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 Aggressive behavior is present in 15 % of
persons with MR/DD (Harris,1993;Sigafoo,1994)

 It is multi-determined and influenced by
biological, psychological and social factors
(Davidson, Cain 1994)

 Psychiatric and behavioral interventions must be
tailored to needs of the individual.



Most common referral symptom:

◦Some form of aggression



 Individual
◦more restricted environment, unstable
◦reduced family involvement

 Caregiver
◦stress, burnout, injury

 Society
◦increased cost of hospitalization or

incarceration





 A complete gathering of information through client
interview, discussion with family members and/or
caretakers, review of clinical records, and contact
with collaborating agencies that leads to a
formulation, diagnoses and treatment plan.



 Demographic data
 Medical illness
 Genetic predisposition
 Medications (past and present)
 Substance use



 85% have untreated, under-treated or
undiagnosed problems Ryan et al, 2003

 worsened by restrictions on care (labs,
office visit frequency and length)

 medications used in ways they were
never intended, in unsafe ways, with
abbreviated monitoring protocols



 Family history of violence (learned
versus genetic?)

 5- HIAA in cerebrospinal fluid

 B-blockers



 GABA may have inhibitory effect on aggression
 Pre-frontal or frontal functioning
 Decrease glucose metabolism in prefrontal cortex
 Dysfunction in temporal lobe activity



 Past abuse (physical/emotional/sexual)
 Developmental years
 Institutionalization
 Trauma history
 Significant relationships
 Significant losses
 Counseling (past and present)
 Coping skills
 Current precipitants



 Housing
 Entitlements
 Social activities
 Feeling safe
 Work/school environment
 Hobbies/Interests
 Spirituality
 Community resources



 Co-morbidity
 Risk Factors
 Aggression and Violence in the ID

population



 Substance abuse disorders
 Psychotic disorders (especially Paranoia)

 Affective disorders
 Personality disorders (especially Antisocial, Borderline)

 Conduct disorder
 Oppositional defiant disorder
 Delirium, dementia



 Traumatic brain injury
 Intracranial pathology
 Metabolic conditions
 Systemic infections
 Environmental toxins
 Complex partial seizures
 Temporal lobe foci on abnormal EEG



 Static: Past violence, male gender, younger
adult age, cognitive deficits, brain injury,
dissociative states, military service, weapons
training, major mental illness

 Dynamic: persecutory delusions, command
hallucinations, noncompliance, impulsivity, low
GAF, homocidality, depression, hopelessness,
suicidality, access to weapons



 Means of expressing frustration
 Learned problem behavior
 Expression of physical pain or acute medical

condition
 Means of communication
 Signal of acute psychiatric problem
 Regression in situations of stress, pain, change in

routine, or novelty



 Dementia
 Loss of independence and/or physical

functioning
 Grief and loss issues
 Escape or avoidance of unwanted

demands or situations
 Attention seeking
 Self stimulatory behavior



 Self injurious behavior (SIB) assoc. with severity
of ID, male gender, poor communication skills,
history of seizure disorder

 Assoc. between sleep problems and daytime
challenging behavior (irritability, SIB,
hyperactivity, screaming)

 Aggression in children assoc. with severe sleep
problems, more severe ID, poly-pharmacy,
seizure disorders, cerebral palsy





 23 year old male with history of Autistic disorder,
seizure disorder

 Upon graduating from high school, he began
refusing to leave home

 Medications prescribed by his neurologist
 Transitional age



 Medications prescribed by neurologist:

 Topiramate (Topomax) 100 mg twice daily
 Fluoxetine (Prozac) 60 mg once daily
 Aripiprazole (Abilify) 5 mg once daily



Communication deficits
Mobile work
Autistic Disorder
Transitional age



 Talk to the patient
 Expressive language vs. receptive

language
 Set the stage when appointment

begins
 Summarize at the end



 Observation
 Relatedness
 Expression of Affect
 Impulse Control
 Attention Span
 Activity Level
 Unusual or Repetitive Behavior



 “Go to the patient”

 Develop alliance

 At conclusion of second home visit,
request that John consider office
appointment



Impairments of
 Social interaction
 Communication
 Behavior, interests, activities
Onset prior to 3 years of age
Usually accompanied by Mental Retardation

Asperger Syndrome – relative sparing of
communication

PDD NOS – incomplete or variant syndromes



 Transition from educational setting to
occupational setting

 May include changes in residential
placement as well

 Transition for peers, siblings, parents,
etc.



 Individual
◦more restricted environment, unstable
◦reduced family involvement

 Caregiver
◦stress, burnout, injury

 Society
◦increased cost of hospitalization or

incarceration



 15 year old female
 History of Severe MR; nonverbal
 Seen in Emergency Department at

Children’s Medical Center by psychiatrist
 No mental health history
 New onset aggression, refusal to eat
 Appears paranoid
 Referral:  New onset Schizophrenia?



 Mortality issues

 Most common medical conditions
missed in the dual diagnosis
population

 Nonverbal patients





 Most common cause of death

    Respiratory disease

◦Pneumonia and aspiration
◦Swallowing, GERD



 Second most common cause

    Cardiovascular disease

◦Congenital heart disease common
◦Ischemia less common (blockages;
need for bypass grafts)



 Third most common cause
     Cancer
◦Lower incidence lung, prostate, urinary

tract cancer
◦Higher incidence esophageal, stomach,

and gall bladder
◦Down / leukemia associated



 Seizure disorders
 Pain (chronic)
 Autoimmune disorders
 Reflux (GERD)
 Sleep apnea
 Extrapyramidal Side Effects
 Vitamin Deficiencies



 Excessive thyroid hormone production,
causing an increased speed of all the body's
organs and intestines

 Weight loss, increased appetite, anxiety,
fatigue, depression, hyperactivity,
irritability

 Diagnosis: Decreased TSH in bloodwork
 Treatment: Medication, Surgery, or

Radioiodine



 Insufficient production of thyroid hormone
by the thyroid gland

 Symptoms: fatigue, cold intolerance,
impaired memory, anxiety, depression,
panic attacks, irritability, acute
psychosis, mood instability

 Diagnosis:  Elevated TSH in bloodwork
 Treatment:  Synthetic thyroid hormone

(i.e. Synthroid)



 Corticosteroids
 Beta Blockers
 Benzodiazepines
 Estrogen
 Progesterone
 Neuroleptics



 Hearing impairment

 Vision impairment



 32 year old male
 History of Profound MR
 No history mental illness/no

medications
 “Searching” behavior
 Presents with aggressive behavior
 Staff requests “Haldol and Ativan”



 Weight loss 18 lbs in six months
 Walking about GH “looking for

something”
 Sister involved but cannot attend

appt; historical data
 Aggressive behavior began four

months ago
 Father died six months ago



 Grief and Loss issues
 Aggression
 Collecting collateral data/relationship

with staff
 Osteoarthritis



 1920s

 1990s

 Today ~65 years





Sensorimotor stage
◦Profound MR; developmental age 0-2

years
◦Experience of loss may be one of an

expectation that lost object will return
◦Constantly unfulfilled expectation



 Pre-operational Stage:
◦Developmental age 2-7 years
◦Severe/Moderate MR
◦How will the loss affect me? Who will

understand me now? Who will take care
of me? Who will be my friend? Who will
give me things?
◦Fantasy and magical thinking may be

used



 Concrete operations
◦Developmental age 7-11 years
◦Moderate/Mild MR
◦Can understand clear and specific
explanations of loss and death
◦Tend to take things literally



 Behavior Support Specialist input
 Aggression random
 Onset 3-4 months prior to intake
 Staff at risk, staff turnover increase
 Debriefing necessary
 Seven staff at intake appointment
 Collateral data: essential
 Take your time to formulate treatment plan



 Lab work: Elevated ESR (indicates inflammation);
refer to Family Practice Doc

 Rheumatoid arthritis: autoimmune disorder
which causes the immune system to attack joints;
painful condition which can lead to joint
destruction and decreased mobility

 Osteoarthritis: low grade joint inflammation
caused by abnormal wearing of cartilage; may
lead to decreased joint fluid and atrophy of
muscles



Diagnosis:

Major Depressive Disorder, Single Episode,
Moderate without Psychotic Features

Bereavement
Profound Mental Retardation
Osteoarthritis



 44 year old male
 History of Mild MR, OCD
 Presentation: aggression
 Physical and emotional abuse during

childhood
 Repetitively shaves head, face
 Stealing, alcohol abuse
 Loss of housing, frequent hospitalizations



 Medication list:
 Klonopin 0.5mg twice daily
 Risperdal 1 mg each morning and 3

mg at bedtime
 Effexor XR 225 mg each morning



 Medical records reviewed:
 12 hospitalizations, none between 2000-

2006
 Medications during 2000-2006: Mellaril,

Cogentin, Tegretol
 Additional information:
 Tenuous relationship with family
 Baseline?



 Auditory hallucinations (?)
 Paranoia
 Ritualistic/compulsive behavior
 Stealing
 Obsessive thoughts

 Diagnosis?



 Medications not adequately treating
symptoms

 Rule out medical conditions
 Baseline?
 Must review records
 Anxiety Disorders



 Two step process
 Feedback within a week; decision to

make second change
 Housing/placement at risk
 Roommates at risk



 Over-prescribed (historically)
 Psychotic illness prevalence unknown

because of limited data
 Literature that dually diagnosed are

more vulnerable to side effects (EPS)
 Carefully assess for psychosis before

prescribing



 Lower seizure threshold

 Cardiac side effects

 Higher risk of extrapyramidal side
effects if motor disorder present



 Sedation

 Impaired cognitive function

 Signs of toxicity missed (less
subjectivity)
◦AIMS (Guy 1979)
◦ESRS (Choinard 1980)



 Clozapine (Clozaril) Novartis 1989
 Risperidone (Risperdal)  Janssen 1996
 Olanzapine (Zyprexa)  Lilly 1996
 Quetiapine (Seroquel)  AstraZeneca

1997
 Ziprasidone (Geodon)  Pfizer 2001
 Aripiprazole (Abilify)  Bristol-Myers Squibb 2003



 Identify highest functioning time
period

 Identify medication regimen,
environmental factors, support
system, quality of life factors

 Break from hospitalizations 2000-
2006



 More common in this specialized
population

 Fragile self esteem
 Fear of failing
 Loss of caregivers
 High prevalence of abuse



 Diagnosis:

 Obsessive Compulsive Disorder
 Mild Mental Retardation



 36 year old female
 Schizophrenia, Paranoid Type,

Obsessive Compulsive Disorder,
Moderate MR

 Extensive trauma history
 No psychotherapy for 5 years



 Medication regimen
◦Geodon Lithium
◦Clozapine Depakote
◦Zyprexa Ativan
◦Propranolol Restoril
◦Prozac Imipramine
◦Celexa



 Current regimen
◦Depakote
◦Clozapine
◦Celexa
◦Klonopin
◦(Imipramine) from PCP

◦Weekly psychotherapy with psychiatry resident



 UTI > > indwelling catheter
 Hyponatremia (low sodium) > > seizure
 Diversions from behavioral plan
 Mother’s death
 Roommate conflict
 Constipation
 Sleep apnea



 Psychotherapy
 Medically fragile
 Polydipsia (excessive water drinking)
 Quality of life issues
 Family history of psychotic disorder



 Referred by others
 Frequency and length of

appointments
 Mobile work
 Involving family/staff/etc.

 Focus: Therapeutic alliance



 Ingesting large amounts of fluid by mouth
 Psychogenic polydipsia may occur in

patients with mental illness or
developmental disabilities

 Must be taken seriously: quantify intake
and output

 May lead to seizures and cardiac arrest



 Living situation
 Physical health
 Subjective sense of well-being
 Vocational functioning
 Relationships
 Symptom frequency



 Important information if available

 Genetic vulnerability/predisposition



 Diagnosis:
 Obsessive Compulsive Disorder
 Schizophrenia, Paranoid type
 Moderate Mental Retardation
 History Hyponatremia, with resultant

seizure activity
 Urinary Incontinence (indwelling catheter)



 43 year old female
 History of Severe MR
 Anxiety Disorder Not Otherwise Specified
 Chronic insomnia
 Self Injurious behavior
 Repeatedly hits self about the head and neck area
 Parents aging, both with MMP
 Videotaped episodes



 Buspirone 20mg three times daily
 Tegretol 400mg twice daily
 Depakote 500mg twice daily
 Risperdal 2mg twice daily

 Plan:
 Consult neurology (HA, medication input)
 Observe at workshop; watch videotape



 Headaches
 Self injurious behavior
 Aging parents/Family dynamics



 Neurological syndrome which most commonly
presents as headache

 Last year 18% of women and 6% of men report
having had at least one migraine in the past year

 Severe or one sided headache which is often one
sided or pulsatile

 May involve photophobia, phonophobia, GI upset,
nausea and/or vomiting

 No tests to diagnose; subjective data



 Go back to BPS Formulation
 Review all biological, psychological, and

social causes of SIB
 Consider top medical conditions under-

diagnosed; order labwork
 Consider depression/anxiety
 Consider sensory deficits, EPS, personality

disorders, attention seeking



 Discuss options
 Communication regarding housing
 More options available if not

emergent situation



 31 year old female
 History of Moderate MR and Impulse

Control Disorder
 Transferred with no acute problems;

history of aggression
 Poly-pharmacy
 Mom/guardian requests no changes



 Risperdal 4mg at bedtime
 Prozac 20mg once daily
 Topomax 100mg three times daily
 Tegretol 200mg three times daily
 Buspirone 15mg three times daily
 Cogentin 2mg twice daily
 Ativan 1mg twice daily

 Note: No seizure disorder



 Shortly after transfer, OB-GYN and
cardiac condition diagnosed

 Poly-pharmacy issues questioned by
cardiologist and OB-GYN

 Procedures scheduled
 Discussed options



 Risperdal 4mg at bedtime
 Prozac 20mg once daily
 Topomax 100mg three times daily  XXX
 Tegretol 200mg three times daily  XXX
 Buspirone 15mg three times daily  XXX
 Cogentin 2mg twice daily XXX
 Ativan 1mg twice daily  XXX



 Poly-pharmacy
 Family dynamics: Divorce
 “Opinionated”



 Intraclass polypharmacy is rarely justified

 Interclass polypharmacy requires rationale
◦Mood and psychotic symptoms both present
◦Partial response to single medication
◦Co-morbid conditions

◦ AJMR, Expert Consensus Guideline Series, 2000



 Probably under-utilized
 Bupropion (Wellbutrin, Zyban): caution in

this specialized population which has
high prevalence of seizure disorders

 Poly-pharmacy common
 Receptor systems/side effect profiles
 Compliance, half-lives



 Benzodiazepines (Ativan, Xanax, etc)

◦Memory problems
◦Sedation
◦Tolerance/addictive potential
◦Respiratory system
◦Paradoxical stimulation



 Divorce



 Toni
 20 year old female
 Recent months exhibited irritability,

depression, insomnia, delusions
 4 hospitalizations in 5 weeks
 Disrobing, verbally/physically assaultive,

running into traffic, hypersexual



 Behavioral support specialist
 Structured group home
 Competent guardian
 Case management
 Social worker
 Request for psychiatric evaluation



 Diagnoses
◦Major depressive disorder
◦Schizophrenia
◦Schizoaffective disorder
◦Obsessive compulsive disorder
◦Bipolar disorder
◦Autistic disorder
◦Asperger’s syndrome
◦Post-traumatic stress disorder



 Topomax
 Tegretol
 Lithium
 Geodon
 Abilify
 Haldol
 Trazodone

 Celexa
 Effexor XR
 Synthroid
 Tagamet
 Ativan
 Cogentin



 Topomax XXX
 Tegretol XXX
 Lithium XXX
 Geodon XXX
 Abilify XXX
 Haldol XXX
 Trazodone

 Celexa
 Effexor XR XXX
 Synthroid
 Tagamet XXX
 Ativan XXX
 Cogentin
 Depakote started
 Risperdal started



 Identify psychosocial stressors and
temporal relationship to symptoms

 Identify what has worked historically
 Baseline
 Rule out medical illness
 Collaborate with team
 Transition back to workshop and housing



 Family with alleged abuser
 Sexuality issues
 Split appointment



 47 year old male
 History of Mild Mental Retardation,

Anxiety Disorder Not Otherwise
Specified

 No acute problems
 Stable employment, housing
 Stable girlfriend
 No complaints



 Medications:
 Klonopin 0.5 mg three times daily
 Geodon 60 mg twice daily
 Lithium 300 mg three times daily
 Tegretol 200 mg three times daily
 Cogentin 0.5 mg twice daily
 Sertraline 100 mg once daily



 21 year old male
 Severe Mental Retardation, ADHD
 Aggressive, impulsive, non-verbal
 Depakote, Strattera, Luvox, Lithium

 ADR: all antipsychotics



 35 year old male
 Mild Mental Retardation, Schizoaffective

Disorder, bipolar type
 Frequent hospitalizations at state hospital
 Well known to staff
 Recurrent suicidal ideation
 Poor programming plan/integration in the

community



Networking in Your Community



 Internal Medicine
 Neurology
 Family Practice
 Sleep Disorders Clinic
 Dentistry
 Obstetrics-Gynecology



 Overactive immune response of the body
against substances and tissues normally
present in the body; i.e. the body attacks
its own cells

 More than 40 autoimmune diseases
 Grave’s disease, Lupus, Multiple

Sclerosis, Rheumatoid Arthritis
 Diagnosis: PE and lab values



 Tends to be under-diagnosed in patients
with developmental disabilities

 Many clinical presentations, must be
especially cognizant in patients with
limited communication abilities



 Remember it is less common than we
think

 Use your observational skills
 Take your time
 Always consider medication side

effects as etiology



 Do your ears ever play tricks on you?
 Do your eyes ever play tricks on you?
 Do things ever smell funny?
 Do you get funny tastes in your mouth?
 Do people ever touch you… and you can’t

see them?



 Awake or asleep?
 People you know or you don’t?
 Nice or mean or just OK?
 Can you start and stop it?
 Do you get headaches or sick feelings at

the same time?
 Does anything help? Or make it worse?



 Stares to the (unoccupied) side and
nods or gestures, as though in an
interaction

 BUT this could be coping mechanism
for anxiety or movement disorder
(neuroleptic-induced)



Wears multiple layers of clothing;
stuffs clothing with unusual
substances or objects

BUT remember to rule out
endocrine or medication problems
AND this is a frequent post-
institution coping strategy



Covers eyes or ears
BUT this could also be expression
of hypersensitivity, preferences,
or fears

Rule out pain and depression



Places unusual wrappings around
ankles, wrists, or other “openings”

BUT this could be post-
institutional coping, or
temperature regulation, or
sensory integration issues



Glares with hostility at previously
liked others OR strangers

BUT this could be rage or
paranoia secondary to abuse or
trauma history



Wears costumes
BUT this could be an individual
expressing a wish or a fact (from
past or present) rather than a
fixed false belief



Brushes unseen material off body
BUT this could be dissociative or
a neuropathy



 Inspects food with unusual
intensity

BUT some who have lived in
situations where medication was
hidden in food



Grimaces or winces as though
tasting or smelling something foul
or nasty

BUT this could be seizure activity
or dissociation



 Self-injury
 Explosive aggression
 Phenomena the person can stop or

start at will
 Self talk



Family history (?)
Affective expressions incongruent
with the conversation

Problems with initiation



Pain
Medication side effects
Sleep disorders
Psychiatric illnesses



 Usually Gastroesophageal Reflux
Disease

 (GERD)
 Also: eruption of teeth, asthma,

rumination, nausea, anxiety, painful
hands, gout



 Sinus problems
 Eustachian tubes/ear problems
 Eruption of wisdom teeth
 Dental problems
 Pain or paresthesia in hands



Sinus problems (also the most
common reason for thumb
sucking and bruxism)

Eustachian tube and ear
problems

Finger pain/paresthesias
Gout



Hip pain
Genital or rectal discomfort
Clue to ongoing abuse
Clue to past abuse



 Prostatitis
 Urinary tract or genital infection
 Rectal injury or infection
 Parasitic infection
 Old conditions… (syphilis…)
 Repetition phenomena (past abuse)
 Never learned pleasurable masturbation



Attempt to supplement visual field
Vertigo
Hypervigilance



Arthritis in the hips, ankles, or
knees

Sensory integration issues
Tight heel cords



 Not “normal” for the patient with ID
 Visceral pain
 Headache
 Depression
 Anxiety
 Medication side effects



 Akathisia
 Anxiety
 Depression
 Back pain
 Other pain
 Sleep deprivation



 Atlantoaxial subluxation (at risk are
those with Down Syndrome and other
syndromes that produce joint laxity)

 Dental problems
 Headaches



 Also called “sit down strikes”
 Heart problems
 Syncope/orthostasis/medication SE
 Vertigo
 Otitis (ear infections)
 Atlantoaxial subluxation
 Seizures
 Panic



 Migraine
 Corneal scarring
 Cataract
 Seizures
 Glaucoma
 Medication side effects (diplopia..)



 This is not “normal” for anyone
 DEPRESSION
 Headache
 Dental
 Seizure
 Otitis/Mastoiditis
 Sinus problems
 Tinea capitus





 Medications prescribed should improve
cognitive function (or at least not cause
decline)

 Should treat conditions fully
 Should be similar to medications offered to

anyone else with the same disorder



 Using more than one medication in
the same class

 Residual signs/symptoms
 Use of toxic dosages or presence of

side effects



 DD do not protect one from developing MI
 DD do not protect one from ordinary life

stressors
 DD do not make one resistant to the effects of

psychotropic medications
 Danger of over-diagnosis AND under-diagnosis
 Myth that people with DD can’t benefit from

mental health services including behavior
therapy, other psychotherapies and state of the
art medication regimens



Thanks for your attention

 Contact information:
 julie.gentile@wright.edu
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