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Abstract: Introduction: Aggression is a common behavioral problem seen in patients with intellectual disabilities (ID).
The safety and efficacy of second generation antipsychotics (SGAs), mood stabilizers and antidepressants in the
management of aggression in these individuals have minimally been studied. This review aims to 1) summarize the
studies conducted using second generation antipsychotics, mood stabilizers and antidepressants in treating aggressive
behaviors in patient with ID and 2) determine based on the existing literature, which medications have been examined in
the most rigorous study design that might suggest the most efficacy for use in clinical practice.

Methods: Literature searches using PUBMED Central, CINAHL Plus, PsychINFO, and Embase databases were
conducted using the following terms: intellectual disability/disabilities, mental retardation, developmental
disability/disabilities, aggression, agitation, behavior disorder, adult, treatment, management. Studies predominantly
including children with ID, and autism/pervasive developmental disabilities spectrum disorders were excluded. Analyses
were done by class of medication: SGAs, mood stabilizers and antidepressants. The primary outcome measure was
reduction in aggressive or self injurious behaviors as measured by each individual study.

Results: The most rigorous study designs found using these agents were randomized controlled trials (RCT). A total of
10 RCTs were found, the majority being with risperidone (3) and lithium (2). Treatment with risperidone showed
reduction in aggression when compared to placebo in most RCTs with the exception of one study in which risperidone
was not better than placebo. Both lithium studies showed reduction in aggression when compared to placebo. The most
abundant literature exists in retrospective chart reviews. The most commonly studied agent was risperidone which
showed reduction in aggression in majority of the studies.

Conclusions: Limited data exists for treatment of aggression in adults with ID. There are very few studies examining
pharmacologic agents using RCTs. Given that risperidone and lithium were the most commonly studied agents in the
most rigorous experimental design, it is suggested that these two agents prove efficacious for treatment of aggression in
patients with ID. Limitations to most of these studies included concomitant psychotropic administration with variations in
types and dosing, severity of ID, and the idea that a wide variety of aggression scales were used to assess outcome.

Further research with more scientific rigor is required in this field.
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INTRODUCTION

Aggression is a common behavioral problem seen
in individuals with intellectual disability (IDD).
Aggression is socially inappropriate physical or verbal
behavior that can be directed either towards another
individual, object or the self. Aggressive behaviors may
be observed within the spectrum of agitation [1].
Aggression is often the primary reason that individuals
are admitted or readmitted to institutional settings [2]
and appears to be the primary reason why persons
with intellectual disabilities are placed on psychotropic
or behavioral control medications [3].

Behaviors including property destruction, physical
aggression towards others and self injurious behaviors
are commonly observed among IDD. This cluster of
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target symptoms has become defined as “challenging
behaviors” [4]. These target symptoms exist in high
rates among this patient population. The point
prevalence for aggressive behaviors towards others or
objects, using the Diagnostic Criteria for Psychiatric
Disorders for Use with Adults with Learning
Disabilities/ID (Royal College of Psychiatrists 2001),
was reported to be 9.8% and 4.9% for self-injurious
behaviors [5]. A study conducted in two areas of
England determined that such behaviors are shown by
10-15% of people with intellectual disability who are in
contact with educational, health or social care services
for such individuals. According to Cooper, the most
common forms of challenging behaviors reported are
aggression (7%), destructive behavior (4%-5%) and
self-injury (4%) [5]. The study also revealed that the
majority of people identified showed two or more of
these four general forms of challenging behavior and
approximately two-thirds of the people identified were
boys/men. Of those, two-thirds of the people identified
were adolescents or young adults. Approximately 50%
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of people identified as demonstrating challenging
behavior were living with their families and were more
likely to need greater levels of assistance in eating,
dressing and washing, be incontinent and have more
restricted expressive and receptive communication [6].

The cause of aggression in IDD can be difficult to
ascertain as often, these individuals have limited
communication skills, which results in ambiguity of
symptoms and behaviors. This often leads to an
unclear diagnosis or even misdiagnosis. A thorough
examination of the differential diagnosis of aggression
must be assessed, and can be divided into 3 major
categories: psychiatric, medical and environmental. In
considering the differential diagnosis of the aggression,
the severity of ID as well and other medical and
psychiatric comorbidities must be considered.
Psychiatric causes of aggression include psychosis,
anxiety, mood symptoms, frontal lobe dysfunction, as
well psychopathology evidenced by personality
disorders [7-10]. Medical causes might include fecal
impaction, pain, seizure disorder with post-ictal
confusion, delirium, and new onset dementia (typically
seen in profound mental retardation such as Down’s
Syndrome) [11]. latrogenic medical sources include
disinhibition with benzodiazepines/steroids, drug-
induced akathisia, or alcoholfillicit drug intoxication
(seen mostly with patients with mild ID) [12-14].
Common causes for aggression in this population may
include environmental triggers such as changes in staff
in the residence, a new roommate, or interpersonal
conflicts. Abuse and neglect are also present in the
environmental settings of many of these individuals that
might cause aggressive behaviors [15].

Given the complexity of determining the etiology of
aggression in this population, it is difficult to treat
aggressive behaviors in these individuals who very
often require close monitoring and supervision in
clinical settings. Though behavioral interventions are
often most effective, pharmacologic interventions are
required to target the three common core challenging
behaviors of property destruction, physical aggression
and self injury.

Several reviews have examined the utility of
pharmacotherapy focused on ftreating adults with ID
and these behaviors [16-20]. A study in Norway
determined that many as 37% of people with
administratively defined mental retardation were
prescribed psychotropic medication. Antipsychotics

were the most widely wused, followed by
antidepressants and anticonvulsants [21]. It is well
documented that first generation antipsychotics have
been used to treat acute aggression in this patient
population, however clinical evidence supports that
patients with ID are more susceptible to developing
extrapyramidal side effects, particularly akathisia and
tardive dyskinesia [22].

One of the main challenges with treatment of
aggressive behaviors in individuals with ID with
psychotropics is polypharmacy. It has been extensively
documented that individuals with ID are very likely to
be prescribed several psychotropics concomitantly [23].
Spreat, Conroy, and Jones calculated that psychotropic
drug use in the Oklahoma ID system was 22.4% of all
persons with ID [24]. More recent data show similar
rates of psychotropic drug use with a shift to second
generation antipsychotics and selective serotonin
reuptake inhibitors (SSRIs) [25]. Understanding how
much scientific rigor is used to experimentally study
these agents is important in justifying why and how we
use these agents to treat aggression in patients with
ID.

Given that antipsychotics, mood stabilizers and
antidepressants are the most commonly prescribed
medications to treat aggressive behaviors in this
population, it is critical to review the studies examining
the safety and efficacy of these medications. This
paper comprehensively examines the existing literature
on use of second generation antipsychotics, mood
stabilizers and antidepressants in the management of
aggression in patients with ID on a spectrum from most
to least rigorous experimental design. This review has
two aims: 1) to summarize the studies conducted using
second generation antipsychotics, mood stabilizers and
antidepressants in treating aggressive behaviors in IDD
2) to determine, based on the existing literature, which
medications have been examined in the most rigorous
study design that might suggest the most efficacy for
use in clinical practice.

METHODS

An English language literature search was
conducted through PUBMED Central, CINAHL Plus,
PsychINFO, and Embase databases for articles dating
from 1980 to 2013. The search was conducted using
the following keywords: intellectual disability/disabilities,
mental retardation, developmental disability/disabilities,
aggression, agitation, behavior disorder, adult,
treatment, management.
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Inclusion Criteria

All experimental designs were included. Adult
subjects with an Axis Il diagnosis of any severity of
mental retardation or intellectual disability were
included. Adult was defined as any individual above the
age of 16. Only studies that targeted aggression (any
severity of aggression noted) using a second
generation  antipsychotic, mood  stabilizer or
antidepressant were included. To identify additional
studies, a hand-search of the reference lists of those
studies included in other systematic reviews was
included.

Exclusion Criteria

Given that many medications for aggression are not
approved for use in children, children under the age of
16 were excluded for any study that had more than
50% of subjects under age 16. While overlap of ID with
autism spectrum and pervasive developmental disorder
occurs, it results in a heterogeneous study of children
and adults and these disorders were not the focus of
this paper. Therefore, studies with more than 50%
subjects carrying a diagnosis of autism spectrum/
pervasive developmental disabilities disorders were
excluded from this analysis. Studies targeting
symptoms of mood disorders or psychotic disorders
were excluded. Any articles for which full text was
unavailable were excluded.

The primary outcome measure was reduction in
aggressive or self-injurious behaviors as measured by
each individual study. A p value <0.05 was considered
significant in each study when available.

RESULTS

Results are presented below organized as follows:
1) trial design 2) drug class 3) order of most reported
studies to the least reported studies. The most
commonly used aggression scales found in the studies
are summarized in Appendix 1. In total, 42 studies met
the criteria described above and are detailed below.

Randomized Controlled Trials

A total of 10 randomized controlled trials using a
double blind placebo controlled design were found
using second generation antipsychotics (6), mood
stabilizers (3) and antidepressants (1), and are
summarized in Table 1.

Second Generation Antipsychotics

Of the 6 randomized double blind placebo controlled
trials using second generation antipsychotics, 3 of
these compared risperidone to placebo [26-28]. Only
Tyrer's study compared haloperidol to risperidone and
placebo, showing that aggressive behavior in subjects
given placebo showed no evidence at any time points
of worse response than did patients assigned to either
of the antipsychotic drugs. These results were not
statistically significant (combined p=0.06) [26]. In each
arm, the most common severity of ID was moderate. In
contrast, two studies showed that risperidone yielded
significant reduction in aggression compared to
placebo based on ABC, BPI and CGI scores [27, 28].
Though some subjects dropped out due to sedation
[28], and subjects were also on existing medications,
both studies yielded statistically significant results (P
<0.05).

Both risperidone and olanzapine showed reduction
in aggression in a single blind study, however
risperidone had a higher efficacy index than olanzapine
and the results showed a statistically significant
reduction towards self injury [29].

Clozapine has only been studied twice in controlled
clinical trials, by Hammock. In a single blind study of
two subjects, clozapine [30] showed significant
reduction in self injurious behaviors and downward
trend on 4 ABC subscales when randomized to dosage
baseline. One subject had previously been in a double
blind placebo controlled crossover trial in which his self
injurious behavior was reduced from 148 per hour to 24
per hour at 225 mg of clozapine [31]. Since he had a
seizure at 300 mg of clozapine, his dose had been
reduced and valproic acid had been added. This
combination resulted in lethargy and he was switched
to risperidone without success.

Mood Stabilizers

Three studies have been conducted using lithium in
a randomized control trial. A total of 2 studies were
found comparing lithium to placebo [32, 33]. Craft's
study used the Dale score (1 = well behaved; 2= mood
uncertain;3= overt aggression or attempted aggression;
4= additional medication required to control patient;
5=seclusion required) to measure reduction in
symptoms but did not define specific target symptoms.
Compared to placebo, subjects on lithium showed
reduction in scores, P =0.002 [32]. In contrast, Tyrer's
double blind crossover study showed that when lithium



31

Journal of Intellectual Disability - Diagnosis and Treatment, 2013 Volume 1, No. 1

L 108fgns o} pappe
sem ajoyedaq uaym padnpal ¥4

Apoq Jo sued 1eyjo
Bunuy ‘Buniq peay o}
puey g|s :z joelgng

Buiggns aoey

‘Adfoalals ‘Buning

siepuodsai-uou suopladsi

adl punojoid yjog

Bw ooy
-001 g 18lgng

syeem g¢ -z 109lgng

Pharmacologic Management of Aggression in Adults

'Z19 Jo Bw Gzz yum -peay ‘Bunig ‘Bunjary
Rouenba.y pesesioep 'vd PUB 8IS |  ‘Gumpy ‘uoisseibbe . egIoAUOU s¥9aM 62- | 109lang
'$9|e0sgns :Buny peay-0y peaEek gz 0elgns bw 00z [oe]
08V ¥ |[e U puaJ} premumoq -puey gis ;1 108lgng | ‘pulg ‘plosieshpi L 108lans |z | -Gz} i1 1oalgng pug ajbuis auidezo|D JoowLIeH
(06°0 $3100 ‘199 ‘SVO
120 = Uueaw) gz :auopuadsiy sjoalgo 5 . iriaizid SHEEi
(#1°L PUE J|as 'SIayjo %Kl RHNGH bw el e auidezue|g
61°L = ueaw) ¢ auidezue|n splemo) uoissalbbe S8jews) /| pue ajew Gy 0z auidezue|Q SNsIaA [62]
SYHB8M g $9I00S SYO ‘uoisselbbe jequep siA gy = ebe ueay 29 | Bw g suopuadsiy pung slbuis auopuadsiy alowy
(leme1pyyim [etoos)
S0°0>d 198 jusunean wisiine pue uope|nw
eoyubis e papodal (|99 4jos ‘AunioesadAy sheam g
'syd pajeas} O7d ey) U joage ou | ‘uonenbe ‘AujqeiL d o sisoubenp (85-51
‘suopliadsy Yum °4G /7 pauljosp ‘ssauanissalbbe obuel) sieef 5og :obe uesyy B JONOSSOID) PajoIueD [gz] auog
2100S [EJO] ISIMOBYD DY ‘AymsoH G9-G| abuei aby /€ ZL-t auopuadsiy ogaoeid pulg aignog auopuadsiy uspuep
‘S0°0>d 'wie Asd
ogaoe|d ¢ 0FZ 0- WJe auopliadsy mmmoz_”u SO PR PRPOlES
ur uoyonpal #0¥8 0~ Id9 p8-Ge obues DI JIN
ajeJapoul Jo piw ‘Buiuonouny S)a9M g 10J [20E|
ogaoed yim (uswanoiduwi [ENJD8||81UI BUIIAPIOY || SIXY uedo uay) 'syeam 10} oqaoeld
% €°1€) uononpal juiod 6| et SNEIBA
‘suopuadsy ) a3l agd dsv ogeoed
UM (uawenoiduil % €5) SVA 192 'Id8 ‘08Y Qo 'qo ‘sesoubelp | sixy Jo Ajreq bw pajionuoD [22]
uononpas yuiod €747 191098 0gy Buisn pessasse sy ‘gg-g| ebe Be -1 auopliadsiy ogaoe|d pulg eignog suopuadsiy ouelbesy
g ogeoed sisoyoAsd yum asou) papnjoxa
01 suopLeds 9,12 :8J0ADS 194,0G Bjelopow
_ _ {%62 pli ;jopuadoley
Ll lopuadojey ; ; ;
S (skep 2 1sed sy ‘04,01 @JaA8s \7,ZG B]Blepoll ogaoeid
BB Ul 1588 1€ JO 81095 '948¢ :plIL :BuopLedsly snsien
6 0gaoRK SVOW [810} yum %L BIBABS (9Lt bui 5-62'L
J auopuadsu gowwm.w_%mmo MMMmWammm ‘@lelapoll (9,8¢ pliw t0gd jopuadojey S498M 9z jopuadoje
‘g |opuadole : :suwe Bnip ul g] Jo uonnguisi sns.g,
G'O |opl ey 1589| 18) UoISSaIB6E pul gl nquisig , A
syeom ¥ pUE J0IABYSq §. =0l Bwz-so pe|oaue)
SYOW Buibua|jeyo jussal sajewsay g ‘sejewWw /| ag auopliadsiy ogade|d pullg a|gnog auopuadsiy [9z] 1214
Burpung leuy
S8109S 8|B9S Ul UOHINPaY sioineyag jebie] saysiiaoeIeys jo8lgng N afuey asog pue yibua uonesIpay loyiny
s|el | pajjosuos paziwopuey | 3jqel




Roy et al.

32 Journal of Intellectual Disability - Diagnosis and Treatment, 2013 Volume 1, No. 1

“1o0iAeyaq snounlui-jjes= g|g auidezop = 77D ojeos fojeue [ensin =Sy 5|EDS
uoissalbbe pano= Sy gjeos wodwAs wabaws juswieal ] pue piosay abesog =53] 00 ajeos uoissaidwi (eqoib [eaua = |90 Aojusaul wajgoid Jomeysq = |49 1SI¥2842 JoINEYS] JUBLIBGE= DY Japiosip
ansojdxe JuapiLIeiul = 3| Jeplosip Jomeysq aandnisip =Qga Jeplosip slebiadsy=4gy Japiosip jueyap |eucyisoddo =qgo Jepiosip j1anpucd = @9 aless uoissalbfe paao paypow=syO ogaseld =ogd

Joineyaq saisindwoo
pue aaedal ul uononpal

uoisjndwod

‘sjusLlasoLL
aidfjoale)s

jo Aouanbayy

%52 4l 8leneg
%G/ :dl punojoid
S8|BW G 'salews) ¢

wbiam
Apoq Bx/Bw

SyeaM B

18A0SS01]) Pa|jofuUo)

%06 pamoys sjaslgns g-g ‘Msusiul 9IS 6€-12 saby g € JO 8S0p Xep 0gade|d pulig ®|qnoQg aujwesdiwoy | [gg] sime
AIAJOBIBAD UIM POOW palendja Asdapda yum %2y SHyEaM ZE
pey oym sjuened ayj ul pajou %05 ‘0l 9Jen8S
alow ‘Bunes Joineysq sasiny . ) 1Byowr z¢-gz
uo paseq dnoib suidszaweqien %06 0l punojoid wouj abues |aAs| 19A0SS0.1]) Paj|onuUoD au
ul Juawaaoidw pamoys %0 Ainnoeian) 05-t1 ofues aby i B 10611 01 pasog ogaoeid pung aignog idezaweqen [¥€] ploy
ogaoed
PUE WNIY| Usamiaq aouaiayip
ou Buimoys AnnioesadAy
juswianoidiul ysow Buimoys lisissaiAbe
juawenow |eaidfoalals panoiduul |eots x_._m_ Inesse jjos (owww
8|22G |BIOINBYSE UD SWA) 9/5 JUBLIBAOLL DIUYIAL 8°0-50 JO S
‘ogaoed ‘ssauanijontisap afiue. onnadesay) ondsjoinau
0] paledwoo se dnolb wniyy) ‘uoissalbbe (12 o] palen) 0} Uo ppe
u) Juswaaosdwl pamoys %8s |eaisAyd-uopN ueaw) sieaf G-y abuel aby Gz Bw opg payels Janossols) puig aignog se wniyin [eg] 121K
abueyo ou 9,05
alaym pouad ul-uni se |ew Buunp
uoissalbbe o jpas| ul uoyonpal
8WO0S pamoys 9,0g :ogaoed %S'6 ‘HIN Pl
_ ] %16 M 21anes ABJ/IOUILL (G JO syeam gl
sabueyo ou pamoys %L 'c o |eAe| onnadessy)
BSA0CE SBI00S PAMOYS %6 .wm¢_ 10 uoneinw ajewsy %Lg ,m_m:.._ %69 0} ﬁm—m_.__ﬁ__w ogade|ld
£ 10°581008 PamOys 9%E.L wniy) 1|88 ‘sioiABYSq wie wniyy zz ‘asop Buie)s pajjouon snsian
-8loog seg anIssa.160y ‘wie ogaoeld gzg abe ueipapy | Z¢ Buwipog wmuyin 0gaae|d pulid s|gnoQ wnign [zl yeso
J98M €6
7712 4o B gzz yum loineyaq Aiojeinque pue puig pajjosuod (€]
fousnbayy pasesioap ‘vd pue gig | snounlul jjas siuoiyn ‘al punojoud sjew pjo Jeak O L Aep/Bw g-1 ogegeld pullg ajgnoqg auidezo|n NoOLULWEH
Burpung leuy
S9.09S 3|BOS Ul UOONpPay si0ineyag Jobie) solsiieoeley) yoalgng N abuey asoq pue ybua uonedpaN loyiny

‘penunuo) ‘() ajqeL)




Pharmacologic Management of Aggression in Adults

Journal of Intellectual Disability - Diagnosis and Treatment, 2013 Volume 1, No. 1 33

was added on to a first generation antipsychotic, 58%
of subjects had reduction in symptoms of
destructiveness, self assault, rhythmic movements and
physical aggression, as compared to placebo based on
the behavior symptom checklist (p<0.05) [33]. Factors
associated with good response to lithium were 1) less
than one aggressive episode per week prior to
treatment, overactivity, stereotypic behavior, female
sex and epilepsy. In both lithium studies, no patients
became toxic and the side effects did not necessitate
discontinuation or a reduction in lithium.

Carbamezapine in a double blind placebo controlled
crossover study showed 40% improvement in
overactivity. It was noted that patients whose
overactivity improved also had elevated mood prior to
treatment (p<0.05) [34]. Three patients were on
additional psychotropic medications. There was no
relationship between response to carbamazepine and
the presence or absence of epilepsy [34].

Antidepressants

Clomipramine was the only antidepressant studied
in a randomized placebo controlled crossover design.
This study targeted self-injurious behaviors in subjects
with profound and severe ID and did not target
aggressive behaviors towards others or property. The
design involved a titration up phase, maintenance and
titration down. Between 6-8 subjects showed 50%
reduction in aggressive behaviors but no significant
differences were found between treatment and placebo
groups [35].

Open Label Prospective Studies

10 prospective studies were found were found using
second generation antipsychotics (5), mood stabilizers
(1) and antidepressants (4), and the findings are
summarized in Table 2.

Second Generation Antipsychotics

The most studied medication was risperidone, with
5 prospective studies examining its efficacy in
reduction of aggressive symptoms [36-40]. All subjects
in these studies had ranges of ID from moderate to
severe with the exception of the Durst study where 1Qs
were not provided. All studies showed a reduction in
symptoms of aggression with risperidone. There was
one study in which subjects were nonverbal [36]. One
study included subjects with Prader-Willi Syndrome,
and the subject with the most reduction in aggression
was also on androgen therapy and eltroxin prior to
risperidone treatment [37]. Risperidone caused side

effects of sedation, weight gain, akathisia and
pseudoparkinsonim in some subjects [38], and
reduction in tardive dyskinesia in other subjects [39].
Risperidone augmenting or replacing a first generation
antipsychotic showed no change in aggression but
improvements in side effects [40].

Mood Stabilizers

One open label prospective study showed subjects
with aggression improve with valproic acid as an add to
their current medication regimen [41]. The most
common psychiatric diagnosis was mood disorder and
eight patients had epilepsy or history of epilepsy.

Antidepressants

Three antidepressants, Fluoxetine [42, 43] and
Paroxetine [44], Fluvoxamine [45] were studied in an
open label prospective design. Bodfish et al. targeted
compulsive behaviors of self injury. 44% of subjects
responded to fluoxetine with reduction in suicidal
ideation and aggression based on a facility-wide
behavior management intervention monitoring system.
Of note, 94% were receiving first generation
antipsychotics throughout the course of their treatment
[42]. Troisi reported aggression worsening in 47% of
patients on fluoxetine [43].

Paroxetine in an open label prospective study
showed that 62% of subjects responded on aggression
severity and 42% on aggression frequency [44]. Based
on individualized behavior logs, the largest change
from baseline was in aggression frequency. Eight of
these patients remained on their primary medications in
this trial. Fluvoxamine did not show a significant
reduction from placebo, and side effects were not
significantly different [45].

Open Label Retrospective Studies

13 studies were found using an open label
retrospective  design using second generation
antipsychotics (6), mood stabilizers (5) and
antidepressants (2), the findings are summarized in
Table 3.

Second Generation Antipsychotics

The most commonly studied second generation
antipsychotic was risperidone and in retrospective
studies also showed a reduction in aggression.
Risperidone had a particular therapeutic window in
doses of 6-8 mg a day. In this particular study, 88% of
subjects were on other psychotropics [46]. Reudrich
showed that risperidone, compared to olanzapine and
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quetiapine showed 74% more reduction in aggression
when added to pre-existing psychotropics [47].
Ziprasidone showed that 48 % of symptoms improved
along with reduced adverse effects. Significant weight
loss and reduction in total cholesterol and triglycerides
was noted in the subjects receiving ziprasidone [48].

Clozapine showed reductions in CGl, GAF and
BPRS in Buzan’s study; however 70% were on mood
stabilizers concurrently [49]. All subjects had
psychiatric diagnoses of psychosis or mania. Half the
subjects experienced sedation and hypersalivation, but
these symptoms were dose dependent, transient, and
not sufficient to terminate treatment. Another clozapine
study showed improvement in aggression with
clozapine use, and no significant side effects were
noted in 42% of patients [50]. Olanzapine added on to
a first generation antipsychotic, mood stabilizer or
antidepressant showed improvement though subjects
who were on olanzapine for more than 6 months
experienced weight gain [51].

Mood Stabilizers

The search yielded 5 studies of mood stabilizers
(lithium, valproic acid and topiramate) in an open label
retrospective design. All showed a reduction in
aggressive behaviors. In studies examining valproic
acid [52] and topiramate [53], subjects were on other
concurrent  psychotropics  medications  (including
lithium/anticonvulsants). Three studies on Lithium were
found [54-56]. Dale’s retrospective review on lithium
showed reduction in certain behaviors in 73% of
subjects; individualized rating scales were devised for 6
subjects showing reduction (p<0.05) within 9 weeks of
treatment. One subject developed tardive dyskinesia
which was the cause for discontinuation of the lithium,
but otherwise no other side effects were reported [54].
Subjects in Spreat’s lithium study had a mean daily
dose of 1142 mg/day and it was reported those with
higher serum lithium levels had a more favorable
response to the medication [55]. Langee showed a
reduction in aggression, however the majority of
subjects required additional medications [56].

Antidepressants

One retrospective chart review [57] examined 5
SSRIs (paroxetine, fluvoxamine, sertraline, fluoxetine,
citalopram) and the tricyclic  antidepressant
clomipramine. Use of these serotinergic agents
resulted in improvement in various ratings. Three
months after initiation of the antidepressant, many of
the SSRI doses were not maximized. These subjects

were on other psychotropics including antipsychotics,
mood stabilizers or beta blockers. Conversely, in
Branford’s study, fluoxetine and paroxetine showed
overall no change in aggressive behavior and 25 % of
subjects got worse with treatment [58].

Case Series and Case Reports

A total of 8 case reports and case series were found
using second generation antipsychotics (2), mood
stabilizers (3), and antidepressants (3), the findings are
summarized in Table 4.

Second Generation Antipsychotics

Two case reports were found examining second
generation antipsychotics. Brahm reports risperidone
use in a 36 year old man with a history of fecal
smearing as a means of nonverbal aggression [59].
The number of episodes of fecal smearing decreased
post risperidone treatment. The subject was also on
valproic acid, trazodone and naltrexone. Kamal reports
on a 32 year old man with moderate ID whose
aggressive behaviors of property destruction, self
injurious and aggressive behaviors improved with 350
mg of clozapine [60]. It was noted that the reduction of
his aggressive behaviors occurred concurrent with the
reduction in his psychotic symptoms [60].

Mood Stabilizers

Two case series have been conducted for Lithium, both
reporting on inpatient subjects who had failed trials of
psychotropics [62], (Goetzl, Sovner). These subjects
were all hospitalized due to dangerous behaviors
including fighting with peers, elopement from home,
school and aggression. In all cases, lithium showed
improvement in aggressive behaviors. Side effects of
nausea, diarrhea and tardive dyskinesia and bed
wetting (one subject) were reported but did not
necessitate the discontinuation of treatment. Mattes
studied valproate in 2 individuals with mild ID, whose
outburst behaviors improved after treatment at doses of
250 mg TID [63]. Both subjects were concurrently on
neuroleptics and one additionally on lithium. Though
the valproate levels were subtherapeutic at 250 mg
TID, increasing the dose to 1000 mg showed no
improvement in behaviors for one patient.

Antidepressants

One case series reported on subjects in whom self
injury and aggression improved either with sertraline or
clomipramine. Luiselli reported sertraline at doses of
250 mg/day resulted in improvement in aggression in
one subject [64]. Trazodone was studied in two
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subjects [65, 66]. In both subjects trazodone was
associated with a reduction in aggressive behaviors.
Geyde used an on again off again trial design [65]. In
O’Neil’s study, trazodone was used in conjunction with
5HT and the subject was being cross titrated from
imipramine [66].

DISCUSSION

This review examined the various study designs of
three drug classes (second generation antipsychotics,
mood stabilizers and antidepressants) used to treat
aggression in patients with ID. The aim was to
determine based on the most rigorous study design
which medications would suggest the best evidence for
efficacy. This patient population is very difficult to
examine in a literature review as it is a population that
is heterogeneous and for whom the diagnostic
nomenclature has been in flux. Given the comorbidity
of Axis | with ID diagnoses, it was imperative to attempt
to homogenize the subjects in the studies, therefore,
studies predominantly including autism spectrum/
pervasive developmental disorders and children with 1D
were excluded.

There are only 10 randomized controlled trials using
these agents: second generation antipsychotics, mood
stabilizers and antidepressants. There were two-arm
studies comparing risperidone, clozapine, lithium,
carbamezapine and clomipramine to placebo. Only 2
studies had more than 50 subjects: Amore (n=62) [29]
and Tyrer (n=86) [26]. All but two of the 10 trials
yielded statistically significant results [26, 35].
Risperidone and lithium were the two most studied
agents and showed reduction in aggression showing
the most statistically significant results. Given that
these two agents were the most commonly studied in
the most rigorous experimental design, it is suggested
that risperidone and lithium prove efficacious for
treatment of aggression in patients with ID.

There exists abundant data in either prospective or
retrospective  studies examining reduction of
aggression in this patient population. Based on the
existing literature, retrospective studies, consisting of
mostly chart reviews, are most often reported; these
studies do not reflect the rigor of experimental design
seen in randomized controlled trials and lack a
comparator arm. Several of these studies had no
consistent longitudinal tracking of target behaviors
using scales validated for aggression in ID, and there
was no homogeneity of aggression scales used. As
such, target behaviors might have varied from study to

study and were often subjective reports from staff.
Comparisons between studies could not be made as
some focused on profound and severe ID whereas
other studies focused on mild and moderate ID. Many
studies targeted patients with severe and profound 1D
who had known communication limitations but were still
diagnosed with axis | disorders on the psychotic or
affective spectrum.

As very few randomized trials exist, it would be
postulated that more case reports and case series
would exist in the literature describing improvement in
aggression with any of these agents, yet only a total of
eight were found meeting the search criteria. This is
likely due to the fact that a disproportionately larger
number of reports have been written in children with ID
or adults with autism spectrum/pervasive develop-
mental disability.

There were several limitations to this review. All
categories of experimental designs revealed that
subjects received other medications (particularly as
add-on to antipsychotics) with variations in types and
dosing, resulting in a confounding bias. Several studies
included subjects with epileptic disorders which may
have (in pre, post or ictal states) contributed to the
aggressive and agitated behaviors seen in the sample
size with improvement on certain agents that would
treat both seizures and aggressive behavior. Relatively
small sample sizes throughout classes of experimental
designs suggest limited power. In several studies, not
all agents used were maximized to therapeutic doses,
which may have impacted the outcome on the
aggression scales.

Given the limitation of communication skills in ID
patients, it is difficult to determine patient reports of
side effects from medications, potentially affecting
compliance with treatment and dropout rates. Limited
communication also leads to problems with informed
consent. It was notable that only a few studies (e.g.
Troisi [43]) made mention of a legal guardian signing
for the patient. Given the complexity of assessing
target symptoms in ID patients due to their limited
communication skills, subjective rating scales make it
difficult to assess for symptom reduction. Moreover,
there was no homogeneity in aggression scales used
across studies, and many of these scales used have
not been validated for use in aggression with ID
patients.

There remain several unanswered questions. Based
on the data, comparing treatment response by gender
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cannot be determined. Results appear to be study
specific and no conclusions can be drawn as to who
would respond better to pharmacologic treatments. It
might be postulated that elderly patients are more
susceptible to side effects of medications, and that the
cause of agitation in the elderly might often more be
related to medical sources rather than psychiatric or
environmental cause, though this was not particularly
addressed in any study with the given age ranges.
Additional studies that focus on particular populations
would help to answer some of these questions.

It is well known that behavioral and environmental
interventions are effective for challenging behaviors in
the ID population. As Antonacci describes, behavioral
interventions have been well studied with severe ID,
however the challenges lie in implementing these
interventions. He confirms environmental change and
positive reinforcements are more effective than
aversive consequences and punishment [67].

Given the prevalence of aggression in subjects with
ID, it may not be realistic to expect to recruit larger
sample sizes for future studies. Allowing for more
objective and universal measures might encourage
meta-analyses for stronger evidenced based
recommendations.

CONCLUSION

This review confirms that pharmacological
management of aggression in patients with ID is very
much an area that is understudied. In a search of two
decades of literature, there still exists a paucity of
randomized controlled trials studying the most common
agents used to treat this patient population. In the
existing literature the two most studied agents in an
randomized controlled experimental design are
risperidone and lithium which suggests that these two
agents may have efficacy for use in management of
aggression in patients with |D. Additional research and
a more standardized objective means of measurement
are required to better serve this patient population.
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