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ABSTRACT

Background
Aggressive challenging behaviour is common in adults with intellectual disability (ID)
in long-term care facilities. The UK government’s commitment to the closure of all
facilities has led to concerns over how to manage this behaviour in the community.
This study aimed to assess changes in aggressive challenging behaviour and
psychotropic drug use in adults with ID following resettlement using a person-centred
approach.
Method
The Modified Overt Aggression Scale (MOAS) was administered to carers of 49
adults with ID prior to discharge from a long-stay hospital and six months and one
year after resettlement in the community.
Results
All areas of aggressive challenging behaviour reduced significantly between baseline
and six months following resettlement (p<0.001). This reduction remained (but did
not decrease further) at one year follow up.
Conclusions
Further work is needed to evaluate the role of environmental setting on aggressive
challenging behaviour in adults with ID.
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INTRODUCTION

Aggressive challenging behaviour is common in adults with intellectual disability (ID)
(Smith, Branford, Collacott, Cooper, & McGrother, 1996) and is particularly prevalent
among those residing in NHS accommodation (F. Tyrer et al., 2006). The UK
government’s commitment to the closure of all NHS long-term care facilities by the
year 2010 (Department of Health, 2006) has raised concerns about how to manage
this behaviour in the wider community, particularly where it risks causing harm to
others. As a means of reducing aggressive challenging behaviour, antipsychotic
drugs are commonly prescribed in this population (Robertson et al., 2000), but recent
evidence suggests that these may not be as effective as previously thought (P. Tyrer
et al., 2008).

Assessment of aggressive challenging behaviour after discharge from long-term care
facilities is important to assess the threat to self, residents, carers and other
members of society. However, few studies have looked at changes in behaviour
post-relocation and those that have been carried out show conflicting results
(Donnelly et al., 1996; MacLeod, Morrison, Swanston, & Lindsay, 2002). Similarly
the way in which former residents were relocated to the community has not been
described, which is likely to be important for the success of future relocation
schemes.

The aims of the present study were to assess whether there was a change in
aggressive challenging behaviour in adults with ID following resettlement in the
community using a person-centred approach. We also aimed to investigate any
changes in psychotropic drug use over this time period.

METHODS
3

This was a study of the last 51 adult residents to leave a long-stay hospital in
Leicestershire and be resettled in the community between 2004 and 2006. The study
was approved by the institutional review board and was conducted under Good
Clinical Practice guidelines. Prior to relocating patients a multi-disciplinary group of
specialist health and social care professionals met regularly to discuss the intended
resettlement process. Residents, their family members (where possible), advocates
(for residents who were unable to express their views independently) and formal
carers were all involved in the decision-making process. A person-centred approach
was adopted whereby residents were encouraged to discuss their preferences and
needs, so that suitable placements could be chosen.

Aggressive challenging behaviour was assessed using the Modified Overt
Aggression Scale (MOAS) (Yudofsky, Silver, Jackson, Endicott, & Williams, 1986)
(Kay, Wolkenfeld, & Murrill, 1988). The MOAS was designed to measure four types
of aggression: verbal aggression; aggression towards objects; aggression towards
self; and aggression towards others, among people with psychiatric disorders. It has
since been found to be reliable in people with ID (Oliver, Crawford, Rao, Reece, &
Tyrer, 2007). The scale involves scoring each type of aggressive challenging
behaviour as a score ranging from 0 (absence of behaviour) to 4 (severe behaviour).
For this study, we used the MOAS to assess aggressive challenging behaviour at
baseline (defined as six months prior to discharge from hospital), and at six months
and one year following resettlement in the community. Assessments were carried
out with the individual’s formal carer (members of staff in the hospital or community
setting as appropriate) by specialist health professionals. Adults were defined as
having aggressive challenging behaviour if they had a MOAS score  4.
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Additional information collected included age (on 1 March 2004), sex, severity of ID
(clinical diagnoses using ICD-10 criteria (World Health Organisation, 1992)),
presence of co-existing health problems and location of resettlement. Information on
psychotropic drugs prescribed for mental health problems or challenging behaviour
was recorded at baseline and one year after resettlement.

Statistical Analysis

Statistical analyses were adapted to a repeated measures design. Differences
between the prevalence of aggressive challenging behaviour in individuals at
baseline, six months post-relocation and one year post-relocation were compared
using McNemar’s test. Differences between absolute scores on the MOAS scale at
baseline and post-relocation were compared using the Wilcoxon signed-ranks test.
All analyses were carried out in Stata version 9.0 (StataCorp, 2005).

RESULTS

The study population initially comprised 51 adults with ID. Two participants were not
included in the subsequent analysis because they died before their second
assessment. Of those remaining, 36 (73%) were men (mean age 50.8; range 31-73
years) and 13 (27%) were women (mean age 49.3; range 35-96 years). All
participants were white and generally fell into the more severe end of the ID
spectrum: 34 individuals (69%) had profound ID; 11 (22%) had severe ID; 3 (6%) had
moderate ID; and one individual (2%) had mild ID (as determined from clinical
diagnoses). Many individuals also had co-existing health problems; 36 (73%) were
incontinent, 2 (4%) had a hearing impairment; 17 (35%) had a visual impairment; 30
(61%) had mobility problems; and 32 (65%) suffered from epilepsy.
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Aggressive challenging behaviour was common among the study population. At
baseline, 76% of participants had an overall MOAS score of 4 or more (median score
16), and thus fulfilled the criteria for having aggressive challenging behaviour. The
use of psychotropic drugs was also common: 67% of participants were taking
psychotropic drugs at baseline (mean number of drugs 1.8), most commonly lowdose antipsychotic agents, which were prescribed to more than half (55%) of
individuals.

All adults were relocated to supported living accommodation, community residential
homes, or nursing homes. The majority of individuals (n=38; 78%) were moved to
supported living accommodation (i.e. placements developed through individual needs
assessment in collaboration with housing services, support services and the
participants themselves) with a mean capacity of 9.7 residents (range 3-7). A further
six individuals (12%) were relocated to residential homes (mean capacity 5.8
residents; range 4-15). The remaining five individuals (10%) were relocated to
nursing homes (mean capacity 14.6 residents; range 5-12).

There was an overall reduction in the prevalence of aggressive challenging
behaviour in adults with ID between baseline and six months following resettlement
(Table 1). At baseline, 76% of adults fulfilled the criteria for aggressive challenging
behaviour (i.e. MOAS score 4) compared with 45% six months post-relocation
(p<0.001). Absolute scores on the MOAS scale for all domains of aggressive
challenging behaviour also lowered substantially (p<0.001). The change in the
prevalence of aggressive challenging behaviour between baseline and six months
post-relocation was most apparent in men with ID. Although absolute scores on the
MOAS scale lowered significantly in the 13 women studied (p=0.002), the overall
prevalence of aggressive challenging behaviour did not (p=0.18). Similarly, a
reduction in the prevalence of aggressive challenging behaviour was observed in
6

individuals relocated to supported living accommodation, but not in those relocated to
community residential or nursing homes (although numbers were small in the latter
two groups).

Individually, the majority of participants (n=39; 80%) showed a reduction in
aggressive challenging behaviour between baseline and six months post-relocation
as determined by their overall MOAS score (range of decrease: 1 to 16). However,
five individuals (10%) showed no change in aggressive challenging behaviour, and
four individuals (8%) showed a moderate increase in aggressive challenging
behaviour (range of increase in MOAS score: 1 to 5). The latter group (whose
behaviour worsened) comprised three men (mean age 54.3) and one woman (aged
52) who all moved to supported living accommodation (one with two other residents
and three with 15 other residents).

One year following resettlement, the number of participants with aggressive
challenging behaviour had further reduced; less than one-third (n=15; 31%) of
individuals fulfilled the criteria for aggressive challenging behaviour. However, this
further reduction was not significant at the 5% level (p=0.09), suggesting a stabilising
effect. Similarly, no further reductions in aggressive challenging behaviour were
observed in men and women, by age group, or in those who moved to community
residential or nursing homes. However, a further reduction was observed in those
who moved to supported living accommodation. The use of psychotropic medication
remained constant between baseline and one year follow-up.

DISCUSSION

Our findings revealed a significant reduction in aggressive challenging behaviour in
residents of a long-stay hospital six months and one year following resettlement in
7

the community. In contrast, no differences were observed in the use of psychotropic
drugs between baseline and follow-up. The few studies that have investigated
behavioural changes in adults with ID after resettlement to the community are
inconclusive. Donnelly et al. (1996) found a significant improvement in the global
rating of problem behaviours reported by key workers, but an increase in behaviour
rated as ‘dangerous’ on the Problems Questionnaire (Donnelly et al., 1996).
Conversely MacLeod et al. (2002) found an increase in challenging behaviour (rated
using the Checklist of Challenging Behaviours) among four individuals resettled into
a community project home (MacLeod et al., 2002).

It seems likely that the success of any resettlement depends on appropriate
consideration of individual needs. There is no ‘one placement fits all’ solution; any
two individuals undergoing resettlement in the same location are unlikely to have the
same outcome. The reduction in challenging behaviour we have observed may in
part be due to careful planning and the person-centred approach adopted by care
home staff, social workers and other specialist health professionals.

Our study is limited by the small numbers and lack of a control group. We are unable
to assess whether a similar reduction in challenging behaviour would have been
seen had participants remained in hospital. Some residents were unsettled in the
months before resettlement, which may have increased their reported levels of
aggressive challenging behaviour at baseline and thus led to an overestimation of the
reduction in aggressive challenging behaviour we have observed. We are also
unable to control for potential reporting bias as both carers and professionals were
committed to the new policy.

Despite these limitations, we hope that this study will highlight the importance of
finding appropriate placements for people with ID who are relocated in the
8

community. In a broader context, further work is needed to examine the role of the
environmental setting in the exacerbation or reduction of aggressive challenging
behaviour.
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Table 1:

Aggressive challenging behaviour and psychotropic drug use among former
residents of a long-stay hospital following resettlement in the community

Characteristic

Baseline

Six months

†

P

‡

One year

P

Aggressive challenging behaviour
All participants (n=49)
Prevalence of aggressive behaviour* (n)
Median overall MOAS score
Verbal aggression
Aggression towards objects
Aggression towards self
Aggression towards others
Men (n=36)
Prevalence of aggressive behaviour (n)
Median overall MOAS score

76% (37)
16.0
4.0
4.0
4.0
4.0

69% (25)
12.5

45% (22)
3.0
0.0
0.0
0.0
0.0

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001

31% (15)
2.0
0.0
0.0
0.0
0.0

0.09
0.47
0.65
0.22
0.56
0.68

36% (13) 0.002
1.5 <0.001

28% (10)
1.0

0.37
0.86

Women (n=13)
Prevalence of aggressive behaviour (n)
Median overall MOAS score

92% (12)
16.0

69% (9)
4.0

0.18
0.002

38% (5)
3.0

0.10
0.29

Age < 50 (n=25)
Prevalence of aggressive behaviour (n)
Median overall MOAS score

80% (20)
16.0

48% (12) 0.005
3.0 <0.001

44% (11)
3.0

0.71
0.60

Age  50 (n=24)
Prevalence of aggressive behaviour (n)
Median overall MOAS score

71% (17)
15.0

42% (10)
0.03
2.5 <0.001

17% (4)
0.5

0.06
0.13

Moved to supported living (n=38)
Prevalence of aggressive behaviour (n)
Median overall MOAS score

74% (28)
15.0

50% (19)
3.5

0.01
<0.001

29% (11)
1.5

0.03
0.04

Prevalence of aggressive behaviour (n)
Median overall MOAS score

67% (4)
16.0

0% (0)
0.0

0.05
0.05

33% (2)
1.0

0.16
0.09

Moved to nursing home (n=5)
Prevalence of aggressive behaviour (n)
Median overall MOAS score

100% (5)
16.0

60% (3)
9.0

0.16
0.04

40% (2)
3.0

0.32
0.48

65% (32)
55% (27)
(22%)
22% (11)
18% (9)
10% (5)

1.00
0.32
0.32
1.00
0.16

Moved to residential home (n=6)

Psychotropic drug use
Percentage on psychotropic drugs (n)
Percentage on antipsychotic drugs (n)
¶
(Median BNF equivalent dose )
Percentage on antidepressant drugs (n)
Percentage on hypnotic/anxiolytic drugs
Percentage on mood stabilising drugs

67% (33)
53% (26)
(24%)
24% (12)
18% (9)
14% (7)

* aggressive challenging behaviour is defined as an overall MOAS score ≥ 4
†
Test for a difference between characteristic at baseline and 6 months after resettlement
‡
Test for a difference between characteristics at 6 months and 12 months after resettlement
¶
Percent of British National Formulary recommended dose
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