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P
eople with intellectual disability (ID)

have higher rates of psychopathology

t h a n  i n d i v i d u a l s  o f  n o r m a l

intelligence.  Assessing and treating these4,8,9

individuals, however, is challenging and complex.

B io log ica l ,  p sych o lo g ica l ,  soc ia l ,  an d

developmental factors must all be considered

when establishing a diagnosis, and limited ability

to self-report symptoms hinders psychiatric

diagnostic methods. Nevertheless, Wallander et

al.  found that more recent studies have improved9

this situation with the addition of standardizing

assessment of psychopathology and ID.

Pharmacotherapy in people with ID has been

controversial. Treatment has been criticized due

to the diagnostic uncertainty of what is actually

being treated. Medications have been used to treat

challenging behavior without a diagnosis and are

often found to be ineffective. Combinations of

treatment approaches that include drug therapy,

psychotherapy, and behavior therapy are also

often necessary.  According to Dosen & Day,1,3 3

“Treatment programs need to be based on a

multidimensional psychiatric diagnosis, and their

implementation requires smooth multidisciplinary

efforts.” 

In 1990, the Accreditation Council on Services

for People with Developmental Disabilities

recommended that psychotropic medications only

be prescribed when an interdisciplinary team

endorsed them. Today, interdisciplinary teams are

frequently employed to monitor the use of

psychoactive medications among persons with ID

or developmental disabilities in facility-based

programs.  Howerton et al.  evaluated the role of6 5

an interdisciplinary team in addressing the issue

of polypharmacy, defined as the utilization of two

or more psychotropic medications on a daily

basis, among individuals with ID. The sample

included 159 patients who had been referred to

the clinic by the Regional Center. More than 60%

of the sample had a borderline to moderate ID. In

this study, the interdisciplinary team

recommended that the number of psychotropic

medications be reduced in 43% of the patients.

Specifically, 73% of principle caregivers reported

behavior improvement when recommendations

were followed in comparison to 19% who reported

improvement when recommendations were not

followed. Lott  reported on the medication reviews7

of 172 individuals with developmental disabilities

and the recommendations made by the medical

team. For individuals whose physicians followed

th e  r ecom m en da t ion s ,  78 .6%  show ed

improvement whereas only 18.6% showed

improvement in people whose physicians did not

follow the recommendations. In the cases of 61

clients, the recommendations included the use of

newer atypical antipsychotic medications, such as

risperidone. Many of the physicians treating in

the community were using older medications with

greater side effects and were not taking advantage

of recent advances in medication management.

The purpose of this study was to determine if

consultation and/or assessment and treatment by

a psychiatrist at the UCLA Neuropsychiatric

This study examined changes in diagnosis and challenging behavior for 38 individuals as a result of treatment
at a university-affiliated hospital outpatient interdisciplinary clinic. Patients were referred to the specialty clinic
because of challenging behavior not resolved by treatment in the community. Demographic and psychiatric
information was collected. Challenging behavior was measured on the Aberrant Behavior Checklist at the time
of initial assessment and six months after the treatment. The most common diagnosis for each axis was autism
(Axis I), mild intellectual disability (Axis II), and seizure disorder (Axis III). The majority of subjects had changes
made to the pharmacotherapy regimen, as well as referrals for consultation and therapies. Subjects had
significantly less stereotyped behavior and less hyperactivity after interdisciplinary assessment and treatment.
A satisfaction survey found that caregivers believed the consultation resulted in an improved quality of life for
the subjects.
Keywords: intellectual disability, psychiatric, behavior, pharmacotherapy, interdisciplinary, bipolar, autism



2

Mental Health Aspects of Developmental Disabilities January/February/March 2009 Vol. 12, No. 1

Institute (NPI), a university-affiliated hospital

outpatient interdisciplinary clinic, would reduce

challenging behavior in individuals with

developmental disabilities. These individuals were

referred because challenging behavior was not

reduced with prior treatments, including

psychiatric treatment by community physicians

and/or behavioral interventions. Each person was

seen by the interdisciplinary team, and

recommendations were made which included

changes in pharmacotherapy regimen, further

evaluations, and additional therapies.

METHOD

This study occurred at the Westside Regional

Center (WRC), which offers a wide range of

services to individuals and their families. The

WRC collaborated with the Neuropsychiatric

Institute (NPI) Clinic at the University of

California, Los Angeles (UCLA), to develop a

program specializing in the treatment of people

with developmental disabilities who present with

challenging behaviors (i.e., self-injury, aggression)

and/or mental health disorders. This study was

approved by the California State University, Long

Beach Institutional Review Board.

Subjects

Individuals who were followed at the WRC

were referred to the NPI Clinic based on specific

criteria which included repeated psychiatric

hospitalizations or severe challenging behavior

such as self-injury or aggression. A total of 38

individuals met criteria and were referred.

Subjects’ age ranged from 5 years to 37 years,

with a mean of 16.2 years (SD = 9.1). (see Table 1)

More than half (21 or 55.2%) were age 5-14. More

than three-fourths of the sample (29 or 76.3%)

were male and more than three-fourths (30 or

78.9%) lived with their family. The largest number

of subjects (18 or 47.4%) were Caucasian (non-

Hispanic), followed by African-American (non-

Hispanic) (10 or 26.3%), Hispanic (5 or 13.2%),

other (4 or 10.5%), and Asian (1 or 2.6%). The

majority of subjects (35 or 92.1%) reported

English as their primary language.

Clinic Setting

The NPI Clinic opened in August of 2000. The

clinic staff included two psychiatrists, an

educational consultant from NPI, a nurse

consultant, and a behaviorist/social worker from

WRC. All individuals who were referred to the

clinic received a thorough evaluation. At that

time, medication history was reviewed and

modifications to the medication regime were

made. Other referrals may also have been made at

that time (e.g., occupational, speech, and physical

therapies).

TABLE 1. DEMOGRAPHIC CHARACTERISTICS OF SAMPLE

 (N = 38)

Characteristics NUMBER %

Age (Years)

5-9 11 28.9
10-14 10 26.3
15-19 4 10.5
20-24 4 10.5
25-29 5 13.2
30-37 4 10.5

Gender

Male 29 76.3
Female 9 23.7

Type of Residency

Living with family 30 78.9
Community care
 facility

2 5.3

Independent living 2 5.3
Intermediate care
 facility

2 5.3

Supported living 1 2.6
Board and care 1 2.6

Ethnicity

African-American 10 26.3
Asian 1 2.6
Caucasian 18 47.4
Hispanic 5 13.2
Other 4 10.5

Primary Language

English 35 92.1
Spanish 2 5.3
Other 1 2.6

Data Collection and Instruments

Data in the case files were collected as part of

WRC policy for participation in the NPI program.

Family members or caregivers of the individuals

receiving the consultation and treatment

completed questionnaires prior to and six months

after the intervention. This research was a

secondary data analysis of data collected by

WRC’s psychiatric nurse consultants. 

Demographic information was obtained using

a questionnaire developed by research staff.

Information included age, gender, ethnicity, living

situation, and primary language; psychiatric
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history including reason for referral, diagnosis,

prior medications, and prior treatments and

interventions; and recommendation made by the

NPI including current diagnosis and change in

medications. 

The Aberrant Behavior Checklist (ABC)  was2

used to measure changes in behaviors. The ABC

consists of 58 questions with a Likert scale of 0 to

3 to rate severity of problem behavior. The 58

items form five subscales: (a) irritability/agitation,

(b) lethargy/social withdrawal, (c) stereotypic

behavior, (d) hyperactivity/noncompliance, and (e)

inappropriate speech. Higher scores indicate more

severe problems.

A Client Satisfaction Survey was administered

to caregivers/family members to measure

satisfaction with services, changes in community

involvement, and quality of life as a result of

receiving services. This questionnaire was

developed by the researcher and asks individuals

to answer “yes,” “no,” or “not applicable” to three

questions: 1) “Has receiving services from the

clinic enhanced the patient’s quality of life?” 2)

“Have the patient’s service needs been met at the

clinic?” and 3) “Has receiving services at the clinic

increased the patient’s ability to be involved in the

community?” This instrument has not been tested

for internal consistency, validity, and reliability.

The questionnaires were given either at the clinic

or over the phone by a psychiatric nurse

consultant at the end of six months of treatment.

Analysis

Data were analyzed using SPSS-PC Version 8.

Univariate statistical analysis included

frequencies, percentages, means, and standard

deviations. Paired-samples t-tests were used to

determine differences in behaviors between the

pretest and posttest.

RESULTS

Demographics and Psychiatric History

More than half of the subjects (22 or 57.9%)

received Medi-Cal. Only 10 (26.3%) had a current

treating psychiatrist prior to enrollment in the NPI

clinic. The two most frequently reported reasons

for referral were aggression (22 or 57.9%) and

danger to self (13 or 34.2%). More than half of the

subjects (22 or 57.9%) had an Axis I diagnosis of

autism. (Table 2) The most common Axis II

diagnosis was mild ID (10 or 26.3%); the most

common Axis III diagnosis was seizure disorder (8

or 21.1%); and the most common Axis IV

diagnosis was primary support problems (17 or

44.7%). Table 2 reports the subjects’ psychiatric

history. 

Most of the subjects (23 or 60.5%) had received

previous psychiatric evaluation or treatment.

Twenty-two of the 23 had received evaluation or

treatment within the last year; 14 of 22 had received

evaluation or treatment at a private mental health

clinic. The majority of subjects (32 or 84.2%)

reported hospitalizations within the last 12 months.

Most of the subjects had a behavioral analysis (25

or 65.8%) and behavioral interventions (25 or

65.8%). Twenty-five (65.8%) were taking medication,

with the most common type of medication being

anticonvulsant (13 or 34.2%).

NPI Recommendations

The NPI recommendations are reported in

Table 3. Almost half of the subjects (18 or 47.4%)

had an Axis I diagnosis of autism. The most

common Axis II diagnosis was mild ID (9 or

23.7%); the most common Axis III diagnosis was

seizure disorder (8 or 21.1%); and the most

common Axis IV diagnosis was educational issues

(20 or 52.6%). 

The majority of subjects (33 or 86.8%) received

new medications; 23 of the subjects had some of

their medications discontinued. The number of

medications added ranged from 0 to 10, with a

mean of 2.6 medications (SD = 2.8). The most

common type of medication added was

antidepressant (19 or 50.0%). The number of

medications discontinued ranged from 0 to 5, with

a mean of 1.0 medications (SD = 1.1). The most

common type of medication discontinued was an

antidepressant (9 or 23.7%).

Aberrant Behavior Checklist

Paired samples t-tests were used to determine

differences in behaviors (i.e., irritability, lethargy,

stereotyped behavior, hyperactivity, and

inappropriate speech) between the initial visit and

six months after evaluation and treatment. (Table

4). Two significant differences were found. Subjects

had significantly less stereotyped behavior at the

posttest in comparison to the pretest (t = 2.33, p =

0.025) and subjects had significantly less

hyperactivity at the posttest in comparison to the

pretest (t = 2.97, p = 0.005).

Client Satisfaction Survey

Results of the Client Satisfaction Survey were

computed using percentages of the total sample size.

(Table 5) Overall family members/caregivers reported
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TABLE 2. PSYCHIATRIC HISTORY OF SAMPLE (N = 38)

Item NUMBER %

Insurance

None 6 15.8
Medi-Cal 22 57.9
Private 10 26.3

Does the client have a current treating psychiatrist?
Yes 10 26.3
No 28 73.7

Reason for referrala

Aggression 22 57.9
Danger to self 13 34.2
Hyperactivity 8 21.1
Tantrums 7 18.4
Depression 6 15.8
Sleep 

Disturbance/Insomnia
6 15.8

Danger to others 5 13.2
Hallucinations 4 10.5
Destructive 4 10.5
Anxious 4 10.5
Other 11 28.9b

Diagnosis Per Chart

Axis Ia

Autism 22 57.9
None 6 15.8
ADHD 3 7.9
Atypical psychosis 3 7.9
Depression 3 7.9
Other 11 28.9c

Axis II
None 12 31.6
Mild ID 10 26.3
Severe ID 7 18.4
Moderate ID 6 15.8
Deferred 2 5.3
Borderline IQ 1 2.6

Axis IIIa

None 17 44.7
Seizure disorder 8 21.1
Cerebral Palsy 4 10.5
Down syndrome 3 7.9
Asthma 2 5.3
Other 12 31.6

Axis IVa

Primary support problems 17 44.7
Social problems 12 31.6
Educational problems 9 23.7
None 2 5.3
Occupational problems 1 2.6

Have you ever received any previous psychiatric
evaluation or treatment?

Yes 23 60.5
No 15 39.5

If yes, was it within the last year?
Yes 22 57.9
No 1 2.6
Not applicable 15 39.5

TABLE 2. PSYCHIATRIC HISTORY OF SAMPLE (N = 38)

Item NUMBER %

If yes, where?

Private mental health clinic 14 36.8
Emergency room 3 7.9
County mental health clinic 2 5.3
Home visit 2 5.3
Office visit 1 2.6
Not applicable 16 42.1

Number of psychiatric hospitalizations within the
last 12 months

0 32 84.2
1 3 7.9
2 1 2.6
3 1 2.6
5 1 2.6

Has there been a behavioral analysis?
Yes 25 65.8
No 13 34.2

Have there been behavioral interventions?
Yes 25 65.8
No 13 34.2

Is the patient on any medication?
Yes 25 65.8
No 13 34.2

Medications prior to treatmenta

Antianxiety 2 5.3
Anticonvulsant 13 34.2
Antidepressant 9 23.7
Antihypertensive 2 5.3
Antipsychotic 20 26.3
Atypical antipsychotic 4 10.5
Cerebral stimulant 2 5.3
Cholinergic blocker 4 10.5
Muscle relaxant 1 2.6
Not applicable 18 47.4

 More than one response was indicated.a

 Other included: autism (N = 2), voices/spiritb

communication (N = 2), crime/arrests (N = 1), PICA

(N = 1), medication refusal (N = 1), severe SIB (N = 1),

eating disorder (N = 1), screaming (N = 1), and

suicidal ideation (N = 1).

 Other included: bipolar disorder (N = 1), organicc

brain disorder (N = 1), Asperger’s syndrome (N = 1),

intermittent explosive disorder (N = 1), impulse

control disorder (N = 1), PDD (N = 1), schizophrenia

(N = 1), mood disorder (N = 1), deferred (N = 1),

atypical affective disorder (N = 1), and adjustment

disorder (N = 1).

 Other included: anemia (N = 1), OTC deficiency (N =d

1), chromosome abnormality (N = 1), PICA (N = 1),

scoliosis (N = 1), hay fever (N = 1), high blood

pressure (N = 1), medication side effects (N = 1),

tuberous sclerosis (N = 1), anorexia (N = 1), infantile

spasms (N = 1), and peptic ulcers (N = 1).
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TABLE 3. NPI RECOMMENDATIONS

CHARACTERISTIC NUMBER %

Diagnosis per NPI consultation
Axis Ia

Autism 18 47.4
Impulse control disorder 6 15.8
None 4 10.5
Depression 3 7.9
Psychotic disorder NOS 3 7.9
ADHD 3 7.9
Other 13 34.2b

Axis II
Mild ID 9 23.7
None 7 18.4
Moderate ID 7 18.4
Deferred 7 18.4
Severe ID 7 18.4
Borderline IQ 1 2.6

Axis IIIa

None 16 42.1
Seizure disorder 8 21.1
Cerebral Palsy 3 7.9
Down syndrome 3 7.9
Other 15 39.5c

Axis IVa

Educational problems 20 52.6
Social problems 18 47.4
Primary support problems 14 36.8
Occupational problems 4 10.5

New medications prescribed?
Yes 33 86.8
No 5 13.2

Number of medications added
0 6 15.8
1 12 31.6
2-4 13 34.2
5-10 7 18.4

Medications addeda

Antianxiety 1 2.6
Anticonvulsant 12 31.6
Antidepressant 19 50.0
Antihistamine 5 13.2
Antihypertensive 1 2.6

Antipsychotic 8 21.1

Atypical antipsychotic 11 28.9
Cholinergic blocker 7 18.4
None 15 39.5

Number of medications discontinued
0 15 39.5
1 13 34.2
2 7 18.4
4 2 5.3
5 1 2.6

Medication discontinueda

Antianxiety 3 7.9
Anticonvulsant 4 10.5
Antidepressant 9 23.7
Antihypertensive 1 2.6
Antipsychotic 2 5.3
Atypical antipsychotic 1 2.6
Cerebral stimulant 1 2.6
Cholinergic blocker 3 7.9
None 21 55.3

TABLE 3. NPI RECOMMENDATIONS (cont.)

 More than one response was indicated.a

 Other included: PDD N = 2), Asperger’s syndrome (N =b

2), disruptive disorder (N = 2), anxiety disorder (N = 2),
deferred (N = 2), bipolar disorder (N = 1), mood disorder
(N = 1), and intermittent explosive disorder (N = 1).
 Other included: anemia (N = 1), OTC deficiency (N = 1),c

tuberous sclerosis (N = 1), chromosome abnormality (N =
1), PICA (N = 1), asthma (N = 1), anorexia (N = 1),
Parkinsonian symptoms (N = 1), obesity (N = 1), allergies
(N = 1), hay fever (N = 1), tremors (N = 1),
hyperthyroidism (N = 1), infantile spasms (N = 1), and
internal problems/bleeding (N = 1). 

TABLE 4. DIFFERENCES IN BEHAVIORS ON THE ABC:
                    ASSESSMENT AND AFTER SIX MONTHS

                    OF TREATMENT

INITIAL POSTTREATMENT

BEHAVIOR MEAN SD MEAN SD t p

Irritability 18.6 10.4 17.1 11.5 0.79 0.436

Lethargy 14.1 10.7 13.0 9.4 0.62 0.538

Stereotyped

 Behavior

8.8 6.9 7.0 5.7 2.33 0.05*

Hyperactivity 25.5 12.5 19.7 12.0 3.0 0.005**

Inappropriate

 Speech

4.7 3.4 4.1 3.3 1.1 0.291

* p<0.05 

** p< 0.01.

TABLE 5. PATIENT SATISFACTION SURVEY RESULTS

                     OF SAMPLE (N = 38)

ITEM NUMBER %

Has receiving services from the clinic enhanced
the patient’s quality of life?

Yes 29 76.3
No 3 7.9
Not applicable 6 15.8

Have the patient’s service needs been met at
the clinic? 

Yes 31 81.6
No 6 15.8
Not applicable 1 2.6

Has receiving services at the clinic increased
the patient’s ability to be involved in the
community? 

Yes 28 73.7
No 4 10.5
Not applicable 6 15.8
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that quality of life was improved for three-quarters of

the subjects (29 or 76.3%). In addition, the majority

had their service needs met (81.6%) and had

increased ability to be involved in the community.

DISCUSSION

Our study found that as a result of

interdisciplinary evaluation and treatment,

individuals improved in challenging behavior of

stereotypy and hyperactivity. Consultation with

the team psychiatrist resulted in modification of

many medications, additional consultations and

evaluations with other professionals, and a more

comprehensive treatment plan. Lastly, family

members and caregivers reported that the quality

of life for the individual was improved and

resulted in more ability to be involved in

community life.

The demographics of the current study are

consistent with many similarly designed studies.

In addition and not surprisingly, given the higher

prevalence of various developmental disabilities

and autism in males, nearly three-fourths of the

sample were male and ranged in age from 5 years

to 37 years, with a mean of 16.2 years (SD = 9.12).

Finally, the two most frequently reported reasons

for referral were aggression and danger to self. 

In this study, the most common Axis I

diagnosis was autism; the most common Axis II

diagnosis was mild ID; and the most common Axis

III diagnosis was seizure disorder. Most of the

subjects in this study were treated with

pharmacotherapy. Prior to the intervention, the

most common medication was an anticonvulsant,

followed by an antipsychotic and an

antidepressant. After NPI consultation, the

majority of subjects had changes in their

pharmacotherapy regimen. The most common

medications added to the regime were

antidepressants, anticonvulsants, and atypical

antipsychotics; the most common medications

r e m o v e d  w e r e  a n t i d e p r e s s a n t s  a n d

anticonvulsants. The subjects’ challenging

behavior problems as measured on the ABC found

significant differences after assessment and

treatment in a decrease for stereotyped behavior

and hyperactivity. Finally, family and caregivers

were pleased with the interdisciplinary

assessment and treatment offered.

This study has several limitations. It was

conducted on one sample of individuals and only one

clinic’s recommendations were evaluated. Only one

measure of challenging behavior was utilized.

Another limitation was the use of a self-report

checklist; the family member or caregiver completing

the survey may have underreported or overreported

symptoms and severity. Nonetheless, the study

provides evidence that interdisciplinary evaluation

and treatment is needed for difficult cases. Future

research should aim to carefully measure the

effectiveness of interdisciplinary treatment against

community providers with regard to psychiatric

disorders and challenging behavior. The criteria for

difficult cases should be studied so that valuable

resources can be used where most needed.
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