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[Learner ©bjectives

List two potential causes of anxiety in individuals

with ID.

Discuss two potential techniques to

decrease anxiety for an individual

with ID.




Definitions

 “Intellectual disability (ID) is the term used to
define a developmental disorder characterized by
both intellectual and adaptive functioning
deficits.”

" Replaced “mental retardation” in DSM-5

- Change led by renaming of organizations President’s
Committee for People With Intellectual Disabilities in
2003 and the American Association on Intellectual and
Dévelopmental Disabilities in 2006.



|dentification and
Characteristics of
Anxiety in Adults with D

“Anxiety and anxiety disorders are frequently comorbid
with developmental disabilities including mental
retardation, autistic disorder, Asperger’s disorder and
persons with pervasive developmental disorder not
otherwise specified” -



[How: Many: Clients
withrlDrare Diagnosed withrAnXiety  Disoraer?

e Adults with autism 3x rate of anxiety

symptoms than adults with DDs

e Studies14% to 26.85% adults with DD had

comorbid anxiety disorder



Why s Anxiety
Hard to See in Clients with [D?

Anxiety may be overlooked by the DD itself

Valid diagnostic information hard to obtain

Limited number of empirical studies

Lack of standardized assessments specific to diagnosing clients
with IDs and psychiatric co morbidities

Modified diagnostic criteria proposed



Characteristics/Symptoms

Anxiety’ in Clients withi 1D

Phobias .
Hypervigilant

e Sleep disturbances

Obsessive Compulsive "l

Disorder e Selective Mutism



0w

Generalized Anxiety

DSM-5- Definition

Diagnosis (DSM-V criteria

Excessive anxiety and worry (apprehensive expectation), occurring more days than
not for at least 6 months, about a number of events or activities (such as work or school
performance).

The individual finds it difficult to control the worry.

The anxiety and worry are associated with three (or more) of the following six symp-
toms (with at least some symptoms having been present for more days than not for the
past 6 months):

Note: Only one item is required in children.

Restlessness or feeling keyed up or on edge.
Being easily fatigued.

Difficulty concentrating or mind going blank.
Irritability.

Muscle tension.

Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying
sleep).

QAP ON

D. The anxiety, worry, or physical symptoms cause clinically significant distress or impair-

ment in social, occupational, or other important areas of functioning.

. The disturbance is not attributable to the physiological effects of a substance (e.g., a

drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism).
The disturbance is not better explained by another mental disorder (e.g., anxiety or
worry about having panic attacks in panic disorder, negative evaluation in social anxi-
ety disorder [social phobia], contamination or other obsessions in obsessive-compul-
sive disorder, separation from attachment figures in separation anxiety disorder,
reminders of traumatic events in posttraumatic stress disorder, gaining weight in an-
orexia nervosa, physical complaints in somatic symptom disorder, perceived appear-
ance flaws in body dysmorphic disorder, having a serious iliness in lliness anxiety
disorder, or the content of delusional beliefs in schizophrenia or delusional disorder).



Assessment Tools for
Clients withr D and Anxiety

e The Fear Survey (children and adults)

e Glasgow Anxiety Scale



What Causes
Anxiety: Disorders in [D?



INeurepiological

e Dysregulation of
autonomic nervous system
activity ~ abnormal stress

and autonomic system

reactivity and brain FRONTAL EXECUTIVE -
FUNCTIONING AREAS:
1 ENGAGED
funCthn The experience of restful
alertness gained during
® the Transcendental
Meditation technigue
. ilitati SUBCORTICAL FIGHT
e Abnormal cardiovascular =~ S e deninatig o e e
prefrontal cortex. TM DISENGAGED
and eleCtrOdermal practice integrates frontal The subcortical arousal
lobe functioning and the system quiets down dunng
resSponses connections of frontal the TM technique, as
areas to the rest of the indicated by lower breath
PY brain. These brain rate, increased skin
patterns, first seen during resistance, and higher
TM practice, become alpha power and global
integrated with daily coherence. The TM
activity, leading to technique promotes
improved decision making, heightened inner awareness,
judgment, planning, brain integration, and deep
moral reasoning, rest—disengaging the
and sense of self. fight or flight mode.




Structural Abnormalities

THIS IS YOUR BRAIN ON FEAR

It's time for that product presentation. The neural pathway of fear begins with
sensory data: stepping onto the stage, seeing the bright lights, hearing the
noise of a packed house on Demo Day.

Sensory data is gathered and relayed
through the brain stem to the...

Hypothalamus, where the
Thalamus, essentially a fight-or-flight response is
giant switchboard that N activated. Messages are
directs information to
other parts of the brain.

Frontal and temporal
lobes, higher cortical
areas where experiences
of dread occur, release
chemicals like dopamine
that can cause panicked,
irrational behavior.

Entrepreneur

e Abnormalities of
serotonin and
dopamine

e Metabolic deficits in
front cortex

e Structural
abnormalities in
amygdala and
hippocampus and
limbic system as a
whole



Environmental

e Trauma/bullying

e Multiple homes

* Many transitions

o Stressful work and social situations

* [llness



Practitioner lssues

* Practitioners to assess,
diagnose and treat ID population, particularly if

psychiatric issues in ID population.®

* Practitioner anxiety with



Assessment

* Thorough assessment
for possible physical
cause of
anxiety/agitation
. * Any recent trauma or
anniversary or LOSS!



Iireatments for Anxiety~

Environmental

e Reduce stimuli

noise
clutter
lighting

temperature

e Reduction in transitions

e Remove aversive stimuli

e

~/ o

Biological

SSRI’s for repetitive
symptoms, stereotypies, self-
injurious, hair pulling

Rare if ever benzodiazepine
use as can disinhibit



Iireatments for ARXiety: (cont’d)

Behavioral

* Providing activities and o Setting boundaries,
opportunities to engage with Redirection
others e Positive reinforcement of

e Teaching relatives and desired behaviors,
caregivers techniques for e Noncontingent
Improving communication reinforcement procedures,

o Activity schedules

e Task correspondence
training.



Interventions

Interventions will be more
successful if they
, but also
bserved in
resilient adults.



Group: Home Interventions

e Create a peaceful, calm and relaxing home
environment

e Support positive behavior when anxious

Monitor behavior especially during common problem times
acknowledge and reward positive behavior

use reminders and review of behavior expectations.

e Respond to problem behavior consistently
and effectively

Use consistent procedures in responding to minor and
serious problem behaviors. Institute procedures for
problems solving meetings.




Group; Interventions

e Establish and teach the house rules and procedures

around creating and maintaining a calm, supportive
and relaxing home for all.

e Be aware and proactively manage common stressful
times: transitions, unstructured times, new
situations

e Promote social and emotional functioning

o Use rewards effectively

* Manage angry/acting out behavior



Individual Interventions

e Analyze specific behaviors related to anxiety
and trigger

e Consistently reinforce positive, calming,
relaxing behavior and use of skills

o, Use of proactive and instructive modeling
strategies to encourage positive behaviors
and problem solve with the client

» Teach client with ID to self-monitor a
and cue when needed




S0 Piecing it All Together:
~ What Does All of this Mean?



Family Invoelvement

11 . 77
* Parents- use a partnership approach ™ to
client’s success with managing anxiety

e Provide daily calendar to record anti anxiety
exercises to reinforce desired behavior.

e Encourage positive parental
reinforcement of specific
desired behaviors




What Direct Care Professionals
and Clinicians

Should

e Use of only reactive behavioral strategies

e Model antisocial behaviors by yelling or
insulting client with ID

e Use of harsh punishment

e Only coercive interactions
with client with 1D




What Direct Care Professionals
and Clinicians

e Understand that working with 1D with anxiety (and
possible CB) can be frustrating and exhausting

 Model and teach good self care skills, ie. relaxation,
and downshifting skills and have them do return
teaching

e Understand how the helper-client
anxiety and conflict cycle starts
and how to derail or de-escalate it




Implications for Practice:

e Analyze complex relationships in those with ID

e Perform thorough diagnostic procedures.

e Requires a multidisciplinary and multidimensional
approach to explore the dynamics between
psychopathology/anxiety and 1D



Calm Down Checklist \/
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@ ®
When | am frustrated, angry or upset, | will choose to....

close eyes and count to five ask for a break

/,’ S ,/I T

take deep breaths and count to five ask to take a walk

At

ask for a sensory activity ask for help

N\
t 4




Learning tor Relax

When I get worried, anxious,
angry or tense my body can feel
many different ways..

My teeth may be clenched
My hands may feel sweaty
My hands may be in a fist
My face may feel warm

My muscles may be tight and
hurt

When I begin to feel angry or
tense there are many ways to
help me relax

Close my eyes and take 5 deep
breaths

Ask to take a break

Ask to take a walk

Ask to stand up and stretch
Get a relational fidget



* Questions!
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