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Abstract 

Information on challenging behaviors (CB) of children with intellectual disabilities (ID) and 

developmental disorders (DD) in Iceland is lacking.  However, prevalence of CB in foreign 

studies ranges from 5% to 28%.  Most common interventions for CB are behavioral interventions 

and medication.  Behavioral interventions are effective in reducing CB in children with ID and 

DD.  Although atypical antipsychotics are used to treat CB, they are highly controversial, both 

because evidence of its effectiveness is lacking and because the use of antipsychotics can lead to 

severe side effects.  The aim of the study was to gather information on prevalence and 

interventions for CB in children with ID and DD in Iceland.  Participants, parents of children 

with ID, DD, and other disabilities in Iceland, answered a questionnaire that included 

background questions, a screening question for possible CB, and other questions regarding CB.  

Data from 205 participants was used to produce results for prevalence.  Data from 156 

participants was used to produce results for interventions.  Children of the majority of 

participants (76%) had a history of CB, the majority of those children (78%) currently exhibited 

CB.  Parents mostly sought professional assistance from doctors and psychologists.  The most 

prevalent interventions were medicines and visual routine; 29% of those seeking assistance for 

CB had been prescribed atypical antipsychotics.  In the current study, prevalence for CB was 

higher than reported in foreign studies.  Recommended interventions are not in accordance with 

scientific results.  In addition, atypical antipsychotics are being prescribed for populations where 

effects are minimal and usage is not recommended.  

Keywords: aggression, attention-deficit/hyperactivity disorder, atypical antipsychotics, 

autism spectrum disorders, challenging behaviors, developmental disorders, intellectual 

disabilities, irritability 
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Prevalence and interventions of challenging behavior in children with intellectual disabilities 

and/or developmental disorders or other disabilities in Iceland 

Children with intellectual disabilities (ID) or developmental disorders (DD), such as 

autism spectrum disorders (ASD) or attention-deficit/hyperactivity disorder (ADHD), often show 

a range of problematic behaviors that have been termed as challenging behaviors (CB).  CB can 

be exhibited in the form of property destruction, aggression, temper tantrums, irritability and 

self-injurious behavior (SIB) (Heyvaert, Maes, & Onghena, 2010; Matson, & Neal, 2009).  

These behaviors can both be extremely disabling for the person, disruptive to their environment, 

affect the relationship with their family, and have negative effects on their quality of life 

(McIntyre, Blacher, & Baker, 2002).  Both ID and DD are categorized under the group of 

neurodevelopmental disorders according to the current, fifth edition of the Diagnostic and 

Statistical Manual for Mental Disorders (DSM-V) (American Psychiatric Association, 2013).  

These disorders have in common that their onset occurs in the developmental period and their 

limitations often arise before the child enters grade school.  ID are characterized by significant 

limitations in both cognitive and adaptive functioning (American Psychiatric Association, 2013).  

According to the DSM-V, DD includes communication disorders, ASD, ADHD, specific 

learning disorder, and motor disorders.  DD and ID often co-occur; for example, children with 

ASD often have ID, and many children with ADHD have specific learning disorders.  In the 

current edition of the DSM, it is mentioned that a lack of communication skills may predispose 

people with ID to aggressive behavior and irritability, which can be an associated feature 

supporting the diagnosis of ADHD/ADD (American Psychiatric Association, 2013).  In addition, 

SIB and other disruptive and challenging behaviors are associated features supporting a 

diagnosis of ASD; these behaviors tend to be more common with that disorder than other 



 

CHALLENGING BEHAVIOR IN CHILDREN WITH ID AND DD 5 

 

disorders such as ID (American Psychiatric Association, 2013).  Therefore, it seems that CB 

might be a part of the diagnosis in at least some DD rather than in ID.  

Over the past few years, literature on the prevalence and treatment of CB within the 

population of children with ID has expanded, while literature on the prevalence within 

populations of children with DD is still lacking (Antonacci, Manuel, & Davis, 2008; Heyvaert et 

al., 2010; Heyvaert, Maes, Van den Noortgate, Kuppens, & Onghena, 2012; Matson & Neal, 

2009).  Prevalence of CB in children with ID ranges around 10-15% (Emerson et al., 2001; Lowe 

et al., 2007).  Prevalence of CB in children with DD ranges from 5% to 28% approximately, 

depending on the behavior, and the most prevalent behavior reported was temper tantrums 

(Lecavalier, 2006).  McClintock, Hall, & Oliver (2003) found that people with severe ID were 

more likely to show SIB than those with mild ID.  The authors also reported that people with 

ASD were more likely to show SIB, aggression, and disruption to the environment.  Due to the 

prevalence of CB for children with DD and ID, and since CB can be interruptive for the 

individual and their family, it is important to find a suitable intervention that works adequately 

across diagnoses.  When finding an appropriate intervention, it is necessary to know the cause of 

the problem.  By not knowing the cause of CB one can risk implementing an ineffective 

treatment.  In their review, Matson, Kozlowski, et al. (2011) identified what causes of CB had 

been consistently reported for people with ID and ASD.  Most commonly established causes 

were attention, trying to acquire tangibles, escape from tasks, and sensory stimulation.  

Biological and cognitive causes were also mentioned in the literature; however, it was mostly 

limited to correlational studies.   

Interventions that are most commonly used for CB in children with ID and DD are 

behavioral, contextual, medical, and psychological interventions (Antonacci et al., 2008; 
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Campbell, 2003; Fabiano et al., 2009; Heyevaert et al., 2010; Heyevaert et al., 2012; Matson et 

al., 2012; Matson & Neal, 2009).  Evidence for the effectiveness of psychological interventions, 

such as cognitive-behavioral approaches for CB in children with ID and DD, is lacking and the 

literature is scarce (Antonacci et al., 2008).  Contextual interventions such as adapting the 

environment and training the caregivers of the child are usually employed as a supplement to 

medical and behavioral interventions, and they do not weigh heavily in the literature of 

interventions for CB in children with either ID or DD (Heyevaert et al., 2010).  Behavioral and 

medical interventions are the most commonly mentioned treatment methods in the literature for 

CB in children with ID or DD (Antonacci et al., 2008; Fabiano et al., 2009; Heyevaert et al., 

2010).    

Behavioral interventions have been used to manage CB in children with ID and DD.  

Behavioral interventions are based on the theories of applied behavior analysis, a scientific 

discipline that applies the principles of behavior to systematically increase or decrease a behavior 

depending on what is socially significant for that person (Cooper, Heron, Heward, 2014).  The 

focus with behavioral interventions is on the function of the behavior and the manipulation of 

environmental events to increase or decrease that exact behavior (Fisher, Piazza, & Roane, 

2011).  The function of a behavior is determined with a functional assessment and the treatment 

is then based on those results (Matson, Sipes, et al., 2011; Cooper, et al., 2014).  Behavioral 

interventions are effective in reducing CB in children with ID and DD (Campbell, 2003; Fabiano 

et al., 2009; Grey & Hastings 2005).  In their meta-analysis of 174 studies of behavioral 

treatment for children with ADHD, Fabiano and colleagues (2009) found the effectiveness of 

behavioral treatment to be strong and consistent.  Campbell (2003) found similar results in his 

meta-analysis of 117 studies on behavioral interventions for reducing CB in people with ASD.  
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Finally, Grey and Hastings (2005) reported that the principles of applied behavior analysis 

should be regarded as the standard treatment of CB in persons with ID.  Although behavioral 

interventions are effective, other treatment strategies, such as medical interventions, are often 

applied.   

Medical interventions for CB involve pharmacological management, where atypical 

antipsychotics (Risperidone/Risperdal and Abilify) are prescribed with the intent to reduce CB 

(Benvenuto, Battan, Porfirio & Curatolo, 2013; Bezuidenhout, Wiysonge & Bentley, 2012; 

Maher & Theodore, 2012; Scahill, Koenig, Carroll & Pachler, 2007).  These medicines were 

originally developed to reduce symptoms of schizophrenia, but, in recent years, their usage has 

been expanded to treat for example symptoms of bipolar disorder and CB within certain 

populations (Geddes, Freemantle, Harrison, & Bebbington, 2000; Miyamoto, Duncan, Marx, & 

Lieberman, 2005; Shen, 1999).  The symptoms that antipsychotics are supposed to treat are, for 

instance, aggression towards others, SIB, temper tantrums, and quickly changing moods (Scahill 

et al., 2007).  Currently, the U.S. Food and Drug administration suggests the use of atypical 

antipsychotics for treatment of irritability in children and adolescents aged 5-16 years with ASD.  

Prescribing these medication to children and adolescents is highly controversial, and there is 

evidence that the prescription of atypical antipsychotics for children and adolescents is 

increasing (Bachmann, Lempp, Glaeske, & Hoffmann, 2014; Zoëga et al., 2009).  The literature 

on the effectiveness of atypical antipsychotics to control CB differs between clinical diagnosis of 

subjects.  The management of CB with atypical antipsychotics has not been effective within any 

group other than children with ASD (Aman et al., 2002; Heyvaert et al., 2010; Matson &, Neal, 

2009; McCracken et al., 2002; McGillivray & McCabe, 2004; Scahillet al., 2007; Singh et al., 

2010; Tyrer et al., 2008).  However, the use of atypical antipsychotics as a treatment option for 
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CB in children with ASD still remains controversial, since the mechanism behind the possible 

effectiveness in reducing CB remains unknown (Grey & Hastings, 2005).  In their review, 

Matson & Neal (2009) summarized past studies of medication-related interventions for CB in 

people with ID, their results suggest minimal effectiveness of antipsychotics as an intervention 

for CB within the population of ID.  Results from a large controlled study indicate that those 

drugs were no more effective than a placebo when treating aggression in adults with ID (Tyrer et 

al., 2008).  Furthermore, literature on the effects of atypical antipsychotics on CB in children 

with ADHD is lacking.  One of the most controversial aspects of prescribing atypical 

antipsychotics is the fact that taking antipsychotics on a daily basis can possibly lead to severe 

side effects that can affect quality of life (Mahan et al., 2010).  Side effects can range from 

weight gain to neurologically adverse effects, such as tardive dyskinesia (TD) and parkinsonism.  

In a recent study by Garcia-Amador and colleagues (2015) side effects were more common when 

subjects were treated with risperidone than with quetiapine, and the longer subjects were treated, 

and the younger they were, the more was the risk for developing TD.  

Results from the study of Garcia-Amador et al., (2015) are a reminder that prescribing 

antipsychotics to children should be done with caution.  When choosing an appropriate 

intervention, it is important to try at best to avoid harm, and the intervention should involve the 

least restrictive procedure possible (American Psychological Association, 2010; BACB Board, 

2014).  Matson & Wilkins (2008) point out that one of the problems with choosing appropriate 

intervention strategies for CB is that there are two theoretical models that govern what treatment 

is selected.  One of these models is biological, where the emphasizes is on diagnosis and 

medication, while the other theoretical model is applied behavioral analysis, where the emphasis 

is on the function of behavior.  These two models are usually not applied simultaneously.   
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Another part of the problem might be that personnel who ultimately decides the treatment 

is unfamiliar with possible behavioral methods, and it is often easier in the moment to sedate the 

individual and therefore see dramatic changes in behavior rather than gradual.  Another issue to 

consider, when assessing the research behind the effectiveness of interventions for CB, is how 

change in behavior is measured.  Weeden, Ehrhardt and Poling (2009) pointed out that studies on 

the effects of atypical antipsychotics on CB use indirect measures of behavior, while the 

behavior itself is measured directly in applied behavior analysis.  When using an indirect 

measure, one cannot be sure that the treatment is having a specific effect on the behavior of 

interest.  The authors further suggest that the effectiveness of the interventions should be 

compared by measuring behavior directly.  Although some evidence suggests the effectiveness 

of antipsychotics in reducing CB, the overall benefit seems to be unclear, and evidence suggests 

behavioral treatment to be an effective and less intrusive intervention. 

Information on prevalence and what interventions are used for CB of children with ID 

and DD in Iceland does not exist.  It is important that parents of children with ID or DD know 

where to seek professional assistance and what kind of assistance has proven efficient.  It is also 

extremely important that the treatment each child and their family receive is based on their 

special needs and their particular situation.  The purpose of this study was threefold: (1) to gather 

information on the prevalence of CB in children with ID and DD and compare the information to 

foreign research data, (2) to gather information on what professionals parents of children with ID 

and DD are seeking for assistance, and (3) to gather information on what recommendation of 

treatment parents are receiving for their children´s CB.    
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Method 

Participants 

The study originally included 243 participants who were parents of children at the ages of 

1-18 years diagnosed with ID, DD, or other disabilities, and were registered in at least one of the 

following organized interest groups in Iceland: Umhyggja, an association for children with long-

term illnesses, The ADHD association, The Autism association, or the parent’s association of 

Klettaskóli (a school for children with special needs).  Participants who had children older than 

18 years old, who did not give clear information about their child‘s clinical diagnosis, or who did 

not answer a question regarding if their child had shown CB at any time, were removed from the 

sample, leaving 205 participants.  The data from 205 participants was used to produce results for 

prevalence, and data from 156 participants was used to produce results for interventions.   

Materials 

An online questionnaire, including questions regarding the participants´ children, was 

used to gather data.  Participants were asked if they or other relatives thought their child had in 

the past or did today show any CB.  CB was defined as a behavior exhibited by the child that was 

disabling or disruptive for them or their environment.  Participants were asked to consider that it 

differs between social contexts which behavior is troubling.  In addition, participants were asked 

to disclose all clinical diagnoses their child might have.  The questionnaire also included 

questions about age, gender, and what interventions had been tried to address said CB.  In 

addition, parents were asked to identify what professionals they had sought assistance from.  

Finally, participants were asked to rate, on a four-point scale, how burdensome the CB was for 

the child and their family; the rating scale ranged from not being burdensome at all to being very 

burdensome. 



 

CHALLENGING BEHAVIOR IN CHILDREN WITH ID AND DD 11 

 

Procedure 

Researchers sent a link with the questionnaire to directors of interest groups and to one 

special school who forwarded it to possible participants.  Answering the questions took 

approximately 15 minutes.  Included in the questionnaire was a statement where participants 

were informed of the purpose of the study, how information would be used and stored, and it was 

asserted to them that it was their choice to participate or not and they could leave the study at any 

point in time.  Participants answered the questionnaire anonymously, and none of the 

information gathered was traceable to specific participants.  The research was accepted by The 

National Bioethics Committe of Iceland and by The Data Protection Authority of Iceland (16-

078-S1).  

Statistical analysis 

A one-way between subjects ANOVA was conducted to compare rates of prescriptions of 

ADHD medicines and antipsychotics for CB.  Confidence intervals were calculated, with 95% 

confidence level, and interpreted to estimate statistical significance between rates of CB in 

children with different diagnosis, where 0 represented children that had never exhibited CB and 

1 represented children that had at any point in time shown CB.  

Results 

Characteristics of the sample  

Table 1 shows age and gender distribution within the sample.  The participant children age 

ranged from 1-18 years, with a majority of participant children being born in 2005, 2006, and 

2009.  The most prevalent diagnosis were ID, ASD and ADHD/ADD; prevalence of different 

clinical diagnoses and combination of diagnoses are portrayed in Table 2.  Some participant 

children had diagnoses that overlapped: 7.3% (N=15) had the combined diagnosis of ID, ASD 
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and ADHD/ADD, 9.3% (N=19) had the compined diagnosis of ID and ASD, 2.9% (N=6) had the 

compined diagnosis of ID and ADHD/ADD, and 14.6% (N=30) had the compined diagnosis of 

ASD and ADHD/ADD (Table 2).  The rest of the sample only had one of the three diagnoses or 

none of them.  For simplification purposes, the sample was categorized into four groups: ID 

(N=48), which included all participants with the diagnosis of ID including participants with 

combined diagnosis, ASD (N=55), which included participants with the diagnosis of ASD, 

including those with combined diagnosis with ADHD/ADD and excluded those who had the 

diagnosis of ID, ADHD/ADD (N = 85), which included participants with the diagnosis of either 

ADHD or ADD and excluded those that had combined diagnoses with ID or ASD, and, finally, 

Others (N=17), which included all participants who did not fit into the other groups (Table 3).  

Prevalence 

The majority of participants (76.1%) said that their children had, at any point in time, 

presented some degree of CB.  The participants who answered “yes” were asked to answer more 

detailed questions regarding CB.  Participants who answered “no” to the question (23.9%) did 

not answer any more questions regarding CB.  As seen in Table 4, the prevalence for CB was 

highest for children with ADHD/ADD (88.2%), they had a significantly higher rate of CB than 

children in other groups with M=0.48, 95% CI [0.40, 0.56].  Children with “other” diagnoses had 

significantly lower rates of CB than other groups with M=0.06, 95% CI [0.02, 0.11].  There was 

not a significant difference in rates of CB in children with ID with M=0.20, 95% CI [0.13, 0.27] 

and ASD with M=0.26, 95% CI [0.19, 0.33].  

Out of the participants who answered “yes” regarding CB at any point in time (N=156), 

the majority of them (77.6%) reported that their child shows CB today (Table 5).  Children with 

ADHD/ADD had a significantly higher rate of CB today than children in other groups with 
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M=0.46, 95% CI [0.37, 0.54].  Children with “other” diagnoses had significantly lower rates of 

CB today than other groups with M=0.07, 95% CI [0.02, 0.11].  There was not a significant 

difference in rates of CB today in children with ID with M=0.21, 95% CI [0.14, 0.28] and ASD 

with M=0.27, 95% CI [0.19, 0.35]. 

Figure 1 displays the results for how burdensome participants rated their child’s CB for 

the child itself and for their family.  When asked to rate how burdensome the CB was for their 

child on a four-point scale, the majority of participants (62.2%) rated it as “very burdensome” for 

their child.  When asked to rate how burdensome the CB of the child was for their family more 

than half (51.9%) of participants rated it as “very burdensome” for their family, and one 

participant (0.6%) did not answer the question.  

Interventions and professional assistance 

The most prevalent profession to seek assistance from to reduce CB were psychologists 

(62%) (Table 5).  The majority of the sample (60.3%) had gotten assistance from either or both a 

medical doctor or a psychiatrist.  Only a few participants (6%) had not gotten assistance from a 

professional because of their child’s CB.  Parents of children with ID (N=31) most commonly 

sought assistance from developmental therapists (55%), psychologists (55%) and special 

education teachers (55%).  Parents of children with ASD (N=40) most commonly sought 

assistance from developmental therapists (58%) and medical doctors (58%) while parents of 

children with ADHD/ADD (N=75) most commonly sought assistance from psychologists (67%).  

Parents of children with other diagnosis (N=10) most commonly sought assistance from 

psychologists (80%) 

 The third column of Table 5 depicts what intervention parents reported was used for their 

child´s CB.  The most common intervention used for CB in children of participants was 
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medicines (71%); other common interventions were social stories (54%) and visual routine 

(66%).  The most common intervention for children with ID or ASD was visual routine, while 

medicines were most common for children with ADHD/ADD.  

 The fourth column in Table 5 depicts the prevalence for different categories of medicines 

prescribed for CB.  ADHD medicines, such as Concerta, Medikinet, Ritalin and Strattera, were 

prescribed to more than one-third (34%) of participants that had experienced CB.  Antipsychotics 

such as Abilify and Risperidone (Risperidal, Rison) were prescribed for almost one-third (29%) 

of participants, and antidepressants such as Fluoxetine, Esopram, Klomipramin, Mylan, Seroxat, 

Sertral and Zoloft were prescribed for some (7%) participants that had displayed CB.  

Antipsychotics were prescribed to almost one-third of children with ID (29%), ASD (28%), and 

ADHD/ADD (29%), and to more than one-third of children with other diagnoses (40%).  A more 

detailed analysis of the medical interventions is depicted in Figure 2.  Out of all the children not 

diagnosed with ASD (N=93), almost one-third of them (30%) had been prescribed 

antipsychotics.  There was not a significant difference in prescription rates of antipsychotics for 

children diagnosed with ASD and children not diagnosed with ASD F(1,154) = 0.04, p = 0,838.  

Out of all the children not diagnosed with ADHD/ADD (N=41), some of them (15%) had been 

prescribed ADHD medicines but prescription rates for ADHD medicines were significantly 

higher for children diagnosed with ADHD/ADD then children not diagnosed with ADHD/ADD  

F(1,154) = 12.40, p < 0,001. 

Discussion 

The purpose of this study was to gather information on the prevalence of CB in children 

with ID and DD in Iceland, what professionals parents of these children are seeking assistance 

from, and what interventions are used for CB in children with ID and DD in Iceland.  In addition 
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we wanted to compare the information to existing research data and recommendations of 

treatment.  The majority of participants’ children had experienced CB, and majority of these 

participants reported that CB is still a problem today.  In addition, more than half of the 

participants rated the CB to be very burdensome for both the children and their family.  Most 

participants had sought assistance from psychologists or doctors, and the most common 

intervention was medicines.  Almost one-third of participants were prescribed atypical 

antipsychotics as a treatment for their child´s CB, the same ratio of children without the clinical 

diagnosis of ASD were also prescribed said medicines. The difference in prescription rates for 

children diagnosed with ASD and children not diagnosed with ASD was not significant.  More 

than one-third of participants had been prescribed ADHD medicines as a treatment for their 

child; some of them did not have children with ADHD/ADD.  

The results offer an idea of the situation in Iceland, as they show a higher prevalence for 

CB compared to results of foreign studies.  It is important to note that the authors did not use a 

standardized questionnaire to detect if the participants’ children had shown CB.  A simple 

screening question was chosen so that participants who had sought assistance and treatment for 

CB would not be excluded in the screening process.  Because of this, it is possible that the 

prevalence of CB ratings were exaggerated.  However, when we consider the results on how 

burdensome the CB was for the children and their family, and how many of participants had 

sought assistance from professionals, it is clear that most participants had experienced behavior 

that was troublesome, affected their quality of life, and was serious enough that they sought for 

professional assistance.  Thus, it is possible that rates of CB in children with ID or DD in Iceland 

might be higher than rates reported in foreign studies.   
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An effective intervention is crucial for the possibility of increasing the quality of life for 

the child and their family.  The fact that 90% of the sample rated the CB of their child to be 

medium or very burdensome for the child or their family underlines the need for an effective 

intervention.  Results from past research of effective interventions for CB in children with ID 

and DD indicate that behavioral interventions are the least intrusive and most effective for this 

behavior within these populations (Campbell, 2003; Fabiano et al., 2009; Grey, & Hastings 

2005).  Medical interventions are also mentioned in the literature with limited or no evidence of 

effectiveness for ID and ADHD/ADD, and with some evidence of effectiveness in managing CB 

for children with ASD (Matson &, Neal, 2009; McCracken et al., 2002; McGillivray & McCabe, 

2004; Singh et al., 2010; Tyrer et al., 2008).  Medical interventions have a major drawback, since 

they are regarded as being highly intrusive because they can cause serious side effects (Garcia-

Amador et al.,2015).  Despite that, atypical antipsychotics are prescribed for children with ID 

and DD in Iceland with almost one-third of whom that seek assistance.  More seriously, 

antipsychotics and antidepressants are prescribed for these populations despite their treatment 

effect being minimal to none and their usage not recommended (Matson &, Neal, 2009; Tyrer et 

al, 2008).  Other interesting result from the study is that more than one-third of participants 

report that their child has been treated for CB with ADHD medicine.  More importantly, some 

children are being prescribed ADHD medicine while not having the clinical diagnosis of ADHD 

and, therefore, getting medicine that has not been recommended for their disorder.  

CB is a reality families of children with ID and DD have to face in Iceland.  Evidence 

from empirical studies shows that behavioral interventions are more effective than other 

interventions, despite that they do not seem to be used as the primary treatment strategy for CB 

in children with ID and DD in Iceland.  This is a field that needs further research.  Future studies 
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should include a larger and more diverse sample and a more precise screening tool for CB.  In 

addition, future research should examine more carefully the different aspect of what 

interventions are being used in Iceland for CB.  It is important to know how long these 

medications are being prescribed, for which groups of children exactly, and if this is the first 

intervention suggested. 
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Table 1 

Age and gender distribution 

 N = 205 %  

Year of birth   

1998 3 1.5  

1999 7 3.4  

2000 6 2.9  

2001 12 5.9  

2002 18 8.8  

2003 11 5.4  

2004 14 6.8  

2005 27 13.2  

2006 24 11.7  

2007 11 5.4  

2008 9 4.4  

2009 24 11.7  

2010 17 8.3  

2011 12 5.9  

2012 7 3.4  

2013 2 1  

2015 1 0.5  

    

Gender of child   

Female 71 34.6  

Male 134 65.4  
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Table 2 

Prevalence of different clinical diagnosis and combination of diagnosis within the sample 

displayed in percentages 

 N = 205 % 

ID + ASD +ADHD/ADD 15 7.3 

ID + AUTISM 19 9.3 

ID + ADHD/ADD 6 2.9 

ASD + ADHD/ADD 30 14.6 

ADHD/ADD only 85 41.5 

ASD only 25 12.2 

ID only 8 3.9 

Other 17 8.3 
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Table 3 

Distribution of the sample in simplified groups 

 N = 205 % 

ID 48 23.4% 

ASD 55 26.8 

ADHD/ADD Only 85 41.5 

Other 17 8.3 
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Table 4 

Prevalence of challenging behavior displayed in percentages 

   
% 

   
CB 

ever 

All 

(N=205) 

ID 

(N=48) 

ASD 

(N=55) 

ADHD/ADD 

(N=85) 

Other 

(N=17) 

Já 76.1 64.6 72.7 88.2 58.8 
 

Nei 23.9 35.4 27.3 11.8 41.2 
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Table 5 

Prevalence of CB today, professional help and interventions for CB within the group that had 

experienced CB at any point in time displayed in percentages. Notable rates are bolded 

    %   

  

All 

(N=156) 

ID 

(N=31) 

ASD 

(N=40) 

ADHD/ADD 

(N=75) 

Other 

(N=10) 

CB today       

Yes  78 81 83 73 80 

No  22 19 18 27 20 

       

Professionals       

Behavior analyst  19 13 35 12 30 

Developmental therapist 38 55 58 23 20 

Medical doctor  56 45 58 57 70 

Nurse  10 10 5 12 20 

Psychiatrist  29 29 30 25 50 

Psychologist  62 55 55 67 80 

Social worker  36 48 38 29 40 

Special education teacher 48 55 43 49 40 

No professional  6 3 3 8 10 

       

Interventions       

Change in environment or demands 40 39 50 36 30 

Improved diet  11 13 5 13 10 

Increased exercise 19 13 15 23 30 

Medicines  71 48 75 79 60 

Social stories  54 61 58 52 40 

Time-out  27 23 25 29 30 

Token economy  38 42 33 44 10 

Visual routine  66 68 78 63 40 

Vitamins or herbs 9 10 3 13 0 

       

Medicines       

ADHD medicines 34 19 33 41 30 

Antidepressants  7 6 13 4 10 

Antipsychotics  29 29 28 29 40 
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Figure 1. How burdensome participants rated the child‘s CB to be to the child itself and its 

family.  The participants rated on a four point scale from not at all burdensome to very 

burdensome 
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Figure 2. Percentage of participants that did not have children with either ASD or ADHD 

diagnosis but were prescribed medication recommended for those groups 
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