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Highlights 

1) Persons with intellectual disability and autism spectrum disorder showing problem behaviours 

resulted to have a significantly higher prevalence of major depressive disorder than those who do not 

show problem behaviours. 

2) The severity of depressive symptoms resulted to have a strong correlation with scores of 

instrumental assessment of problem behaviours. 

3) Among problem behaviours, verbal aggression was found to be the most frequent equivalent of  

major depressive disorder. 

  



Abstract 

The high prevalence of Problem Behaviours (PB) in persons with intellectual disability (ID) and 

Autism Spectrum Disorder (ASD) has been associated by some researchers to a proportionate 

frequency of Major Depressive Disorder (MDD), which have a different presentation in persons with 

ID and ASD than in the general population, mostly as behavioural changes. Nevertheless, evidence on 

this behavioural equivalency is still scarce.   

The present study aims at evaluating the rate of MDD in persons with ID and ASD presenting PB.  

Two groups of persons with mild-to-moderate ID and ASD, with and without PB underwent a 

complex clinical (Diagnostic Manual – Intellectual Disability) and instrumental (Reiss Screen for 

Maladaptive Behaviour; Mini Psychiatric Assessment Schedule for Adults with Developmental 

Disabilities).  

The prevalence of MDD was found to be significantly higher in the group with PB. The severity of 

depressive symptoms resulted to have a strong correlation with the scores of instrumental assessment 

of PB. 

Our findings support previous literature on a high association between PB and MDD in persons with 

ID and ASD. The level of the equivalency between specific MDD symptoms and different PB 

deserves further investigations. 

 

 

  



 

1. Introduction 

The high prevalence of Problem Behaviours (PB) in people with intellectual disability (ID) is well 

documented, although specific explanation for this link has not been provided yet. Researchers 

continue to tease out many different causal agents, ranging from organic conditions to co-occuring 

Psychiatric Disorders (PD), environmental factors or a combination of these. The pathogenic 

mechanism of similar PB can considerably vary case by case and the same behaviour can be 

interpreted very differently by different professionals, even in the same staff, with relevant 

implications for intervention. Also terms and definitions of PB have changed across time, according to 

specific pathogenic interpretation. One of the most popular alternative term to PB is ‘challenging 

behaviour’, which was coined to provide a reminder that severely problematic or socially unacceptable 

behaviour should be seen as a challenge to the environment rather than a manifestation of pathological 

processes of the acting person (Emerson, 1995).   

The literature reports prevalence rates of PB in ID to range from 9.9% to 16.7% (Holden and Gitlesen, 

2006; Lowe et al., 2007). In one of the largest samples ever Borthwick-Duffy (1994) found a 

prevalence of 14.4%. Most frequently reported kinds of PB include aggressivity towards other persons 

or objects, self-injurious behaviour, stereotypies and repetitive behaviour. Also combinations of these 

and other PB are frequent. The severity of PB, which is given by their intensity and frequency, is 

reported to be high in a considerable percentage of cases, ranging from 3.8-7.8 % (Emerson et al., 

2001b).  

Individuals with ID also have an increased risk for ASD compared to the general population (Sappok 

et al., 2010) although this co-occurrence of diagnoses often remains unrecognised (La Malfa et al., 

2004). This can be partly explained by the symptomatic overlap between ID and ASD and the lack of 

standardised appropriate measures diagnosing ASD in adults with ID (Matson and Shoemaker, 2009). 

Importantly, the prevalence of PB is three to four times higher in people with ID and ASD, compared 

to their peers without this co-occurrence (McCarthy et al., 2009; Bradley et al., 2004). In this line, 

Smith and colleagues reported self-injurious behaviour to be present in 4.9% (Cooper et al., 2009) and 

aggressivity in 9.8% (Smith and Matson, 2010) of persons with ID and co-morbid ASD or epilepsy. 

The high prevalence of PB in persons with ID has been associated by some researchers to a 

proportionate frequency of PD. In fact the prevalence rate of the full range of PD in persons with ID 

has been repeatedly reported to be higher than in the general population, at least when adapted 

diagnostic criteria have been considered (Bertelli et al., 2012; Cooper et al., 2007). The clinical 

presentation of PD in people with ID is often very different from the one of the general population and 

the diagnostic criteria of the main classification system (DSM and ICD) cannot be applied without 

specific adaptation, particularly in those with more severe ID and/or co-occurrence of ASD, who 

present the highest difficulties in conceptualising and communicating their psychic suffering (Bertelli 

et al., 2015). Thus, adapted criteria have been developed, such as the DC-LD (Royal College of 

Psychiatrists, 2001) or the DM-ID (Fletcher et al., 2007). By using these criteria the prevalence rate of 

most PD in persons with ID has resulted to be up to 4 times higher than in the general population 

(Bertelli et al., 2012; Cooper et al., 2007).   

Some other studies not including specific diagnostic criteria reported incidences similar to those of the 

persons with normal intellectual abilities (Dekker, 2003; Došen, 2000).  

Some studies demonstrated a relationship between PB and PD (Emerson et al., 2001a, 2001b; Felce et 

al., 2009; Hemmings et al., 2006; Kishore et al., 2005; Moss et al., 2000), particularly strong in 

individuals with lower level of functioning (Felce et al., 2009) and some behavioural equivalents have 

been identified for specific symptoms (Hurley, 2006, 2008). Charlot et al., (2008) suggests the course 

of the behaviour in respect to other possible symptoms of a PD as a main reference to decide whether 

the behaviour can be considered a symptom equivalent. Other studies found no evidence that PB were 



behavioural equivalents of PD (Tsiouris et al., 2003). Some authors sustain that PB and maladaptive 

behaviours should be interpreted as nonspecific indicators of emotional distress rather than atypical 

symptoms (Rojahn and Meier, 2009).  

In respect to affective disorders, Cooper and collaborators (2007) found prevalence rates of 4.6 % for 

depression and 1.2 % for bipolar disorder, using ICD-10 (WHO, 1992) and DSM-IV-TR criteria 

(APA, 2000). Similarly, Deb and collaborators (2001) found that 2.2% to 3.3% had a diagnosis of 

depression.  

Kraijer and Plas (2002) demonstrated that classical symptoms of Major Depressive Disorder (MDD), 

such as depressive thoughts, nihilistic emotions and suicidal thoughts are not frequently seen in 

persons with ID. However, they do display reduced interest and anhedonia, deterioration of the 

activities of daily life, nervous and anxious behaviour (day and night), claiming behaviour and 

physical complaints. According to this caveats and using specific diagnostic criteria, other studies 

have reported high prevalence rate of depressive disorders in ID (Cooper, et al., 2007; Hermans et al., 

2013), and even higher in those with ID and co-occurrent ASD (Bradley et al., 2004; Bradley and 

Bolton, 2006; Smith and Matson, 2010). It has been hypothesised that aggression or self-injury can 

also be considered as symptoms of depression (Kraijer and Plas, 2002). Similarly, Maes and Swillen 

(2010) pointed out that depression can be accompanied by behavioural changes such as aggression, 

tantrums, screaming or self-injury. This is also in line with findings by Hurley (2006, 2008) and 

Tsiouris and collaborators (2011) on an association between diagnosis of depression and higher rates 

of aggression in persons with ID. However, many other studies (Moss et al., 2000; Hemmings et al., 

2006; Hurley, 2008; Myrbakk and von Tetzchner, 2008) report aggressive behaviours to be even 

higher in counterpolar mood alterations in people with different levels of ID. In a recent study, Cooper 

and collaborators found a dimensional model to have a better predictive validity than categorical 

diagnosis, and PBs to be included in an emotion dysregulation dimension, distinct from the depressive, 

anxiety, organic and psychosis ones (Melville et al., 2016). 

The limited and contradictory evidence on the relationship between PBs and symptoms of psychiatric 

disorders experienced by adults with severe neurodevelopmental disorders leads to conflict about 

diagnostic criteria and confused treatment. 

The present study aimed at evaluating the association between PB and MDD in persons with ID and 

ASD by investigating the association between PB and depressive symptomatology in persons with and 

without PB.   

 

2. Methods 

 

2.1 Ethics Statement  

The study was carried out in accordance with the latest version of the Helsinki declaration and was 

approved by the medical ethical committees of the participating hospital (Ethical Committee of the 

“Brothers of Charity”) and of the University of Ghent, Belgium. Informed consent was received from 

relatives or guardians for participants for whom the minor age had legally been extended. Persons who 

were legally major of age were asked for permission themselves. 

 

2.2 Settings and Design  

 

2.2.1 Participants  

The study was conducted on a psychiatric ward specialised in diagnosis and treatment of patients with  

ID, PB and PD. The two study groups represented convenient sample of persons with ID 

(mild/moderate) and ASD, with PB (group 1 = 24; inpatients) and without PB (group 2 = 10; 

outpatients). All participants were consecutively recruited between January 2010 and June 2013, after 



presentation of the study design and aim to the persons themselves or their legal representatives. 

Persons in group 1 were recruited among those attending the above mentioned psychiatric ward, while 

persons in group 2 were recruited among users of care and residential services within the network of 

the psychiatric ward.  Inclusion criteria were age of 18 years or older, diagnosis of ID (clinical 

records), with an IQ equivalent between 34 and 70, measured by means of the Wechsler Adult 

Intelligence Scale-III (WAIS-III) (Wechsler, 2005) and diagnosis of ASD (clinical records), confirmed 

by administration of AVZ (“Autism and Related Disorders”: Kraijer, 1999). Exclusion criteria were 

presence of organic lesions, neurological disorders or physical illnesses impacting on the central 

nervous system, as well as assumption of psychoactive compounds with the exception  of anti-

epileptics (to treat epilepsy) and low doses of lorazepam (in case of emergency).  

  

2.2.2 Design and procedures  

This is an observational descriptive study where participants were divided in two groups by presence 

of PB through clinical assessment supported by administration of SGZ (Disturbing Behaviour Scale 

for ID (Kraijer and Kema, 1994). The two groups were compared for occurrence of MDD by a trained 

psychiatrist (LB), in accordance to DM-ID criteria (Fletcher et al., 2007) and after administration of 

screening tools (PAS-ADD and RSMB). WAIS-III, SGZ, PAS-ADD and RSMB were administered by 

a trained psychologist (VV). For SGZ, PAS-ADD and RSMB informant were represented by family 

members or professional caregivers. Both the psychiatrist and the psychologist were blind to the study 

aim. 

 

2.2.3. Instruments  

 

2.2.3.1 WAIS 

The Wechsler Adult Intelligence Scale was administered in the form of the Dutch translation of the 

third edition (2005).  

 

2.2.3.2 AVZ 

The AVZ (Autism and Related Scale; Kraijer, 1999) is a validated tool to support diagnosis of ASD in 

persons with ID. It includes 12 items related to the main symptomatological domains of ASD: 

communication, socialisation and repetitive behaviors, which can be scored by a Likert scale from 1 to 

3. Diagnosis of ASD was indicated by a score ≥ 10. The scale does not allow to identify any level of 

severity of the ASD.  

2.2.3.3 SGZ 

Behavioural problems were measured by the Storend Gedragsschaal voor Zwakzinnigen (Maladaptive 

Behaviour Scale for the Mentally Retarded; Kraijer and Kema, 1994). The SGZ is widely used in the 

Netherlands and the Dutch-speaking regions of Belgium. It consists of 32 items, grouped in three sub-

scales: (1) physical aggressive behaviour (SGZ-A); (2) verbal aggressive behavior (SGZ-V); and (3) 

mixed maladaptive behaviour (SGZ-M). The SGZ-A contains eight items on scratching, 

pinching, biting, pushing, hitting, kicking, spitting or pulling hair of parents, caregivers, siblings 

and/or other persons; the SGZ-V (5 items) refers to abusive language and nagging towards caregivers 

and/or other persons; the SGZ-M (19 items) addresses self-injurious behaviour, stealing food, pica, 

tearing clothes, throwing or destroying objects, hyperactivity, screaming, nagging, noncompliance, 

public masturbating, faeces smearing and stereotyped behaviours. Each item is rated on a 5-point 

Likert-type scale, on the basis of the frequency of occurrence. Scores are then multiplied by 2 or 3, 

depending on the degree that the specific item is more or less disturbing to others. In the subscale 

score grading of the SGZ version used for the present study, items rough scores have been turned into 



standard scores, comprised in a range from 2 to 9, as from given rules. These score are inversely 

related to the presence and severity of PB. Significative PB were selected by a cut-off of ≤ 5. Total 

scores on the three sub-scales are based upon summing up the scores of the sub-scale items. Scores 

from the three sub-scales may be summed to attain a total SGZ score (i.e. SGZ total), which reflects 

the overall severity level of PB. The SGZ is validated for persons with ID, aged 3 years and over, and 

IQ 70 or less. The SGZ was found to satisfy the rigorous criteria used by the Dutch Psychological 

Association; its psychometric characteristics have been proven to be good (Evers, 2001). 

 

2.2.3.4. RSMB 

The Reiss Screen for Maladaptive Behaviour (RSMB) (Reiss, 1988, 1994) includes 38 items grouped 

in the following eight subscales: Aggressive, Autism, Psychosis, Paranoia, Depression-B (behavioral 

symptoms), Depression-P (physical symptoms), Dependent and Avoidant Personality Disorder. Each 

item is scored by a Likert scale, from 0 (no problem) to 3 (major problem).  Scores from the two raters 

are averaged, and these averages are summed to obtain a raw score for each of the eight diagnostically 

relevant, or clinical, scales. Also, 26 of the 38 items contribute to a Total score. 

The screening tool has a particular sensitivity for depressive disorder, which in fact is the only 

disorder being assessed by 2 different subscales, behavioural (B), and physical (P). The first has five 

items that refer to irritability, anxiety and sadness, while the second has five items that refer to 

problems with energy level, eating, sleeping and stress. 

 

2.2.3.5 Mini PAS-ADD 

The Mini Psychiatric Assessment Schedule for Adults with Developmental Disabilities (Mini PAS-

ADD) was developed by Moss and collaborators to assess mental health problems in persons with ID 

(Moss et al., 1997). It supports diagnoses of depression, anxiety disorder, mania, obsessive compulsive 

disorder, psychotic disorder, ASD, and disorder not otherwise specified. 

 

2.2.4. Statistics 

Mean scores between groups were compared by Pearson’s Chi-square for categorical variables and by 

use of the Student’s T test for continuous variables. Correlations were evaluated through calculation of 

the Peasons’ r coefficient. 

 

3. Results 

 

3.1. Background characteristics 

A total of 34 participants with ID and ASD was included in the present study: 22 male (62.9%) and 12 

female (37.1%). Of these participants, 24 had PB (group 1), whereas 10 had not (group 2).  

The mean age in group 1 was 30.38 yrs ±11.11 (range = 18-58) and in group 2 31.50 (range = 19-58). 

Mean IQ in group 1 was 57.60 ±7.40 (range = 49-70) and in group 2 56.60 ±9.10 (range = 48-70). 

No significant groups differences were found for age and IQ impairment, but sex ratio was 

significantly different, with more women present in group 1 (n =11 vs n=1; chi-square = 3.97; p= 

0.046). 

 

3.2 Associations between PB and depressive symptomatology  

The level of reliability between clinical diagnosis (psychiatrist + DM-ID) and PAS-ADD diagnosis 

(psychologist) was 89.5%.  

In group 1, 15 out of 24 (63%) were diagnosed with MDD, while none of the participants in group 2 

had a diagnosis of MDD (Pearson’s Chi-square = 11.184, p= 0.001). 



RSMB and Mini PAS-ADD scores yielded again significant differences between groups (see table 1). 

Within the RSMB, the P subscale (problems with energy level, eating, sleeping and stress) resulted to 

have a rank of significance much higher than the B one (0.05 vs 0.001). 

In order to evaluate to what extent depressive symptomatology was predictive for PB, a binary logistic 

regression model was run on the combined patient sample (n=34) with RSMD and PAS-ADD scores 

as well as gender entering the model as covariates. 

PAS-ADD (B=0.304; p=0.030) and RSMB-P (B=1.11; p=0.035) contributed significantly to the 

model, which was highly predictive (Nagelkerke R2=0.694). Neither gender, nor RSMD-B 

contributed significantly. 

 

3.3 Correlations between PB and depressive symptoms 

In the general sample RSMB and Mini PAS-ADD depressive symptoms significantly correlated with 

all the three SGZ subscores, with the highest strengths between RSMB-P and SGZ mix scores, as well 

as between RSMB-P and SGZ total scores. Results indicate that depressive symptoms are associated  

with the onset or the exaggeration of PB. Aggressive behaviour towards other persons, both physical 

and verbal, was found to have a weaker correlation strength than the one of the miscellaneous group, 

which includes self-injurious behaviour, stealing food, pica, tearing clothes, throwing or destroying 

objects, hyperactivity, screaming, nagging, noncompliance, public masturbating, faeces smearing and 

stereotyped behaviours. Behavioural depressive symptoms, as assessed by the RSMB-B, resulted to be 

associated with all kinds of PB, but physical aggression, as assessed by the SVG subscales. Physical 

depressive symptoms of the RSMB resulted to be associated with all kinds of PB, but verbal 

aggression. Scores at the depression subscale of Mini PAS-ADD were weakly associated only with 

SVG mix and SVG total scores. Results of statistical evaluation of score correlations are summarized 

in Table 2. 

 

4. Discussion 

In recent years the relationship between PB and comorbid PD has raised increasing interest in mental 

health research for persons with ID and other neurodevelopmental disorders (Moss et al., 2000; 

Holden and Gitlesen, 2003; Kishore, et al., 2005; Hemmings, et al., 2006; Myrbakk and von 

Tetzchner, 2008; McCarthy et al, 2009; Call et al., 2012; Dinya et al., 2012). In ID and ASD, Matson 

and colleagues (2012) already highlighted the difficulty to distinguish between PBs and associated PD. 

In children/adolescents with ASD the association between aggression and MDD is well described and 

it was even proposed that in children who recently had aggressive blasts and who seem irritated, the 

presence of MDD had to be screened for (Ghaziuddin and Greden, 1998). Study findings show that 

MDD was highly present (63%) in patients with ID, ASD and PB, whereas none of the patients 

without PB had comorbid MDD. Also the onset and the exacerbation of PB were highly associated to 

the severity of depressive symptoms. 

Findings of our study are in line with those from prevalent literature, showing that in persons with ID 

MDD can be accompanied or even manifest by the onset or the exaggeration of PB (Kraijer and Plas 

2002; Hurley 2006, 2008; Maes and Swillen, 2010; Tsiouris et al., 2011). In respect to other researches 

we focused on the relationship between MDD and specific PB, finding out a lower association with 

aggressive behaviour towards other persons, both physical and verbal, than with self-injurious 

behaviour, aggressive behaviour towards objects, stealing food, pica, tearing clothes, throwing or 

destroying objects, hyperactivity, screaming, nagging, public masturbating, and faeces smearing. 

Within MDD symptoms, irritability, anxiety and sadness resulted to be associated with all kinds of PB, 

but physical aggression, while physical depressive symptoms, such as problems with energy level, 

eating, sleeping and stress, resulted to be associated with all kinds of PB, but verbal aggression. 



Most of previous literature did not investigate differences of PB as behavioural equivalents of specific 

diagnostic categories within the group of mood disorders, particularly between depressive and (hypo) 

manic states. Kishore and collaborators found aggression to be significantly more associated with 

affective disorders than with other psychiatric disorders, as well as rebellious behaviour, but they did 

not look for further differences within main figures of mood alterations (2005). 

A number of other papers (Moss et al, 2000; Hemmings et al., 2006; Hurley 2008; Myrbakk and von 

Tetzchner, 2008) showed aggressive behaviour to have a higher association with manic episodes than 

with depressive ones, with some exceptions for self-directed components. Tsiouris found verbal 

aggression towards others, physical aggression against others, against objects, and against self to be 

three to four times more strongly correlated with bipolar disorder than with MDD, while verbal 

aggression towards self was rather similar in the two clinical entities (Tsiouris et al., 2011). Hurley 

reported bipolar patients to show significantly more aggression, overactivity, self-stimulation, 

tantrums and impulsivity, but almost the same rate of self-injurious behavior than those with MDD 

(2006). 

Combining knowledge from the literature with findings of our study it seems to be hypothesized that 

in persons with ID MDD tends to present with a range of self-oriented aggressive behaviours, and that 

it is further differentiable by predominance of specific symptoms. In the forms with prominence of 

emotional symptoms (irritability, anxiety and sadness) aggression tend not to be physical (but mostly 

verbal), while in the forms with prominence of physical symptoms (problems with energy, eating, 

sleeping and stress) aggression tend not to be verbal (but mostly physical). These conclusions are 

summarized in Table 3. 

Establishing the correct diagnosis underlying PBs in ID and ASD, may enhance proper management 

of the PBs. In a population of subjects with ID, 14-30% receive psycho-active drugs for the 

management of PBs without an underlying psychiatric diagnosis (Deb and Prasad, 1994). Similarly, 

45% of adults with ASD are on psychotropic medications (Langworthy-Lam et al., 2002), although 

there is no evidence that pharmacological treatments have a fundamental impact on the core symptoms 

of ASD (Broadstock et al., 2007; Wink et al., 2010; NICE, 2016; Canitano and Scandurra, 2011; Lai et 

al., 2014). Instead, associated behavioural symptoms such as aggression, irritability, self-injury, 

hyperactivity, impulsivity and repetitive behaviours are typically the aim of these treatment strategies 

(West et al., 2009). Langworthy-Lam and colleagues (2002) concluded that greater age, more severe 

autism and ID were often associated with greater use of psychoactive agents. Antidepressants (21,7 % 

of the sample) and antipsychotics (16,8 %) were the most commonly prescribed agents. Aman and 

collaborators (2003) came to similar conclusions. In their study about prevalence and patterns of use 

of psychoactive medicines among individuals with autism, 51,6% were prescribed psychotropic drugs 

or anti-epileptic drugs. Again, the most common psychotropic drugs included antidepressants (21,6%) 

and antipsychotics (14,9%). Compared with their earlier work (Aman et al., 1995) the increased use 

was particularly notable for the antidepressants with rates of use increasing by 266%. This shift 

towards the use of SSRI’s is in line with literature suggesting that they have a role in reducing 

perseverative stereotypic and aggressive behaviours (Aman and Madrid 1999; McDougle et al., 2000). 

This seems to be in line with our findings suggesting that these symptoms may actual be the result of 

an underlying depressive disorder. The effects of antidepressants on PBs may thus be moderated by 

their efficacy on underlying MDD.  

The degree of autism and severity of ID also increased the risk for being prescribed psychotropic 

drugs (Aman et al., 2003). Presumably these patients were more handicapped and in the case of severe 

autism, presented further behavioral challenges. The authors argued that the use of SSRIs and atypical 

antipsychotics is safer and possibly more effective than older agents (the tricyclic antidepressants and 

the first generation antipsychotics) and might encourage practitioners to use them more often. As 

mentioned above, second generation antipsychotics have also been shown to be helpful for reducing 



stereotypical behavior, hyperactivity, aggression, irritability (Baumeister et al., 1998; Ruedrick et al., 

2008; Barnard et al., 2002; Research Units on Pediatric Psychopharmacology Autism Network, 2002; 

McDougle et al., 2008).  

Nevertheless it should be noted that, for now, there is limited evidence to support pharmacological 

treatment choices for the management of specific behavioural problems in ASD (West et al., 2009). 

Some open-label trials have been conducted, but well-designed RCTs are scarce. In the future, an RCT 

evaluating the effectiveness of antidepressants on both depressive symptomatology and PBs may 

further elucidate this issue. 

Our study had some limitations: a relatively small sample of patients with PBs, ID and ASD (n=24) 

was recruited from a psychiatric hospital ward for people with ID, PBs and psychiatric disorders. The 

control sample was even smaller (n=10) and mostly recruited from group homes and supported 

houses. We had the intention to recrute the same width (amplitude) in the two groups but it was 

difficult to make it in a convenient time because of lack of potential participants (the majority of 

patients attending the ward has PB), and higher difficulty to receive informed consent from those that 

could have been included in group 2. Nevertheless there was enough clinical significant difference in 

the co-occurrence of MDD between the two groups. 

It would have been more appropriate to explore associations within one larger group primarily, instead 

of identifying two separate groups. This was done for some very practical reasons, such as the 

possibility to evaluate in a following phase the different effect of a therapeutic intervention, or the 

facilitation in guaranteeing a minimum of participants without PBs. Our findings have to be confirmed 

through larger and well-designed studies.  

To conclude, our data support the notion that in persons with ID and ASD, PBs may be a behavioural 

expression of the presence of MDD, as well as a behavioural equivalent of one or more symptoms, 

particularly when associated to other symptoms. As far as our knowledge this is the first study to have 

focused on the level of behavioural equivalence of specific types of aggressiveness in respect to 

specific symptoms clusters. In the field of severe neurodevelopmental disorders, behavioural semeiotic 

references of PD represent a fundamental support for clinicians in diagnostic and therapeutic 

processes. Within MDD, different clusters of PBs and other symptoms may orientate the treatment 

choice.  

 

 

References 

 

Aman, M.G., Van Bourgondien, M.E., Wolford, P.L., Sarphare G., 1995. Psychotropic and 

anticonvulsant drugs in subjects with autism: Prevalence and patterns of use. J Am Acad Child 

Adolesc Psychiatry 34:1672-1681. 

Aman, M.G., Madrid, A., 1999. Atypical antipsychotics in persons with developmental disabilities. 

Ment Retard Dev Disabil Res Rev 5,253-263 

Aman, M.G., Arnold, L.E., Armstrong S.C., 1999. Review of serotonergic agents and perseverative 

behavior in patients with developmental disabilities. Ment Retard Dev Disabil Res Rev 5, 279-

289.  

Aman, 2003. Prevalence and patterns of use of psychoactive medicines among individuals with autism 

in the Autism Society of Ohio.  

American Psychiatric Association, 2000. Diagnostic and Statistical Manual of Mental Disorders 

(4thed., text rev.). Author, Washington, DC.  

American Psychiatric Association, DSM V Development, 2011.  

Barnard, L., Young, A.H., Pearson, J., Geddes, J., O’Brien, G., 2002. Systematic review of the use of 

atypical antipsychotics in autism. J Psychopharmacol Mar, 16(1), 93-101. 



Baumeister, A.A., Sevin, J.A. and King, B.H., 1998. Neuroleptic medications,psychotropic medication 

and developmental disabilities: The international consensus handbook (pp. 133-150) Reiss S. 

and Aman M.G. (Eds.). Columbus O.H.: The Ohio State University Nisonger Center.  

Beherec, L., Lambrey, S., Quilici, G., Rosier, A., Falissard, B., Guillin, O., 2011. Retrospective review 

of clozapine in the treatment of patients with autism spectrum disorder and severe disruptive 

behaviors. J Clin Psychopharmacol. Jun, 31(3) 341-344. 

Belsito, K.M., Law, P.A., Kirk, K.S., Landa, R.J., Zimmerman, A.W., 2001. Lamot,rigine therapy for 

autistic disorder: a randomized, double-blind, placebo controlled trial. J. Autism Dev. Disord. 

Apr, 31(2):175-181. 

Bertelli, M., Scuticchio, D., Ferrandi, A., Lassi, S., Mango, F., Ciavatta C. et al., 2012. Reliability and 

validity of the SPAID-G checklist for detecting psychiatric disorders in adults with intellectual 

disability. Res Dev Disabil. 2012 Mar-Apr;33(2):382-390. 

Bertelli, M.O., Rossi, M., Scuticchio, D., Bianco, A., 2015. Diagnosing psychiatric disorders in people 

with intellectual disabilities : issues and achievements. Advances in Mental Health and 

Intellectual Disabilities, Vol. 9 Iss: 5, pp 230-242.  

Borthwick-Duffy, S.A., 1994. Prevalence of destructive behaviours: a study of aggression, 

self-injury and property destruction. In: Destructive Behavior in Developmental 

Disabilities: Diagnosis and Treatment (Thompson T., Gray D.B (Eds)), pp. 3-23, Sage, 

Thousand Oaks, CA.  
Bradley, E.A., Summers, J.A., Wood, H.L., Bryson, S.E., 2004. Comparing rates of psychiatric and 

behaviour disorders in adolescents and young adults with severe intellectual disability with and 

without autism. Journal of Autism and Developmental Disorders. 34, 151-161. 

Bradley, E.A. and Bolton P., 2006. Episodic psychiatric disorders in teenagers with learning 

disabilities with and without autism. British Journal of Psychiatry, 2006, 189;361-366. 

Broadstock, M., Doughty, C., Eggleston, M., 2007. Systematic review of the effectiveness of 

pharmacological treatments for adolescents and adults with autism spectrum disorder. Autism 

11,4, 335-348.  

Call, N.A., Findley, A..J., Reavis, A.R., 2012. The effects of conducting a functional analysis on 

problem behaviour in other settings. Research in Developmental Disabilities, 33, 1990-1995. 

Canitano, R., Scandurra, V., 2011. Psychopharmacology in autism : an update. Prog 

Neuropsychopharmacol Biol Psychiatry. Jan 15,35(1), 18-28. 

Charlot, L., Deutsch, C.K., Albert, A., Hunt, A., Connor, D.F., Millivane, W.J. jr., 2008. Mood and 

anxiety symptoms in psychiatric inpatients with autism spectrum disorders and depression. J. 

Ment. Health Res. Intellect. Disabil. 1(4)238-252. 

Cooper, S.A., Smiley, E., Morrison, J., Williamson, A., Allan, L., 2007.  An epidemiological 

investigation of affective disorders with a population-based cohort of 1023 adults with 

intellectual disabilities. Psychological Med 37, 873-882. 

Cooper, 2009. Adults with intellectual disabilities. Prevalence, incidence and remission of aggressive 

behaviour and related factors. Journal of Intellectual Disability Research 53, 200-216). 

Deb, S., Prasad, K.G.B., 1994. The prevalence of autistic disorder among children with a learning 

disability. Br. J. Psychiatry 165, 395-399. 

Deb, S., Thomas, M., Bright, C., 2001. Mental disorder in adults with intellectual disability. 

Prevalence of functional psychiatric illness among a community-based population aged between 

16 and 64 years. Journal of Intellectual Disability Research 45, 495-505.  

Dekker, M.C., 2003. Psychopathology in children with intellectual disability: assessment, prevalence 

and predictive factors. Academisch proefschrift: Erasmus Universiteit Rotterdam. 

Dinya, E., Csorba, J., Suli, A., Grosz, Z., 2012. Behaviour profile of Hungarian adolescent outpatients 

with a dual diagnosis. Research in Developmental Disabilities, 33, 1574-1580.  



Došen ,A., 2000. Psychische stoornissen bij verstandelijk gehandicapte adolescenten. In F.C. Verhulst 

and Verheij F. (Red.), Adolescentenpsychiatrie (pp. 162-175). Assen: Van Gorcum and Comp. 

B.V.  

Emerson, E., 1995. Challenging Behaviour: Analysis and Intervention in People with Learning 

Disabilities. Cambridge: Cambridge University Press.  

Emerson, E., Kiernan, C., Alborz, A., Reeves, D., Mason, H., Swarbrick, R. et al., 2001. Predicting the 

persistence of severe self-injurious behaviour. Research in Developmental Disabilities 22,67-75.  

Emerson, E., 2001. Challenging Behavior Analysis and Intervention on People with Severe 

Intellectual Disabilities. Cambridge University Press, Cambridge.  

Emerson, E., Kiernan, C., Alborz, A., Reeves D., Mason, H., Swarbrick, R. et al., 2001. The 

prevalence of challenging behaviors : a total population study. Research in Developmental 

Disabilities 22, 77-93. 

Felce, D., Kerr, M., Hastings, R.P., 2009. A general-practice based on the relationship between 

indicators of mental illness and challenging behavior among adults with intellectual disabilities. 

Journal of Intellectual Disability Research 53, 243-254. 

Fletcher, R., Loschen, E., Stravrakaki, C. and First, M., (Eds.), 2007. “Diagnostic Manual – 

Intellectual Disability (DM-ID): A Textbook of Diagnosis of Mental Disorders in Persons with 

Intellectual Disability”, NADD Press, Kingston, NY.  

Ghaziuddin, M., Greden, J., 1998. Depression in children with autism/pervasive developmental 

disorders: A case-control family history study. Journal of Autism and Developmental Disorders, 

28, 111-115. 

Gordon, C., Stale, R., Nelson, J., Hamburger, S., Rapoport, J., 1993. A double-blind comparison of 

clomipramine, desipramine and placebo in the treatment of autistic disorder. Arch Gen 

Psychiatry 50:441-447. 

Hemmings, C.P., Gravestock, M., Pickard, M.,  Bouras, N., 2006. Psychiatric symptoms and problem 

behaviours in people with intellectual disabilities. Journal of Intellectual Disability Research, 

50, 269-276. 

Hermans, H., Beekman, A.T., Evenhuis, H.M., 2013. Prevalence of depression and anxiety in older 

users of formal Dutch intellectual disability services. J. Affect Disord., Jan 10;144(1-2):94-100. 

Holden, B., Gitlesen, J.P., 2003. Prevalence of psychiatric symptoms in adults with mental retardation 

and challenging behavior. Res. Dev. Disabil. 2003 sep-oct 24(5)323-32. 

Holden, B., Gitlesen, J.P., 2006. A total population study of challenging behaviour in the county of 

Hedmark, Norway: prevalence and risk markers. Research in Developmental Disabilities 27, 456-

465.  

Hollander, E., Dolgoff-Kaspar, R., Cartwright, C., Rawitt, R., Novotny, S., 2001. An open trial of 

divalproex sodium in autism spectrum disorders. J Clin Psychiatry. Jul, 62(7), 530-534. 

Hollander, E., Soorya, L., Wasserman, S., Esposito, K., Chaplin, W., Anagnostov, E., 2006. 

Divalproexsodium versus placebo in the treatment of repetitive behaviors in autism spectrum 

disorder. Int J Neuropsychopharmacol, 9(2), 209-213. 

Hollander, E., Soorya, L., Chaplin, W., Anagnostou, E., Taylor, B.P., Ferretti C.J. et al., 2012. A 

double-blind placebo-controlled trial of fluoxetine for repetitive behaviors and global severity in 

adult autism spectrum disorders. Am J Psychiatry. Mar, 169(3), 292-299. 

Hurley, A., 2006. “Mood disorders in intellectual disability”, Current Opinion in Psychiatry, Vol.19, 

pp. 465-469. 

Hurley, A., 2008. Depression in adults with intellectual disability : symptoms and challenging  

behavior. J. Intellect. Disabil. Res. Nov 52(11)905-916.  

Kishore, M.T., Nizamie, S.H., Nizamie, A., 2005. The behavioral profile of psychiatric disorders in 

persons with intellectual disabillity. J. Intellect. Disabil. Res., Nov 40 852-857. 

Kraijer, D.W., Kema, G.N., 1994. SGZ: Storend Gedragsschaal voor Zwakzinnigen: Handleiding. 

Lisse: Swets Test Services (STS).  

Kraijer, D.W., 1999. AVZ-R, Autism- en verwante stoornissenschaal-Z-Revisie. Handleiding: Derde, 

sterk herziene en uitgebreide uitgave. Lisse: Swets & Zeitlinger.   



Kraijer, D.W., Plas, J., 2002. Handboek: Psychodiagnostiek en verstandelijke beperking, Lisse: Swets 

en Zeitlinger, 46-47. 

Kyung, M.K., In, C.C., Seok, B.L., Kyung, K.L., Ki, C.P., Jeong, Y.L., Myung, H.L., 2014. Use of 

various treatment modalities for autism spectrum disorder and mental retardation. Journal of the 

Korean Academy of Child and Adolescent Psychiatry 25,73-81.  

Lai, M.C., Lombardo, M.V., Baron-Cohen, S., 2014. Autism. Lancet, Mar 8,383(9920),896-910. 

Lambrey, S., Falissaid, B., Martin Barrero, M., Bonnefoy, C., Quilici, G., Rosier, A. et al., 2010. 

Effectiveness of clozapine for the treatment of aggression in an adolescent with autistic 

disorder. J Child Adolesc Psychopharmacol. Febr, 20(1), 79-80. 

Langworthy-Lam, K.S., Aman, M.G., Van Bourgondien, M.E., 2002. Prevalence and patterns of use 

of psychoactive medicines in individuals with autism in the autism society of North Carolina. J 

Child Adolesc Psychopharmacol. Winter, 12(4),311-321.  

La Malfa, G., Lassi, S., Bertelli, M., Salvini, R., Placidi, G.F., 2004. Autism and intellectual 

disability : a study of prevalence on a sample of the Italian population. J Intellect Disabil Res 

48: 262-267. 

Lowe, K., Allen, D., Jones, E., Brophy, S., Moore, K., James, W., 2007. The prevalence of 

challenging behaviors : a replication study. Journal of Intellectual Disability Research 51, 625-

636. 

Maes, B., Swillen, A., 2010. Diagnostiek van gedragsproblemen en psychische stoornissen bij mensen 

met een verstandelijke beperking. Tijdschrift voor Orthopedagogiek, Kinderpsychiatrie en 

Klinische Kinderpsychologie, 35 (1-2), 4-19.   

Matson, J.L., Shoemaker, M., 2009. Intellectual disability and its relationship to autism spectrum 

disorders. Research in Developmental Disabilities, 30, 1107-1114. 

Matson, J.L., Beighley, J., Turygin, N., 2012. Autism diagnosis and screening: factors to consider in 

differential diagnosis. Research in Autism Spectrum Disorders, 6, 19-24.  

McCarthy, J., Hemmings, C., Kravariti, E., Dworzynski, K., Holt, G., Bouras, N. et al., 2009. 

Challenging behaviour and comorbid psychopathology in adults with intellectual disability and 

autism spectrum disorders. Research in Developmental Disabilities, 31, 362-366.  

McDougle, C.J., Kresch, L.E., Posey, D.J., 2000. Repetitive thoughts and behavior in pervasive 

developmental disorders. Treatment with serotonin reuptake inhibitors. J. Autism Dev Disord 

30(5), 427-435. 

McDougle, C.J., Stigler, K.A., Erickson, C.A, Posey, D.J., 2008. Atypical antipsychotics in children 

and adolescents with autistic and other pervasive developmental disorders. J Clin Psychiatry. 69, 

41,15-20. 

Melville, C.A., Johnson, P.C., Smiley, E., Simpson, N., Purves, D., McConnachie, A., Cooper, S.A., 

2016. Problem behaviours and symptom dimensions of psychiatric disorders in adults with 

intellectual disabilities: An exploratory and confirmatory factor analysis. Res Dev Disabil. 55, 1-

13. 

Moss, S., Ibbotson, B., Prosser, H., Goldberg, D., Patel, P., Simpson, N., 1997. Validity of the PAS-

ADD for detecting psychiatric symptoms in adults with learning disability (mental retardation). 

Social Psychiatry and  Psychiatric Epidemiology, 32, 344-354. 

Moss,,S., Emerson, E., Kiernan, C., Turner, S., Halton, C., Alborz, A., 2000. Psychiatric symptoms in 

adults with learning disability and challenging behavior. Br. J. Psychiatry 2000, Nov, 177 452-

356. 

Myrbakk, E., von Tetzchner, S., 2008. Psychiatric disorders and behaviour problems in people with 

intellectual disabillity. Res. Dev. Disabil.  jul-aug 29(4) 316-332. 

NICE Clinical Guidelines number 142 

Owley, T., Walton, L., Salt, J., Guter, S.J. Jr., Winnega, M., Leventhal, B.L. et al., 2005. An open-

label trial of escitalopram in pervasive developmental disorders. J Am Acad Child Adolesc 

Psychiatry. Apr, 44(4), 343-348. 



Parikh, M.S., Kolevzon, A., Hollander, E., 2008. Psychopharmacology of aggression in children and 

adolescents with autism: a critical review of efficacy and tolerability. J Child Adolesc 

Psychopharmacol. Apr, 18(2), 157-178. 

Posey, D., Craig, A., Erickson, K.A., Stigler, C.J., McDougle, 2006. The use of selective serotonin 

reuptake inhibitors in autism and related disorders. Journal of Child and Adolescent 

Psychopharmacology 16,1-2, 181-186.  

Reiss, S., 1988. The Reiss Screen of Maladaptive Behaviour Test Manual. International Diagnostic 

Systems, Orland Park.  

Reiss, S., Minnen, A., Van Hoogduin, K., 1994. Handleiding: de Nederlandse versie van de Reiss 

Screen for Maladaptive Behaviour (Dutch Manual of the Reiss Screen for Maladaptive 

Behavior). International Diagnostic Systems, Orland Park.   

Research Units on Pediatric Psychofarmacology Autism Network, 2002. Risperidone in children with 

autism and serious behavioral problems. New England Journal of Medicine, 347, 314-321. 

Rojahn, J., Meier, L.J., 2009. Chapter nine – Epidemiology of mental illness and maladaptive behavior 

in intellectual disabilities. International review of research in mental retardation, 38, 239-287. 

Royal College of Psychiatrists, 2001. Diagnostic Criteria for Psychiatric Disorders for use with Adults 

with Learning Disabilities/Mental Retardation (DC-LD), Gaskell, London. 

Ruedrick, S.L., Swales, T.P., R,ossvanes, C., Diana, L., Arkadiev, V., Lim, K., 2008. Atypical 

antipsychotic medication improves aggression, but not self-injurious behavior, in adults with 

intellectual disabilities. J Intellect Disabil Res. Feb, 52(2), 132-140.  

Sappok, T., Bergman, T., Kaiser, H., Diefenbacher, A., 2010. Autism in adults with mental 

retardation. Nervenarzt 81, 1333-1345. 

Smith, K.R., Matson, J.L., 2010. Psychopathology: differences among adults with intellectually 

disabled, comorbid autism spectrum disorders and epilepsy. Res. Dev. Disabi. May-

Jun:31(3):743-749. 

Sooyra, L., Kiarashi, J., Hollander, E., 2008. Psychopharmacologic interventions for repetitive 

behaviors in autism spectrum disorders. Child Adolesc Psychiatr Clin N Am. Oct, 17(4), 753-

771. 

Tsiouris, J.A., Cohen, I.L., Patti, P.J., Korosh,, W.M., 2003. Treatment of previously undiagnosed 

psychiatry disorders in persons with developmental disabilities decreased  or eliminated self 

injurious behavior. J. Clinical Psychiatry, Sep 64 (9)1081-1090. 

Tsiouris, J.A., Kim, S.Y., Brown, W.T., Cohen, I.L., 2011. Association of aggressive behaviours with 

psychiatric disorders, age, sex and degree of intellectual disability: a large-scale survey. Journal 

of Intellectual Disability Research 55, 636-649.  

Wechsler, D., 2005. WAIS-III-NL, Wechsler Intelligence Scale for Adults-III. Pearson, Amsterdam. 

West, L., Waldrop, J., Brunssen, S., 2009. Pharmacologic treatment for the core deficits and associated 

symptoms of autism in children. Journal of Pediatric Health Care 23, 75-89. 

Williams, K., Wheeler, D.M., Salove, N., Hazell, P., 2010. Selective serotonine reuptake inhibitors 

(SSRI’s) for autism spectrum disorders (ASP).  

Wink, L.K., Erickson, C.A., McDougle, C.J., 2010. Pharmacologic treatment of behavioral symptoms 

associated with autism and other pervasive developmental disorders. Curr Treat Options Neurol. 

Nov, 12(6), 529-538. 

World Health Organization, 1993. The ICD-10 Classification of Mental and Behavioural Disorders – 

Diagnostic criteria for research, WHO, Geneva.  



Table 1 : RSMB and PAS-ADD-d score differences in the two groups 

 

 Group 1 (PBs) Group 2 (without PBs) F(p-value) 

    

RSMB-B 4.58 (2.60) 2.45 (1.92) 6.200* 

RSMB-P 4.63 (2.20) 1.82 (1.33) 15.131*** 

Mini PAS-ADD-d 10.08 (5.79) 2.60 (3.24) 14.637*** 

*p<0.05 

**p<0.01 

***p<0.001 

  



 

Table 2 : Correlations between problem behaviours and depressive symptoms 

 

Instrument area 

scores 

 SGZ-aggr SGZ-verb SGZ-mix SGZ total 

 Symptomatological 

and Behavioural 

correlates 

    

RSMB-B  -0.202 -0.452** -0.471** -0.468** 

RSMB-P  -0.369* -0.178 -0.588*** -0.566*** 

Mini PAS-ADD-

d 

 -0.222 -0.274 -0.427* -0.409* 

*p<0.05 

**p<0.01 

***p<0.001 

  



Table 3 – Aggressive behaviours and MDD symptoms in persons with ID 

 

 Syndrome and MDD symptoms specificity 

T
y

p
e 

o
f 

ag
g
re

ss
iv

e 
b

eh
av

io
u

r 

BD MDD 

higher association with 

aggressive behaviour 

towards other persons 

lower association with aggressive behaviour towards other 

persons (higher association with self-injurious behavior and 

verbal aggression towards self) 

 prominence of emotional symptoms 

(irritability, anxiety and sadness) 

less physical 

aggression 

 prominence of physical symptoms 

(problems with energy, eating, 

sleeping and stress) 

less verbal 

aggression 

 

 


