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Practice Guideline: Evaluation and use of psychotropics for challenging behaviors in persons with mental retardation
Target audience: PCPs, psychiatrists, and behavioral analysts
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Key Points:

1) Before considering a psychotropic medication, it is important to rule out potential medical and/or psychosocial/environmental causes for the target behaviors.  Do not forget to consider whether the target behaviors may be worsened or even caused by current medications.   

2) Functional analyses should be performed in the search for psychosocial or environmental causes of target behaviors.

3) A psychiatric diagnosis should also be sought, however, this becomes more difficult at more severe and profound levels of mental retardation

4) A family history of psychiatric illness among blood relatives can be useful guiding treatment choices.

5) There is no specific medication, per se, indicated for treatment of aggression or self-injury.  Various psychotropics have had varying degrees of success.    Pica is unlikely to respond to medication.

6) Treatment decisions should be guided by data.  If a medication is not  effective as evidenced by the data, then taper and/or discontinue it.
7) Routinely monitor for side effects using tools such as AIMS, DISCUS, and MOSES.

8) Simplify psychotropic treatments, whenever possible.    There should be a greater burden of proof in claiming the need for multiple medications given the greater likelihood of adverse reactions in a person with potentially diminished capacity to communicate about side effects.

Discussion:

Challenging behavior in persons with mental retardation may be a result of psychiatric illnesses such as those suffered by individuals without MR. Their behavior also can be adversely affected by medical problems (e.g. migraine headaches or hypothyroidism) or psychosocial/environmental problems (e.g. difficulty getting along with a housemate, noisy work settings, or coping with the death of a loved one).    At other times challenging behavior is simply an attempt to communicate (e.g. “I’m in pain” or  “leave me alone”) or solve problems (becoming aggressive to stop staff’s requests).  The treatment goal is to figure out how the treatment team (psychologist, psychiatrist, behavior analyst, direct care staff) can best help someone who is displaying challenging behavior.    Behavioral analysts can help identify the function or, even more importantly, the context, of certain challenging behaviors.   

Occasionally, individuals not only have a very strong family history of psychiatric illness among first-degree relatives, but also a similar presentation (e.g. periods of excessive lethargy alternating with manic energy in someone whose parent is treated for bipolar disorder).  More typically, the family psychiatric history is either not available or not that clear.  The clinician is left to attempt to make a psychiatric diagnosis (once medical and psychosocial etiologies have been ruled out).  Unfortunately, the DSM-IV generally requires that an individual be able to communicate effectively about inner feelings, thoughts, perceptions, and moods.  This is difficult, if not impossible, for many people with severe or profound mental retardation. Furthermore, even when a psychiatric diagnosis seems supportable (e.g. a diagnosis of obsessive compulsive disorder in someone who has a compulsion to close all doors, pick up lint, and empty half-used bottles of mouthwash or soap), the person may, nevertheless, be non nonresponsive to the usual psychotropic treatment. Therefore, clinicians should seek to balance skepticism about a “psychotropic cure” with nihilism that nothing will work.    The May 2000 American Journal on Mental Retardation offers expert consensus guidelines to help the clinician decide upon a trial of behavioral treatments or psychotropic medication for a specific problem or psychiatric diagnosis.

As with prescribing for persons in the general population, it is important to monitor for side effects.  Generally, monitoring is of two forms:  specific issues (e.g. tardive dyskinesia – AIMS or DISCUS) and general (multi-system monitoring – MOSES).  It is critical that if the person is unable to communicate about side effects, then an informant who knows the individual well provide that information.

In treating persons with mental retardation there are two key points that need special emphasis: 1) treatment decisions should be guided by data; and 2) simpler drug regimens tend to be better for the patient.

Data-based decision-making assumes that the data are reliable and valid.    The behavioral analyst’s involvement (e.g. defining the behaviors and training staff to collect data) is critical to this process.    Faulty data are worse than no data.      Accurately collected and appropriately analyzed data can be invaluable in making clinical decisions regarding continuing, starting, resuming, or changing treatment approaches including medication use.

In recent years, the trend among some psychopharmacologists is to favor somewhat complicated, multiple drug regimens when treating persons in the general population.  This approach is justified on the basis of attacking different neurotransmitters or on trying to achieve full remission instead of a 70-80% response.    While this approach can be effective for some individuals with mental retardation and psychiatric disorders (e.g. bipolar depression), it also puts persons at greater risk for side effects, which they may be unable to communicate.   

Another problematic situation is when a psychotropic medication is used for a low frequency, but high severity behavior (e.g. biting that breaks the skin and that occurs once every few months).  With such low frequency, it would be difficult to form an objective conclusion regarding medication effect on the behavior.  Instead what may occur is that every time the person bites, staff may want the clinician to “do something” and medications may get increased or added without the benefit of objective rationale.  Again the result may be increased side effects (impairing quality of life) with questionable additional benefit from the polypharmacy.

In sum, using psychotropic medication in persons with mental retardation requires a multidisciplinary approach, a careful search for medical and psychosocial/environmental causes as well as psychiatric disorders, a choice of treatment based on expert consensus guidelines, and a regular assessment for side effects.

5796 Shelby Oaks Drive, Suite 11


Memphis, TN  38134 


Phone: 901-266-7276  


Fax: 901-266-3913  


www.csnwt.org








Challenging Behaviors
12/1/2001
1

