset tends to be earlierdividuals with mild ID. Interestingly, the
Schedule for Affective Disorders and SchizophréB8iaDS) was found to be effective for
individuals down to 1Qs of 50 (Meadows et al., 1p9This is preliminary evidence for
attempting to use widely accepted mainstream @lniterview in individuals with mild ID.
Empirical research is needed to justify the ussuch measures in individuals with ID. Limited
research on other scales for diagnosing mentas#inn the ID population exists. A study by
Hatton et al. (2005) used the Positive and Neg&wedrome Scales (PANSS) and the Psychotic
Symptom Rating Scales (PSYRATS) on a populatioh witld ID and psychiatric diagnoses
based on ICD-10 diagnostic criteria. Both scalesevable to differentiate between a psychotic
population and a non-psychotic population basedudtitory hallucination subscales. However,

the PANSS negative symptoms subscale and the PS®RI&lusions subscales did not
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differentiate between groups. The authors feltatb®essments were promising for positive
symptoms, but caution is needed regarding negagigtoms. A better tool for negative
symptoms may be the Scale for Assessment of Neg&mptoms (SANS; Andreasen, 1989a;
Andreasen 1989b). This measure is based on IC&#Hia, indexing affective blunting,

alogia, avolition/apathy, anhedonia/asociality, drefurbances of attention. Items are ranked on
a six-point scale, have good reliability, and clates well with the PANSS (Bouras, Martin,
Leese, Vanstraelen, Holt, Thomas, et al., 2004).

Based on the existing research, it is easy toladedhat little research has been done in
the area of schizophrenia within the severe antbpral ID population. Research reiterates the
problem of language deficits hampering or preclgdialf-reports of delusions, hallucinations,
and other expressions of disordered thought tleather hallmark diagnostic criteria of
schizophrenia (Cherry et al., 1999). Their workolwed the Lenzenweger and Dworkin (1996)
four-factor structure of schizophrenia phenomenglegmparing symptoms within the severe
and profound range of ID to those with normal iigehce. The researchers hypothesized that
evidence showing similarity of symptoms may hekpnitify common signs of schizophrenia and
assist in developing empirically-based criteriad@gnosing schizophrenia within this
population.

Differential Diagnosis

Notable facts regarding schizophrenia presentatidne severe and profound range of
ID emerged from result of Cherry et al., (1999)gdtive symptoms were reported to have
occurred, but they were reported at a lower levahtthose involving reality distortion or
disorganizations. The most prevalent negative sgmgp reported included flat affect,

withdrawal, and anxiety-related problems. A ranfpositive symptoms emerged, primarily
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hallucinations, delusions, and disorganized speétierms of frequency, the positive features
of schizophrenia resemble the clinical pictureatfisophrenia without ID (Cherry et al., 1999).
However, negative symptoms were reported to beiderably under-reported when compared
to adults of normal intelligence. Diagnostic ov&dowing was discussed as it may influence
the identification of negative symptoms such asdféect and withdrawal. The problem of how
these lower reported rates of negative symptomshaagxplained by how the information is
obtained. An alternative hypothesis to explaindtierence in symptom presentation was
offered by Cherry et al. (1999). Symptom inforroatis often obtained from psychiatric reports,
which often have a bias favoring overt behavioreese behaviors are often the positive
symptoms, which staff find disturbing and do natus on the negative symptoms less
troublesome to caretakers. Ultimately, the diffieeein presentation may be an artifact of
positive symptoms causing excess work and probtamgared to negative symptoms, which
generally require less attention and effort fromegavers.

Direct observations by properly trained and neukviad parties may be useful in
obtaining a more accurate estimate of the presentat both positive and negative symptoms of
schizophrenia. An interesting theory discussetlided a shift of the diagnosis of schizophrenia
to concentrating on specific symptoms presentegdbyents. Even though there is a relative lack
of specificity for the DASH-I1I on schizophrenia aitsl ability to identify specific symptoms
presented in both schizophrenia and psychosisaytimave excellent clinical utility to identify
symptoms to target for treatment (Cherry et al99)9

A study involving assessment of schizophrenia exgitofound ID population using the
DASH-II contributed a few major findings to theeliiture. Using the DASH-II, it is possible to

differentiate between those who are diagnosed awud an elevation on the schizophrenia
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subscale and those who either have an elevatidheoschizophrenia subscale without a
diagnosis, as well as those with only profounddb the endorsement of items related to verbal
behavior. It also seems to be sensitive to symptoonsistent with psychotic disorders
(Bamburg et al., 2001).

Matson et al. (2003) found that schizophrenic adlidtd significantly higher scores in
Independent Living Skills of th€ineland Adaptive Behavior Scal@éABS) (Sparrow et al.,
1984) than the general ID population. Other reseaupports these results, finding that social
skills are often adequate or strengths of thosgndised with schizophrenia (Mueser & Bellack,
1998).

Schizophrenia has been found to have significapaits on the adaptive functioning of
those with the disorder. Instruments such as hBYlook specifically at the areas of
communication, daily living skills, and socializati. Other deficits with significant effects on
individuals’ lives exist. Behavior problems, onel area that affects many areas of individuals’

lives, is the focus of this research.
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Behavior Problems with Intellectually Disabled
Overview

Individuals with ID often present with a multitudébehavioral problems. These
maladaptive behaviors are often defined as behawabich interfere with how a person executes
tasks expected of them (Morreau, 1985). Amongviddals with ID there is a significantly
higher risk for displaying problem behaviors. Té@soblem behaviors include, but are not
limited to, self-injurious behavior, aggressiorsrdption, and stereotypic behaviors (Borthwick-
Duffy, 1994b; Borthwick-Duffy & Eyman, 1990; RojahBorthwick-Duffy, & Jacobson, 1993)
and maladaptive behaviors (Eyman & Borthwick, 1980)

Problem behaviors can be classified in multiple syayhich further complicates research
as different assessment scales often break bebantordifferent subscales. Some ways in
which behavior problems are commonly grouped ineluldurtful to self, hurtful to others,
destructive to property, disruptive behavior, uralsr repetitive habits, socially offensive
behavior, withdrawal or inattentive behavior, amtaeoperative behavior (McGrew et al., 1991,
McGrew & Bruininks, 1989; Meyers, Nihira, & Zetlin979; Morreau, 1985).

Problem behaviors have also been found to incrneaseverity and frequency as ID
levels increase (Jacobson, 1988). Aberrant behdisorders (e.g., stereotypies, SIB,
elimination disorders, eating disorders, sleeprdisis, sexual disorders, impulse control, and
organic syndromes) are commonly diagnosed withersttvere and profound ID groups (Cherry,
Matson & Paclawskyj, 1997). Interestingly, imputstrol disorders were identified in over
half the sample in this study.

Past studies have shown some of these previousiyioned problem behaviors (self-

injury and aggression) as well as less frequent&ddoehavior problems (pica) may be
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maintained by a number of variables. These vagaliclude variables in the environment (e.g.,
attention, escape, tangibles) as well as non-stag#drs (e.g. sensory stimulation) (Durand &
Crimmins, 1988; lwata, Dorsey, & Slifer, 1982).

Additional problem behaviors have been identifiéitizing the Questions About
Behavior FunctionQABF; Paclawskyj, Matson, Rush, Smalls, & Vollm2000). The QABF is
another assessment tool aimed at identifying thetfon of behaviors. In this study, numerous
behavior problems were reviewed and their functiwase examined. Within the severely and
profound ID populations, this study identified beioa problems less often cited in the literature.
These behaviors included pica, rumination, foodlstg, and food refusal in addition to those
commonly cited such as aggression and self-injgrlmehavior (Applegate, Matson, & Cherry,
1999).

Prevalence Rates

Prevalence rates of behavior problems have beamusted for individuals with ID. A
sample of over 400 institutionalized adults foumeMvalence rates of at least one problem
behavior to be approximately 73%. Similar prevaéerates were found in a study examining a
special care district in Finland using the Beha®aoblems Inventory. Over 250 adults were
studied and a prevalence rate of 70% was fountdbaviors considered to be “more than a
mild problem”. Roughly 10% of these behaviors weéeemed to be potentially dangerous
(Saloviita, 2002).

Behavior problems are more common in the ID papriehan the general population;
furthermore these behavior problems are often gat®mus (Borthwick-Duffy & Jacobson,
1993; Matson, Hamilton, & Duncan, 1997; Rojahn,&98chroeder, Rojahn, & Oldenquist,

1991) and are oftentimes among the predominantnsdsr institutionalization (Harrow, 1987;
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Clark, 2001). Deeper understanding of what proklane present in this population is likely to
aid in treatment and increase quality of care &irgmts suffering from SSD (Emerson, 2001).
The factor structure of problem behaviors in pess@ith ID has been examined by many
researchers. However, determining what areas gmobkhaviors should be categorized in
proves to be difficult. Some researchers havegoaized these problem behaviors into only a
few areas (Rojahn, Matson, Lott, Esbensen, & Sm2(l81). In this study, three factors of
problem behaviors were identified. Stereotypedabairs were found at a prevalence rate of
54%, self-injury at a rate of 43%, and aggressesiaictive behaviors at a rate of 38% (Rojahn
et al., 2001). However, not all researchers beligwoblem behaviors should be categorized so
simply. Other classifications include: hurtfuldelf, hurtful to others, destructive to property,
disruptive behaviors, uncooperative behaviors, ualsr repetitive habits, socially offensive
behavior, withdrawn or inattentive behavior, andaoperative behavior (McGrew, Ittenbach,
Bruininks, & Hill, 1991; McGrew & Bruininks, 198%eyers et al., 1979, Morreau, 1985).
Global prevalence rates for specific behaviors H@een identified in previous studies.
Within the intellectually disabled population, aggsion rates have been found to be 2.1%; self-
injurious behavior to be 9.3%, and property desibado be 7.1%. Within institutional settings,
prevalence rates appear to be even higher. Adgresses are reported to be 12.8%, self-
injurious behavior to be 31.2%, and property desion to be 29.6%, (Borthwick-Duffy, 1994).
These rates tend to be consistent with those regbartthe literature. One additional behavior
problem noted was making loud noises and sweabuigprevalence rates were not reported for
this behavior (Joyce, Ditchfield, & Harris, 2001)n day program settings, the most commonly
experienced problem behaviors are found to betamitarritability, stereotypic behaviors,

hyperactivity, and noncompliance (Galli, Fabieniéyadine, 2005).
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Three possible ways problem behaviors have be@miassd with general psychiatric
disorders have been proposed. One suggestiomresait they represent the atypical
presentation of the disorder’s core symptoms. sdwnd possibility is that these problem
behaviors are occurring as a secondary featureyahpatric disorders. The third possibility that
the psychiatric disorders act as establishing apesdor operant-maintained problem behaviors
(Emerson, 2001). Certainly the third item warrasgsesideration given the earlier discussed
links between problem behaviors and living situagio Once problem behaviors are properly
identified, functional analysis can help identifigms maintaining problem behaviors. The link
to treatment planning is clear.

It has been established that individuals with IB @swore prone to developing mental
illness (Borthwick-Duffy, 1994a; Galli et al., 200%hey are also prone to develop serious
maladaptive behaviors including self-injurious babg stereotypies, and aggression (Rojahn et
al., 1993; Schroeder, Rojahn, & Oldenquiest, 19Higher psychopathology scores on the
DASH-II have been linked with higher rates of malptive behaviors such as self-injurious,
stereotyped, or aggressive/destructive behavioeggdh et al., 1997). Samples with ID and
schizophrenia spectrum disorders would be expeotbdve higher scores on tBehavior
Problems InventoryBPI) than control groups without psychopathology.

Assessment Instrument

The current version of the BPI, the BPI-01, wagioally designed as a survey
instrument in the 1980s (Rojahn, 1984; 1986). dduce confusion, the BPI-01 will be referred
to as the BPI for the remainder of the manuscrifite scale has been refined multiple times over
the years. The current three-subscale structuteanotal of 49 items was validated by

confirmatory factor analysis (Rojahn et al., 200The BPI focuses on three areas of
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maladaptive behaviors: self-injurious behavioggrassive/destructive behaviors, and
stereotyped behaviors. Identification of theseébfmms is the first step in reducing them in order
to improve the quality of life for these individsal Schizophrenia has previously been
moderately linked to the stereotyped behavior salesaf the BPI (Rojahn, Matson, Naglieri, &
Mayville, 2004); although SSD have not been spedlify sampled against other groups for
comparison purposes. The author heartily agrettsthve statement bigojahn et al. (2004) that
“behavior problems among individuals with predonmithasevere to profound ID are
significantly, positively, and clinically meanindiyrelated to certain psychiatric conditiohp.
34). This topic warrants much more attention sgegchers.

According to accepted definitions, self-injurioushlaviors are those behaviors which can
cause damage to one’s own body and occur repeatediwarying presentation (Rojahn et al.,
2001). Stereotyped behaviors are peculiar or irgpfate voluntary acts, which occur
habitually and repetitively. Aggressive or destiveebehaviors are abusive, deliberate attacks
against other individuals or objects. Reliabibtyd validity for the BPI has been found to be
reasonable (e.g. Rojahn et al.; 2001, Sturmey,, Br&evin, 1993; Sturmey, Sevin, & Williams,
1995). The BPI also has very high inter-intervieagreement as well as test-retest reliability in
the “good” to “excellent” range (Rojahn et al., 200
Characteristics

As previously noted, there is a lack of reseanstestigating how behavior problems
affect adults with ID and SSD (Bleuler, 1950; HeaWard, 1977; Turner, 1989). Problems
within the research exist; inclusion criteria hddeen vague and operational definitions lacking
(Heaton-Ward, 1977). Bleuler was one of the skspif diagnosing schizophrenia in the ID

population; cautioning clinicians of the differesdeetween catatonia and stereotyped behavior.
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He insisted great care be taken in the procesgfefehtial diagnosis. His insight into the
difficulties involved in differential diagnosis #ill relevant today.

Some headway has been made in our ability to dsgaad understand schizophrenia;
we are now better able to diagnose schizophreniradimiduals with severe and profound ID,
which was not believed possible two decades agm(R889b). Behavior problems are among
the most easily identifiable factors restrictingrig environments and have major influences
over daily living situations, quality of life, alii to maintain employment, and placement in
more restrictive living environments (Harrow, 19&€4ark, 2001). Higher rates of behavior
problems have been linked to higher rates of rdingtnalization of individuals with ID
(Intagliata & Willer, 1982). Research focusingidantifying what the common behavior
problems are for individuals with SSD and ID congaato other individuals within
institutionalized settings is needed.

Because of the issues arising from instituting bedral treatment plans in institutional
settings, there is a need to discuss acceptabfliygatments. Hastings, Boulston, Monzani, &
Tombs (2004) claim reinforcement based intervesti@RO, DRA, etc.) as well as less
intrusive interventions are rated as more acceptabstaff. These staff are key to the
effectiveness of treatment plans, so their acceptamlikely to lead to better plan follow-
through. Interestingly, the acceptable level tfusiveness was found to increase with the

severity of the problem behavior (Hastings et2004).
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Purpose

Identification of behavior problems are among thestimportant impediments involved
in the placement of individuals with ID into thensmunity (Intagliata, 1982). Proper
identification of behavior problems should therefbelp treatment planning (Harrow, 1987,
Clark, 2001) as well as placement in less resadiving environments. Further, comorbid
psychopathology may prove to be a factor that &rréxacerbates these behaviors. Certainly,
better understanding the relationship between ¢éiharbid psychopathology, and behavior
problms is a high stakes proposition given the iogplons of challenging behavior for these
individuals’ quality of life. One particularly seus group of comorbid disorders, likely to
receive highly invasive medication and psychololgiaterventions are SSD. Therefore, the
principle goal of this study was to evaluate thelications of SSD on ID adults with
challenging behaviors when compared to personsatiiter forms of psychopathology and ID
and behavior problems alone. If differences wetafl across groups, then an analysis of
specific behaviors that differentiate these groupald be valuable. Knowing the specific
challenging behavior difference might further illuvate factors that could prove fruitful in better

understanding etiology, assessment, and treatment.
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Methodology
Participants

Participants in this study were residents at Restdevelopmental Center (PDC) in
Pineville, Louisiana and Columbia Developmental €e(CDC) in Columbia, Louisiana. PDC
is a state-run facility that provides 24-hour sypson to nearly 575 individuals with varying
levels of ID and adaptive functioning and CDC pd®s the same services to nearly 60
individuals. Individuals residing at PDC and CDi€oarepresent a variety of ages, races, and
backgrounds. Participants in this study includethimales and females. All diagnoses were
provided by licensed clinical psychologists andloard certified psychiatrists and were based
on DSM-IV-TR criteria.

The disorders included in this study as “SSD” ineBchizophrenia, Schizoaffective
Disorder, Schizophreniform Disorder, Brief Psychdisorder, Shared Psychotic Disorder,
Psychotic Disorder Due to a General Medical CoadijtPsychotic Disorder Not Otherwise
Specified, and Substance-Induced Psychotic Disordgrower analysis was conducted using
G-Power, a software package designed to assistimating required sample sizes for proper
experiments. Using an alpha level of .05 with alime effect size (.50) and the recommended
power of .80 (four times 1l-alpha), the sample s&xpiired for this level of power would be 128.
Achieving this level of power was not possible tiois experiment, as this is a relatively
uncommon group of disorders. Because of the limi&SD group participants, the other
psychopathology group and no psychopathology geagh consisted of as many participants as
could be included in the SSD group. The sample siginally consisted of approximately 22
participants per group. The total sample sizeilaity was 66 participants, but after inclusion

criteria were considered, the final sample includ2garticipants.
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Three groups of individuals with ID participatedthis study. These groups included
individuals with both ID and SSD, ID and psychomdlgy not included in the SSD group, and
individuals with ID with no psychopathology or e&wons on any of the DASH-II subscales to
serve as a control. All subjects met criteriaddSM-IV-TR diagnosis as determined by a
licensed Psychologist or a board certified Psydistat The SSD group required further inclusion
criteria of an elevation on the DASH-II Schizopheesubscale to insure proper group
placement. The other psychopathology group wasdtilinsure that behavior problems
measured are due to the SSD and not linked to glepgychopathology within individuals with
ID.

A total of 22 subjects per group were includedhia initial data pool. Analysis of current
signs of psychopathology via the DASH-II left 14tmapants per group meeting inclusion
criteria for this study, totaling 42 subjects ie imal subject pool. Demographic characteristics
of the final sample population are presented in@db Participants were matched on
demographic variables including age, level of IBnder, presence or absence of psychotropic
medications, visual impairments, and auditory impants. Chi-square analysis was conducted
to assess whether there was a difference in payghotmediations between groups. The results
of the test were significank?(3, N = 42) = 10.27p<.01. Results of chi-square analyses found

no significant differences on any remaining matchadables.

Table 1

Demographic Characteristics of Groups (N=42)

SSD (n=14) Psychopathology Control (n=14)
(n=14)
Age
0-20 0 (0%) 0 (0%) 0 (0%)
21-40 4 (28.6%) 0 (0%) 2 (14.2%)
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(Table 1 cont.)
41-60
61+

Gender
Female
Male

Level of ID
Mild
Moderate
Severe
Profound

Visual Impairment
Yes
No

Auditory Impairment
Yes
No

Psychotropic Medications

Yes
No

7 (50.0%)
3 (21.4%)

9 (64.3%)
5 (35.7%)

3 (21.4%)
5(35.7%)
4 (28.6%)
2 (14.2%)

0 (0%)
14 (100%)

0 (0%)
14 (100%)

13 (92.9%)

1 (7.1%)

10 (42.9%)
4 (28.6%)

9 (64.3%)
5 (35.7%)

2 (14.2%)
5(35.7%)
4 (28.6%)
3 (21.4%)

1 (7.1%)
13 (92.9%)

0 (0%)
14 (100%)

11 (78.6%)
3 (21.4%)

7 (50.0%)
2 (14.2%)

9 (64.3%)
5 (35.7%)

2 (14.2%)
5(35.7%)
4 (28.6%)
3 (21.4%)

0 (0%)
14 (100%)

0 (0%)
14 (100%)

1 (7.1%)
13 (92.9%)

Many participants had multiple axis | diagnos@sly one of the SSD participants had

more than one axis | diagnosis, while the psychuagagy group had five participants with

multiple axis | diagnoses. Within the SSD grouye fparticipants were diagnosed with

schizophrenia, five with psychotic disorder, NO&o twith schizoaffective disorder, and two

with delusional disorder. One participant withi@tSSD group had a comorbid anxiety disorder.

Two participants the psychopathology group wergmiiged with anxiety disorders. One

participant in the psychopathology group was diagdowith attention-deficit/hyperactivity

disorder and another had a diagnosis of conductals. Two participants were diagnosed with

autistic disorder and two more with pervasive depalental disorder, NOS. Five participants in

the psychopathology group were diagnosed with bipdisorder. Two participants in the
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psychopathology group were diagnosed with deprestisorders and two more with mood
disorders. Two participants in the psychopatholgup were diagnosed with stereotypic
movement disorder. The control group had no anesaiagnoses, by definition.
Measures

TheDiagnostic Assessment for the Severely Handicappe(DASH-II). The DASH-II
was used for participant selection and group assggn. The DASH-II is a psychopathology
screening instrument for use in the ID populatiglatson, 1995). The DASH-II contains 13
subscales: (1) autism and other pervasive develofangisorders, (2) organic syndromes, (3)
anxiety, (4) mood disorders, (5) mania, (6) schimepia, (7) stereotypies and tics, (8) self-
injurious behavior, (9) elimination, (10) eatingaliders, (11) sleep disorders, (12) sexual
disorders, (13) impulse control and other misceltars behaviors. Each item is scored on its
frequency in the prior two weeks (not at all = 8fvieeen 1 & 10 times = 1, more than 10 times =
2) as well as the length of time the behavior lasied (less than one month = 0, between 1
and 12 months = 1, over 12 months = 2) and itsrggWeaused no disruptions or damages = 0,
caused no damages but interrupted the activitigeefs, family, or staff members at least once
=1, caused injury or property damage at least ern2e

Behavior Problems InventoiRojahn, 2001). The BPI is an informant-basedaueir
rating scale for observable behavior problems dividuals with ID. This measure consists of
three subscales: self-injurious behavior, stepdybehavior, and aggressive/destructive
behaviors. The Self-Injurious Behavior subscalet@os 14 items, the Stereotyped Behavior
subscale contains 24 items, and the Aggressivaidiste Behavior subscale contains 11 items
(Rojahn et al., 2004). Observed behaviors must loaeurred one or more times within the

previous two months. Each item is scored on tvabess a five point frequency scale (never =0,
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monthly = 1, weekly = 2, daily = 3, hourly = 4) aadour-point severity scale (no problem =0, a
slight problem = 1, a moderate problem =2, a sepssblem = 3). In order to shorten item
definitions, each of the three subscales is preduxy generic definitions applying to all items
within the subscale.
Procedure

The investigator was trained on the administratibthe DASH-II and BPI in accordance
with the procedures outlined in their respectiveeuilstrative manuals. Data was collected with
these measures from direct-care staff at the ReseErevelopmental Center and Columbia
Developmental Center. Informants used in thisystuere familiar with and worked with the
participant for at least six months prior to datlection. Both measures were administered to
the same informant to decrease the likelihood t&frimater error occurring. Both the DASH-II

and BPI were administered for the same participdthin the same week.
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Results

Data were included for all experimental subjecéetimg inclusion criteria of clinical
elevations on the DASH-II Schizophrenia subscabkthrir matched triads. A multivariate
analysis of variance (MANOVA) was performed on tiaga obtained from the BPI in order to
determine whether the three diagnostic groupsredfen the frequency or severity any of the
three dependent factors as well as the total frecyuand severity scores of the BPI. The 3 x 8
MANOVA was conducted with three subject groups #imde subscale groups of the BPI as well
as an overall score on the BPI as dependent vasalidoth frequency and severity of
endorsements were evaluated for these items.

The results of Wilks’ Lambda test on the BPI sigggesignificant main effect of
diagnostic group, WilksA = .38,F(7,33) =2.92p < .05. Thus, the null hypothesis which
states that no differences in behavior problemslavba found across groups does not hold.
Significant main effects were found for the freqoeR(2,39) = 5.43p < .05 and severity
F(2,39) = 5.15p < .05 of the Stereotyped Behavior subscale oBfRk Significant main effects
were found for the overall frequenEy2,39) = 4.28p < .05 and overall severity2,39) = 4.79,

p < .05 of BPI scores. In addition, the severityAglyressive/Destructive Behaviors approached,
but did not reach, statistical significaneg,39) = 2.98p= .068. Results of the MANOVA are

summarized in Table 2 below.

Table 2
Significance of BPI values across groups
BPI Behavior F Value p-value
SIB
Frequency 1.96 .16
Severity 2.01 15
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(Table 2 cont.)

Stereotypies
Frequency 5.43 .0f
Severity 5.15 0f
Aggressive/Destructive Behavior
Frequency 0.95 40
Severity 2.88 .07
Total Frequency 4.28 02
Total Severity 4.79 012

Note. 2 Significant omnibus tests

In order to more closely examine observed diffeesrfcom the MANOVA, post-hoc
pair-wise comparisons were conducted with the graepns on each significant subscale. The
Student Newman-Kuels (SNK) test was chosen beaausegreater power than the Tukey HSD
test (Hinkle, Wiersma, & Jurs, 2003). The increiasgower comes at the cost of a minimal
increase over the a priori alpha level set in thgimal MANOVA.

Significant mean differences were found on thedssgry and severity scores of the
Stereotypy Subscale The SSD and psychopatholagypgrhad significantly higher mean
endorsements on Stereotypy frequency subscaleshtbaontrol group, p<.05. The
psychopathology group did not differ significantitgm control group (p=.15) or the SSD group
(p=.09) on severity on the Stereotypy subscalee difierence between the SSD and
psychopathology groups were non-significant fogfrency of stereotypies (p=.36) and severity
of stereotypies (p=.09). The SSD group differgphicantly from the control group (p<.05) but
not the psychopathology group (p=.34) on overaljfrency of stereotypies and severity of

stereotypies (p=.15). These results are summainz&dble 3.
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Table 3

BPI scores.
BPI Group SSD Psychopathology Control
SIB
Frequency 2.93 2.71 0.71
Severity 1.86 2.50 0.57
Stereotyped Behavior
Frequency 13.0 9.77 1.71°
Severity 7.79 4.14 1.07°

Aggressive/Destructive

Behaviors
Frequency 5.78 3.71 2.86
Severity 5.79 2.86 1.36
Overall BPI Scores
Frequency 21.7F 16.14 5.29"
Severity 15.43 9.50 3.00""

Note.Scores in a row sharing superscripts are sigmfigalifferent at p < .05. For all subscales,
higher means indicate higher symptom endorsements.

Specific items were analyzed with pair-wise comgams on group means in order to
determine if behaviors differed across groups &mhebehavior in either frequency or severity.
There were no differences between groups withirS#i&injurious Behavior subscale for
frequency or severity. Within the Stereotyped Betra subscale, differences were found
between groups. The SSD group scored higher gaérecy of waving or shaking arms than the
control group, p<.05. The psychopathology groupgreached, but did not meet significance for
differences from the SSD group (p=.06), but wated#t from the control group (p=.49). The
SSD group scored higher on frequency of havingtiipebody movements than the control
group (p<.05). The psychopathology group did nifédfrom the SSD group (p=.54) or the

control group (p=.06). The SSD group and psychuapagy group scored higher than the
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control group on frequency of repetitive hand mogata (p<.05) but not each other (p=.81).
The SSD group scored higher than psychopatholodycantrol groups in frequency and
severity of grimacing (p<.05), whereas the psychiogagy and control groups did not differ in
terms of frequency (p=.68) or severity (p=.77).

Within the Aggressive/Destructive Behavior subscaidy one item had significant
differences between groups. The SSD group diffeiguificantly from the psychopathology
and control groups on frequency and severity afidpgerbally abusive with others (p<.05). The
psychopathology and control groups did not diffeffrequency (p=.77) or severity (p=.46) of
being verbally abusive with others. Post-hoc ssare summarized in Table 4 for specific items

found to differ based on group membership.

Table 4
Mean scores for specific BPI items.
BPI Group SSD Psychopathology Control
Waving or shaking arms
Frequency 1.07 0.29 0.00
Severity 0.50 0.21 0.00
Engaging in repetitive body movements
Frequency 1.5¢° 1.14 0.00
Severity 0.71 0.50 0.00
Having repetitive hand movements
Frequency 1.50 1.36 0.0G""
Severity 0.57 0.57 0.00
Grimacing
Frequency 0.86** 0.14 0.00
Severity 0.64" 0.07 0.00
Being verbally abusive with others
Frequency 1.71F 0.57 0.43
Severity 1.64" 0.50 0.27

Note.Scores in a row sharing superscripts are sigmfigalifferent at p <.05. For all subscales,
higher means indicate higher symptom endorsements.
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Convergent validity between the stereotypy-relateboth measures was examined.
Results of chi-square analysis found significamtelations between items of both scales.
Significant positive correlations were found foe thASH-II item involving repetitive body
movements (item 31 in Table 5) with BPI items iniog specific repetitive movements, such as
rolling one’s head (r(41) = .4p<.05), repetitive hand movements (r(41) = 6305), complex
hand/finger movements (r(41) = .§8;.05), repeatedly manipulating objects (r(41) = .39
p<.05), and sustained finger movements (r(41) =p£H)5). In addition, correlation with a
nearly identical item, having repetitive body moats, was extremely high (r(41) = .67,
p<.05).

The DASH-II item involving sustained motor actieg (item 36) also showed good
convergent validity. From the BPI, pacing was hygtorrelated with this item (r(41) = .65,
p<.05), as was yelling/screaming (r(41) = .f8,05), bursts of running around (r(41) = .67,
p<.05), manipulating objects repeatedly (r(41) = B8405), sustained finger movements (r(41)
=.32,p<.05), grimacing (r(41) = .53%<.05), and waving/shaking hands (r(41) = jp4.05).

The DASH-II items involving repeating words andisds (item 41) and talking about
the same subject/concern repeatedly (item 49)shlewed convergent validity with the single
verbal related BPI item, yelling/screaming, (r(4182,p<.05), (r(41) = .65p<.05) respectively.

Two items on the DASH-II did not correlate welltivihe BPI stereotypy items. Items
involving collecting/hoarding objects and suckinglithing parts of one’s body correlated with
1 and 0 items on the BPI stereotypy subscale réspbc Hoarding items correlated highly
with repeatedly manipulating objects on the B 1)(= .40,p<.05). Thus, these measures seem
to have good divergent validity as well. Compleberelations for all stereotypy items can be

found in Table 5 below.
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Table 5

Pearson correlation coefficients between frequenzidBP| Stereotyped Behavior and DASH-II
Stereotypies subscales

DASH 21| DASH 28| DASH 31 | DASH 36 | DASH 41 | DASH 49 | DASH 77
BPI 16 22 -.15 .30 .10 -.24 -.06 -.06
BPI 17 -.06 -.10 -.08 -11 A2 -.17 -.04
BPI 18 -.06 21 21 A7 .08 .04 -.04
BPI 19 A7 -17 A1 A1 27 37 -.06
BPI 20 -.04 -.07 42 -.08 -11 -.12 -.03
BPI 21 -.06 -.10 -.08 -11 -.15 -17 -.04
BPI 22 -.15 -.05 .76 .25 .20 32 .30
BPI 23 .23 .07 32 .65’ 37 34 -.07
BPI 24 -.04 -.07 -.06 -.08 .08 -.12 -.03
BPI1 25 .10 -.07 .63 31 .33 27 .29
BPI1 26 19 .06 31 .66 37 .65 A7
BPI 27 -.04 -.07 -.06 31 .28 -.12 -.03
BPI 28 57 14 -.08 .20 .20 .16 -.03
BPI1 29 -.04 -.07 -.06 -.08 .08 -.12 -.03
BPI1 30 .38 .10 A1 67 48 A7 -.04
BPI 31 -.07 -.12 73 .04 -.18 -.07 -.04
BPI 32 -.05 49 39 34 .29 .18 -.03
BPI 33 -11 .08 75 32 .23 .18 -.06
BPI 34 40 -.14 13 .28 34 .18 -.05
BPI 35 .23 .01 59 AT .29 22 -.08
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(Table 5 cont.)

BPI1 36 -.06 -.10 -.08 .08 .08 -.03 -.04
BPI1 37 -.04 -.07 -.06 -.08 .04 -.12 -.03
BPI 38 .36 -.15 .26 53 22 .36 -.06
BPI 39 51 21 21 52 39 33 -.04

Significant correlations at p<.05

In order to examine whether the severity of symga@m the schizophrenia subscale of
the DASH-II and the severity of challenging behasion the BPI covary, two analyses of
covariance (ANCOVA) were conducted. The first ANZ®was conducted with group
membership as the independent variable, the tetargy score on the Schizophrenia subscale
of the DASH-II as the covariate, and the total éreiicy score from the BPI as the dependent
variable. Results of the ANCOVA indicated thaatdtequency scores from the BPI did covary
with frequency scores from the Schizophrenia subsafahe DASH-I11,F(2,38) = 5.90p<.05.

The second ANCOVA was conducted with group memberas the independent
variable, the total severity score on the Schizepiar subscale of the DASH-II as the covariate,
and the total severity score on the BPI as therbg# variable. Results of the ANCOVA
indicated that the scores total severity score® filee BPI did not covary with severity scores

from the DASH-I,F(2,38) = 1.74p=.19.
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Discussion

Behavior problems specific to individuals with #dd comorbid psychopathology were
the primary purpose of this study. Specific behapi@blems in the SSD population and general
psychopathology differed from controls, a new aigdificant finding within the population
studied. Previous research mostly focused on cachéuis | disorders, but not behavior
problems associated with these disorders (BorthigKy, 1994a). Despite the SSD group not
having a unique behavior problem profile; these datygest that targeting behaviors for
individuals with psychopathology and ID could bé&eefive for successful transitions into less
restrictive placements (Harrow, 1987; Clark, 200&pecifically, both the SSD and
psychopathology groups evinced higher scores th@edntrol group on both frequency and
severity of items on the Stereotyped Behavior salesaf the BPI. Furthermore, when total
behavior problems endorsed on the BPI were examthed5SD and psychopathology groups
were found to be higher than for controls on fregyeand severity. These differences were not
found on the Self-injurious Behavior subscale,@ltih differences in the
Aggressive/Destructive subscale did approach saam€e. These results highlight one area
found to differentiate behavior problems basedhenpresence of psychopathology, while
identifying another area which may warrant furtimmestigation. Studies utilizing greater
sample size would be useful to further investighéeAggressive/Destructive behavior subscale,
as it approached significance even with this sswthple.

Analysis of correlational data suggested good cagerd validity between subscales of
the BPI1 and DASH-II examining stereotypies withie tD population. Questions on the
DASH-II Stereotypies subscale generally encompassdtiple BPI questions. Therefore, the

high but not perfect correlations on more spe®@fti questions might be expected given more
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specific data. High correlations were found betwegpected items on the measures. For some
DASH-II items, significant correlations with BPEins were not found. Examination of these
DASH-II items revealed them to be independenterhg from the BPI, showing good divergent
validity as the BPI does not closely address beafrasuch as hoarding or hand-mouthing.

Many potential explanations exist for differencesrfd between groups. Much existing
research compared only a specific disorder to &abgroup, and not against a group with other
Axis | diagnoses (Emerson, 2001; Forrest et alf4).9 These groups are often medicated and
have a host of behaviors which may or may not lzee to their diagnoses (Singh, Matson,
Cooper, Dixon, & Sturmey, 2005). One interestimgling is that the SSD and psychopathology
were medicated, often to help control challengiebadviors. Despite medication, behavior
problems were still significantly higher than famtrols. These findings are significant for a
number of reasons. This could mean that very gseqooblem behaviors are only partially
controlled with these medications. How serious Mdliese behaviors would be if patients were
without medication? Considering the difficultieglwmedication compliance in this population
(Lieberman et al., 2005), investigating the differes if behaviors between a group of medicated
individuals with SSD, a group that is not presatilmeedication for SSD, and a previously but
not currently medicated group could provide insighd the role of medication on behavior
problems within the ID population.

Another possibility to consider is that these matians are less effective than generally
believed. Although the sample size is small, evogeof significantly higher rates and severities
of problem behaviors were found in a group witlpacsfic disorder as well as a group with
general psychopathology. Both groups were medicsitmificantly more often than the control

group, yet behavioral differences remained. Thestjan of whether resources may be better
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spent on other aspects of patient care as opposbd heavy reliance on medication certainly
warrants attention. The effectiveness of antipsticimedications treating specific symptoms of
SSD are consistently upheld in studies, despitiirfgs of studies of behavior problems in the ID
population (Akdede et al., 2005; Arvanitis, 199°&L@on et al., 2004; Duggan et al., 1999;
Emsley et al., 2003; Ereshefsky et al., 1989; Fa@&8; Lindenmayer et al., in press; Rémillard
et al., 2005; Robinson et al., 1997; Tollefsonlgtl®97). These findings suggest medication
may be effective in reducing many of these troudries behaviors, but not alleviating these
symptoms. Behavioral approaches to treatmentmjuoction with this pharmacological
approach seem appropriate, including skill buildamgl social skills training (Matson &
Andrasik, 1982).

As previously discussed, there was a differencevdmt groups in their use of
psychotropic medications. This was expected, disisluals without an Axis | diagnosis should
not be expected to be on psychotropic mediatiotisowt reason. The most likely explanation
for the use of psychotropic medications within ttagitrol group would be to control behavior
problems, which would have created a less-tharesgmtative control population for this study.
Based on this rationale, the control group is belicto be an accurate representation of
institutionalized adults with ID. The SSD and gsypathology groups did not differ on their use
of psychotropic medications. The commonality etment with psychotropic medication
across many Axis | disorders is well documentedfith the ID population (Holden et al., 2004;
Lund, 1985; Singh et al., 2005) including guidafaretreatment decision-making (Sturmey,
1995) and use in the general population (Lakey.e2@05)

Pair-wise comparisons on specific items yieldedediresults. Table 4 presented results

of noteworthy post-hoc comparisons. Only two @ftwo items were able to significantly
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distinguish the SSD group from the psychopathokmgy control groups. However, five items
were able to successfully distinguish the controlig from at least one other group. Grimacing
was the one behavior within the Stereotyped Behlawobscale that was able to differentiate the
SSD group from the psychopathology and control gsoulhe second item in which scores were
significantly higher for the SSD group than botimgarison groups was being verbally abusive
to others. This item falls within the AggressiveAructive Behavior subscale on the BPI.
Verbal aggression has been linked with disordestsided within the SSD group in previous
literature (Foley, Kelly, Clarke, McTigue, Gervidkamali et al., 2005; Milton, Amin, Singh,
Harrison, Jones, Croudace et al., 2001).

Results of one ANCOVA revealed that overall frequeaf behavior problems on the
BPI significantly covaried with frequency of endemsents on the Schizophrenia subscale of the
DASH-II. This result was expected, as behaviobjfems rarely present as a single problem
behavior (Saloviita, 2002). However, the ANCOVAaexning severity of these same scales
found no differences. One potential explanatiarttiese results could be different operational
definitions regarding severity between the twoegalThe BPI asks how serious behaviors are
when they occur, whereas the DASH-II orients theesgy of behaviors based on their effect on
others (interrupting others, causing harm or dantageoperty, etc). Furthermore, many of the
behaviors in the Schizophrenia subscale of theaB®hot expected to cause significant troubles
for others. Items including talking to oneselfkiiag to inanimate objects, hearing voices, or
mood being totally unrelated to what is going oouaid a person may certainly be odd, but are
not often going to cause significant disruptiortha lives of others around them within this

population.
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Although significant differences between the SSD psychopathology groups were not
always found, many items were able to be diffeegatl from the control group. These data
suggest Axis | diagnoses in general may signifigacdntribute to behavioral problems leading
to restrictive placement. The inability to creattarget plan to improve behavior specifically
within the SSD population does not keep one frometiang those behaviors identified which are
significant based on psychopathology in generdle @ffectiveness of behavior checklists within
this population has been well documented (RojaB841Rojahn et al., 2001; 2003; Singh et al.,
1991). One can still utilize behavioral instrungeta identify these target behaviors which
potentially restrict placement and address theroraaagly.

A number of strengths and weaknesses exist irstdyy. The inclusion of only
participants currently clinically elevated on theh&ophrenia subscale of the DASH-Il was a
strength of the study. Another particular strergftthis study was the inclusion of participants
from multiple sites, which is uncommon to find retliterature within the 1D population.
Participants were screened to be sure that theme signs of active psychosis at the time of
rating in addition to being diagnosed with a SStirthermore, results of correlations between
stereotypy related subscales of both measures stegigaeccurate and consistent responses to
guestions between the two measures.

Sample size was likely the most significant weakradghis study. The power of the
final sample was less than ideal, potentially legdd Type Il errors. The original sample
included 22 participants per group. Over one-tbirthe gathered sample was excluded due to
inclusion criteria to insure participants experiagdorms of active psychosis due to the DASH-
Il Schizophrenia subscale. This does not insurgrihstic accuracy, but does lend support to

correct diagnoses and proper placement withinstlidy. A larger sample size would have been
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preferred, but the stringent inclusion criteria éma prevalence rates of the studied disorders
made this impossible. The trade off of power foalgy of the sample seemed appropriate.
However, this did highlight one problem with resdain this area. The inherent difficulties of
recruiting a large SSD sample is one of the likesons large-scale studies are rare within this
population. Another potential weakness of thiglgtinay be the grouping of disorders rather
than studying one specific disorder. However, inithe study of these disorders, grouping
these disorders is common (Erkiron et al., in prEsserberg & Compton, 2005; Lysaker et al.,
2005; Lysaker & Hammersley, in press; Margolesa.e2006; Matsura et al., 2004; Mizrahi et
al., 2006; Rodriguez-Sanchez et al., 2005; Rodfalh;e2006, Sim et al., 2004; Ueland et al,
2004). Regardless, the study of one disorder ied@gnt of related disorders would remove a
potential source of variation and improve futungdss.

Future research should focus on utilizing largen@as than what is often found in the
literature. The current study, along with manydsg#s in the literature today, may have lacked
the power to adequately identify differences withioups. Larger samples may be able to
identify whether or not behavioral differences esisross varying levels of intellect within the
SSD population. Behavioral checklists such adBfAkcould be extended to individuals with
borderline intellectual functioning as well as nafrmtellectual functioning with SSD.
Furthermore, controlling for specific medicationsudd be beneficial as a means of reducing
error within the study of challenging behavior e tSSD population. In addition, particular
areas of behavior problems not specifically idesdifwith the BP1 may also be worthy of study
when considering factors affecting potentially resive living situations. A study involving
additional behaviors may be beneficial. One waulgpect behaviors such as medication

incompliance (Petrakis, Nich, & Ralevski, 2006)ngel opposition to authority, and defiance
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may have significant implications regarding ondidity to maintain more independent living
situations.

In summary, the results of this study showed feacsje items of the BPI endorsed
differently between the SSD group and the psychapag)y group. However, more significant
differences were found between groups with psyctimpagy versus controls on BPI items.
Results suggest these behavior problems may beiatesbwith psychopathology rather than
being specific to SSD. Although not enough diffexes were found between groups to support
the creation of any behavioral profile of the SIDup, results did show good convergent and
divergent validity of expected items between thé &Rl DASH-II for the Stereotypic Behavior

subscales of each item.
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