
BackgroundBackground The developmentofThe developmentof

reliable, validmeasures ofreliable, validmeasures of

psychopathologyinpeoplewithpsychopathologyinpeoplewith

intellectualdisabilitiesis animportanttask.intellectualdisabilitiesis animportanttask.

However, independent replication studiesHowever, independent replication studies

are rarelyreported.are rarelyreported.

AimsAims To reportdata ontheTo reportdata onthe

psychometric propertiesofthe Psychiatricpsychometricpropertiesofthe Psychiatric

Assessment Schedule for AdultswithAssessment Schedule for Adultswith

Developmental Disabilities (PAS^ADD)Developmental Disabilities (PAS^ADD)

Checklist.Checklist.

MethodMethod The PAS^ADDChecklist wasThe PAS^ADDChecklist was

completed for 226 adults as partofthecompleted for 226 adults as partofthe

assessmentprocess for a specialistmentalassessmentprocess for a specialistmental

health service for peoplewith intellectualhealth service for peoplewith intellectual

disabilities.disabilities.

ResultsResults Internal consistency wasInternal consistency was

acceptable.Factor analysis revealed oneacceptable.Factor analysis revealed one

main factor thatwas characterised bymain factor thatwas characterised by

itemsrelated tomood.The Checklistwasitemsrelated tomood.The Checklist was

sensitiveto differencesbetweendiagnosticsensitiveto differencesbetweendiagnostic

groups andhad an overall sensitivityofgroups andhad anoverall sensitivityof

66%; its specificity was 70%.66%; its specificitywas 70%.

ConclusionsConclusions The PAS^ADDChecklistThe PAS^ADDChecklist

is a quick and easy to use screening tool.is a quick and easy to use screening tool.

Although at present it is the bestmeasureAlthough at present it is the bestmeasure

available, it shouldnotbe the onlymethodavailable, it shouldnot be the onlymethod

used to identifypsychiatric disorders inused to identifypsychiatric disorders in

peoplewith intellectual disabilities.peoplewith intellectual disabilities.

Declaration of interestDeclaration of interest None.None.

The lack of psychometrically soundThe lack of psychometrically sound

measures of psychopathology in peoplemeasures of psychopathology in people

with intellectual disabilities, identified inwith intellectual disabilities, identified in

the early 1990s (Sturmeythe early 1990s (Sturmey et alet al, 1993), was, 1993), was

in part addressed by the Psychiatric Assess-in part addressed by the Psychiatric Assess-

ment Schedule for Adults with Develop-ment Schedule for Adults with Develop-

mental Disabilities (PAS–ADD) interviewmental Disabilities (PAS–ADD) interview

(Moss(Moss et alet al, 1993) and more recently the, 1993) and more recently the

shorter PAS–ADD Checklist questionnaireshorter PAS–ADD Checklist questionnaire

(Moss(Moss et alet al, 1998). The latter is a screening, 1998). The latter is a screening

tool that can be used by untrained people totool that can be used by untrained people to

identify clients with intellectual disabilitiesidentify clients with intellectual disabilities

at risk of developing a psychiatric disorder.at risk of developing a psychiatric disorder.

It contains 29 items concerning symptomsIt contains 29 items concerning symptoms

of psychiatric disorders, split into fiveof psychiatric disorders, split into five

scales (A–E). These scales combine toscales (A–E). These scales combine to

produce three total scores: 1, affective/produce three total scores: 1, affective/

neurotic disorder; 2, possible organicneurotic disorder; 2, possible organic

disorder; and 3, psychotic disorder. Scoresdisorder; and 3, psychotic disorder. Scores

equal to or above specified thresholds indi-equal to or above specified thresholds indi-

cate that further assessment is necessary.cate that further assessment is necessary.

Those who developed the PAS–ADDThose who developed the PAS–ADD

Checklist found it to be psychometricallyChecklist found it to be psychometrically

sound (Mosssound (Moss et alet al, 1998). The study, 1998). The study

reported here provides an independentreported here provides an independent

evaluation of its psychometric properties.evaluation of its psychometric properties.

METHODMETHOD

SampleSample

The sample comprised all 226 individualsThe sample comprised all 226 individuals

who were referred over a 3-year period towho were referred over a 3-year period to

a specialist mental health service for peoplea specialist mental health service for people

with intellectual disabilities. Of these 226with intellectual disabilities. Of these 226

individuals, 140 (62%) were male and 86individuals, 140 (62%) were male and 86

(38%) were female. The average age was(38%) were female. The average age was

34 years (s.d.34 years (s.d.¼13.5). Most (71%) of those13.5). Most (71%) of those

referred were White, 19% were African–referred were White, 19% were African–

Caribbean, 6% were Asian and 4% wereCaribbean, 6% were Asian and 4% were

classed as other ‘non-White’. More thanclassed as other ‘non-White’. More than

two-thirds (68%) had mild intellectual dis-two-thirds (68%) had mild intellectual dis-

ability,ability, 20% had moderate intellectual dis-20% had moderate intellectual dis-

ability andability and 12% had severe intellectual12% had severe intellectual

disability. All lived in the community:disability. All lived in the community:

49% lived with their family, 31% lived in49% lived with their family, 31% lived in

supported housing for four or more peoplesupported housing for four or more people

which was not health-service funded, 16%which was not health-service funded, 16%

lived independently and 4% lived in alived independently and 4% lived in a

health service residence for eight or morehealth service residence for eight or more

people which was funded by the health ser-people which was funded by the health ser-

vice. Table 1 lists the psychiatric diagnosesvice. Table 1 lists the psychiatric diagnoses

made by the clinician at assessment.made by the clinician at assessment.

ProcedureProcedure

Data collectionData collection

Each individual attended an assessmentEach individual attended an assessment

interview with a psychiatrist at which infor-interview with a psychiatrist at which infor-

mation including clinical history andmation including clinical history and

current psychiatric diagnosis was recorded.current psychiatric diagnosis was recorded.

In addition, a key informant such as a rela-In addition, a key informant such as a rela-

tive or staff member was asked to completetive or staff member was asked to complete

the PAS–ADD Checklist for each indi-the PAS–ADD Checklist for each indi-

vidual. The assessing psychiatrist wasvidual. The assessing psychiatrist was

masked to the PAS–ADD Checklist scoremasked to the PAS–ADD Checklist score

at assessment.at assessment.

Data analysisData analysis

Data analysis was conducted using theData analysis was conducted using the

Statistical Package for the Social Sciences,Statistical Package for the Social Sciences,

version 10. Four analyses were conducted.version 10. Four analyses were conducted.

First, in order to look at reliability, itemFirst, in order to look at reliability, item

analyses of each of the five scales (A–E)analyses of each of the five scales (A–E)

and the three total scores (1–3) were con-and the three total scores (1–3) were con-

ducted and Cronbach’sducted and Cronbach’s aa was calculated.was calculated.

Alpha values greater than 0.7 are consid-Alpha values greater than 0.7 are consid-

ered acceptable (Nunnally, 1978). Item–ered acceptable (Nunnally, 1978). Item–

total point biserial correlations were alsototal point biserial correlations were also

calculated to measure internal consistency.calculated to measure internal consistency.

Rogue items, which correlated with a totalRogue items, which correlated with a total

score less than 0.3, were identified. Second,score less than 0.3, were identified. Second,

an exploratory factor analysis of the PAS–an exploratory factor analysis of the PAS–

ADD Checklist items was conducted, inADD Checklist items was conducted, in

order to assess if any items in the Checklistorder to assess if any items in the Checklist

were measuring aspects of the same under-were measuring aspects of the same under-

lying dimensions or factors. A principallying dimensions or factors. A principal

components analysis with quartimax rota-components analysis with quartimax rota-

tion was used. The number of factors wastion was used. The number of factors was
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Table1Table1 Psychiatric diagnosesmade by the clinicianPsychiatric diagnosesmade by the clinician

at assessment (at assessment (nn¼226)226)

Diagnostic category (ICD^10 code)Diagnostic category (ICD^10 code) % (% (nn))

No psychiatric diagnosisNo psychiatric diagnosis 35 (78)35 (78)
Schizophrenia spectrum disorderSchizophrenia spectrum disorder
(F20^29)(F20^29)

19 (42)19 (42)

Depressive disorder (F32^39)Depressive disorder (F32^39) 12 (27)12 (27)
Anxiety (F40^48)Anxiety (F40^48) 8 (19)8 (19)
Adjustment reaction (F43)Adjustment reaction (F43) 8 (18)8 (18)
Dementia (F00^03)Dementia (F00^03) 4 (10)4 (10)
Personality disorder (F60^69)Personality disorder (F60^69)11 8 (18)8 (18)
Other: delirium (F05) eating disordersOther: delirium (F05) eating disorders
(F50) and hyperkinetic disorders (F90)(F50) and hyperkinetic disorders (F90)11

6 (14)6 (14)

1. Disorders not covered by the Psychiatric Assessment1. Disorders not covered by the Psychiatric Assessment
Schedule for Adults with Developmental Disabilities.Schedule for Adults with Developmental Disabilities.
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determined using a scree plot of thedetermined using a scree plot of the

variances before rotation. Third, to assessvariances before rotation. Third, to assess

validity, PAS–ADD Checklist scores werevalidity, PAS–ADD Checklist scores were

compared with clinical psychiatric diag-compared with clinical psychiatric diag-

noses. To make a valid comparisonnoses. To make a valid comparison

between each diagnosis, only those diag-between each diagnosis, only those diag-

noses present in more than ten cases werenoses present in more than ten cases were

included. Diagnoses fulfilling this criterionincluded. Diagnoses fulfilling this criterion

were ‘no psychiatric diagnosis’, schizo-were ‘no psychiatric diagnosis’, schizo-

phrenia spectrum disorder, personalityphrenia spectrum disorder, personality

disorder, anxiety disorder, depressivedisorder, anxiety disorder, depressive

disorder and adjustment reaction. One-disorder and adjustment reaction. One-

way analysis of variance (ANOVA) withway analysis of variance (ANOVA) with

post hocpost hoc Scheffe tests were used. Finally,Scheffé tests were used. Finally,

in order to examine the sensitivity andin order to examine the sensitivity and

specificity of the Checklist, a summary ofspecificity of the Checklist, a summary of

the numbers of people who crossed anythe numbers of people who crossed any

PAS–ADD Checklist threshold, in relationPAS–ADD Checklist threshold, in relation

to the numbers who had a clinical psychi-to the numbers who had a clinical psychi-

atric diagnosis covered by the Checklist,atric diagnosis covered by the Checklist,

was calculated.was calculated.

RESULTSRESULTS

ReliabilityReliability

Item analysisItem analysis

Table 2 summarises the results of the itemTable 2 summarises the results of the item

analysis. Scales A and B and total scores 1analysis. Scales A and B and total scores 1

(affective/neurotic disorders) and 2 (poss-(affective/neurotic disorders) and 2 (poss-

ible organic disorders) had alpha valuesible organic disorders) had alpha values

equal to or greater than 0.7. Scales C, Dequal to or greater than 0.7. Scales C, D

and E and the total score 3 (psychotic dis-and E and the total score 3 (psychotic dis-

orders) had alpha values equal to 0.6. Theorders) had alpha values equal to 0.6. The

median item–total (minus item) point bi-median item–total (minus item) point bi-

serial correlations were greater than 0.3.serial correlations were greater than 0.3.

Every scale had a number of rogue itemsEvery scale had a number of rogue items

with item–total correlations of less thanwith item–total correlations of less than

0.3. In some cases there were scales, such0.3. In some cases there were scales, such

as scale B, where 4 out of 11 items hadas scale B, where 4 out of 11 items had

item–total correlations of less than 0.3.item–total correlations of less than 0.3.

Factor analysisFactor analysis

The results of the factor analysis are shownThe results of the factor analysis are shown

in Table 3. The first nine factors had eigen-in Table 3. The first nine factors had eigen-

values greater than 1.0 and these factorsvalues greater than 1.0 and these factors

accounted for 64% of the variance. Anaccounted for 64% of the variance. An

examination of a scree plot suggested aexamination of a scree plot suggested a

single factor structure, since the first factorsingle factor structure, since the first factor

accounted for 20% of the variance and theaccounted for 20% of the variance and the

subsequent eight factors accounted forsubsequent eight factors accounted for

4–8% of the variance. The first factor was4–8% of the variance. The first factor was

characterised primarily by items related tocharacterised primarily by items related to

mood, such as loss of interest and energy,mood, such as loss of interest and energy,

sadness, avoiding conversation, low self-sadness, avoiding conversation, low self-

esteem, loss of appetite and confidence,esteem, loss of appetite and confidence,

and poor concentration. The second factorand poor concentration. The second factor

was characterised by three items related towas characterised by three items related to

sleep disturbance. The third factor wassleep disturbance. The third factor was

characterised by three items related tocharacterised by three items related to

3 2 032 0

Table 2Table 2 Values of Cronbach’s alpha, item^total point biserial correlations and number of rogue items for theValues of Cronbach’s alpha, item^total point biserial correlations and number of rogue items for the

PAS^ADD Checklist scales and scoresPAS^ADD Checklist scales and scores

ItemsItems
nn

aa Item^total point serialItem^total point serial
correlationcorrelation

Median (range)Median (range)

RogueRogue
itemsitems
nn

ScaleScale
AA 77 0.70.7 0.36 (0.10^0.54)0.36 (0.10^0.54) 22
BB 1111 0.70.7 0.33 (0.07^0.45)0.33 (0.07^0.45) 44
CC 44 0.60.6 0.37 (0.22^0.53)0.37 (0.22^0.53) 22
DD 22 0.60.6 0.47 (0.47)0.47 (0.47) 00
EE 55 0.60.6 0.30 (0.24^0.50)0.30 (0.24^0.50) 11

Total scoreTotal score
1Affective/neurotic1Affective/neurotic 2222 0.80.8 0.41 (0.08^0.61)0.41 (0.08^0.61) 55
2 Organic2 Organic 66 0.70.7 0.52 (0.21^0.56)0.52 (0.21^0.56) 22
3 Psychotic3 Psychotic 55 0.60.6 0.30 (0.24^0.50)0.30 (0.24^0.50) 11

PAS^ADD, Psychiatric Assessment Schedule for Adults with Developmental Disabilities.PAS^ADD, Psychiatric Assessment Schedule for Adults with Developmental Disabilities.

Table 3Table 3 Exploratory factor analysis for the PAS^ADD ChecklistExploratory factor analysis for the PAS^ADD Checklist

FactorFactor

ItemItem 11 22 33 44 55 66 77 88 99

Loss of interestLoss of interest 0.800.80
Loss of energyLoss of energy 0.740.74
Feeling sad or ‘down’Feeling sad or ‘down’ 0.630.63 0.370.37
Avoiding conversationAvoiding conversation 0.650.65 0.310.31
Low self-esteemLow self-esteem 0.570.57 0.440.44 0.530.53
Loss of appetiteLoss of appetite 0.590.59
Loss of confidenceLoss of confidence 0.550.55 0.360.36
ConcentrationConcentration 0.590.59 0.400.40 0.400.40

Sleep brokenSleep broken 0.880.88
Sleep delayedSleep delayed 0.790.79
WakingWaking 0.710.71

BeliefsBeliefs 0.840.84
ExperienceExperience 0.770.77
SuspiciousSuspicious 0.610.61

GestureGesture 0.790.79 0.800.80
LanguageLanguage 0.750.75 0.810.81
Too happyToo happy 0.550.55

IrritableIrritable 0.740.74
StartledStartled 0.560.56 0.440.44 0.320.32
RestlessRestless 0.320.32 0.640.64 0.330.33
ForgetsForgets 0.340.34 0.360.36 0.390.39
Self-careSelf-care 0.410.41 0.390.39 0.650.65 0.420.42 0.310.31

General fearGeneral fear 0.640.64 0.800.80
Sudden fearSudden fear 0.820.82 0.320.32 0.310.31 0.620.62
IncapacitatedIncapacitated 0.790.79
Repeated actionsRepeated actions 0.320.32 0.360.36 0.570.57
SuicideSuicide 0.790.79 0.890.89

EigenvalueEigenvalue 5.335.33 2.202.20 1.831.83 1.691.69 1.501.50 1.441.44 1.181.18 1.111.11 1.021.02
Variance (%)Variance (%) 19.719.7 8.18.1 6.86.8 6.26.2 5.65.6 5.35.3 4.44.4 4.14.1 3.83.8

PAS^ADD, Psychiatric Assessment Schedule for Adults with Developmental Disabilities.PAS^ADD, Psychiatric Assessment Schedule for Adults with Developmental Disabilities.
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psychotic symptoms. It was difficult topsychotic symptoms. It was difficult to

characterise subsequent factors clearly.characterise subsequent factors clearly.

ValidityValidity

Table 4 shows the PAS–ADD ChecklistTable 4 shows the PAS–ADD Checklist

scores for people who were diagnosed byscores for people who were diagnosed by

a clinician as having ‘no diagnosis’, schizo-a clinician as having ‘no diagnosis’, schizo-

phrenia spectrum disorder, personalityphrenia spectrum disorder, personality

disorder, anxiety disorder, depressivedisorder, anxiety disorder, depressive

disorder or adjustment reaction. Theredisorder or adjustment reaction. There

was a significant difference between indi-was a significant difference between indi-

viduals on total score 1 (affective/neuroticviduals on total score 1 (affective/neurotic

disorder), in which people who had depres-disorder), in which people who had depres-

sive disorder scored higher than those withsive disorder scored higher than those with

no diagnosis, and all other psychiatric diag-no diagnosis, and all other psychiatric diag-

noses. There was a significant difference be-noses. There was a significant difference be-

tween individuals on total score 2 (possibletween individuals on total score 2 (possible

organic disorder), in which those withorganic disorder), in which those with

depressive disorder scored higher thandepressive disorder scored higher than

those with no diagnosis. There was a signif-those with no diagnosis. There was a signif-

icant difference between individuals onicant difference between individuals on

total score 3 (psychotic disorder), intotal score 3 (psychotic disorder), in

which people with schizophrenia spectrumwhich people with schizophrenia spectrum

disorder scored higher than those withdisorder scored higher than those with

no psychiatric diagnosis and all otherno psychiatric diagnosis and all other

diagnoses.diagnoses.

Sensitivity and specificitySensitivity and specificity

Table 5 shows the numbers of people whoTable 5 shows the numbers of people who

crossed any PAS–ADD Checklist thresholdcrossed any PAS–ADD Checklist threshold

in relation to the numbers who had ain relation to the numbers who had a

clinical psychiatric diagnosis covered byclinical psychiatric diagnosis covered by

the Checklist. The sensitivity of the PAS–the Checklist. The sensitivity of the PAS–

ADD Checklist was 66% and the specificityADD Checklist was 66% and the specificity

was 70%.was 70%.

DISCUSSIONDISCUSSION

ReliabilityReliability

Internal consistencyInternal consistency

The values of Cronbach’s alpha for theThe values of Cronbach’s alpha for the

scales A–E and total scores 1–3 (affective/scales A–E and total scores 1–3 (affective/

neurotic, possible organic and psychoticneurotic, possible organic and psychotic

disorders) in this sample were similar todisorders) in this sample were similar to

those reported by Mossthose reported by Moss et alet al (1998). The(1998). The

majority showed acceptable consistency asmajority showed acceptable consistency as

they were greater than 0.7; there were,they were greater than 0.7; there were,

however, three scales and one total scorehowever, three scales and one total score

(3, psychotic disorders) which had lower(3, psychotic disorders) which had lower

alpha scores (alpha scores (aa¼0.6). Moss0.6). Moss et alet al (1998)(1998)

suggest that an alpha score of 0.6 is gen-suggest that an alpha score of 0.6 is gen-

erally acceptable, although this criterionerally acceptable, although this criterion

is not as stringent as the more widelyis not as stringent as the more widely

recognised 0.7 threshold (Nunnally,recognised 0.7 threshold (Nunnally,

1978). One of the possible explanations1978). One of the possible explanations

for the lower alpha values of these scalesfor the lower alpha values of these scales

and scores is the fact that they consist of aand scores is the fact that they consist of a

smaller number of items (Mosssmaller number of items (Moss et alet al,,

1998). Although it is recognised that such1998). Although it is recognised that such

scales can have high alpha values, it mayscales can have high alpha values, it may

also make the scale more unstable. How-also make the scale more unstable. How-

ever, as Mossever, as Moss et alet al (1998) suggest, a low(1998) suggest, a low

alpha value does not necessarily mean thatalpha value does not necessarily mean that

the scale will not work well as a screeningthe scale will not work well as a screening

tool, where the aim is to indicate the poss-tool, where the aim is to indicate the poss-

ible presence of a psychiatric disorder, notible presence of a psychiatric disorder, not

to give a specific diagnosis.to give a specific diagnosis.

The number of rogue items is perhapsThe number of rogue items is perhaps

to be expected, as the checklist was notto be expected, as the checklist was not

designed to identify specific disorders butdesigned to identify specific disorders but

rather to indicate the possible presence ofrather to indicate the possible presence of

a range of psychiatric disorders. There isa range of psychiatric disorders. There is

thus some variation in the items includedthus some variation in the items included

in each scale or total score to reflect thein each scale or total score to reflect the

range of disorders.range of disorders.

Factor structureFactor structure

Nine factors were initially identified,Nine factors were initially identified,

accounting for 64% of the variance. Theaccounting for 64% of the variance. The

first three factors, characterised by moodfirst three factors, characterised by mood

items, sleep disturbance and psychoticitems, sleep disturbance and psychotic

symptoms, are similar to three of thesymptoms, are similar to three of the

factors identified by the authors of thefactors identified by the authors of the

Checklist, which they characterise as de-Checklist, which they characterise as de-

pression, restlessness and psychosis (Mosspression, restlessness and psychosis (Moss

et alet al, 1998). The other factors, however,, 1998). The other factors, however,

are hard to characterise and account forare hard to characterise and account for

little of the variance in this study.little of the variance in this study.

3 213 21

Table 4Table 4 Diagnostic group scores on the three total scores of the PAS^ADD ChecklistDiagnostic group scores on the three total scores of the PAS^ADD Checklist

VariableVariable NoNo
psychiatricpsychiatric
disorderdisorder

SchizophreniaSchizophrenia
spectrumspectrum
disorderdisorder

PersonalityPersonality
disorderdisorder

AnxietyAnxiety
disorderdisorder

DepressiveDepressive
disorderdisorder

AdjustmentAdjustment
reactionreaction
disorderdisorder

FF Post hocPost hoc Scheffe testsScheffe¤ tests

nn 7878 4242 1818 1818 2828 1818
Total score: mean (s.d.)Total score: mean (s.d.)
1Affective disorders1Affective disorders 2.53 (3.47)2.53 (3.47) 4.14 (3.97)4.14 (3.97) 3.39 (4.15)3.39 (4.15) 4.83 (4.00)4.83 (4.00) 9.75 (6.37)9.75 (6.37) 3.78 (4.58)3.78 (4.58) 12.04***12.04*** DepressionDepression44no pathology,no pathology,

schizophrenia, personality disorder,schizophrenia, personality disorder,
adjustment reaction, anxietyadjustment reaction, anxiety

2 Organic disorders2 Organic disorders 1.18 (1.65)1.18 (1.65) 1.50 (1.71)1.50 (1.71) 1.00 (1.50)1.00 (1.50) 1.06 (1.11)1.06 (1.11) 2.54 (2.44)2.54 (2.44) 1.50 (2.09)1.50 (2.09) 2.84*2.84* DepressionDepression44no pathologyno pathology
3 Psychotic disorders3 Psychotic disorders 0.60 (1.10)0.60 (1.10) 2.05 (1.99)2.05 (1.99) 0.61 (1.15)0.61 (1.15) 0.44 (0.78)0.44 (0.78) 0.32 (0.72)0.32 (0.72) 0.44 (1.10)0.44 (1.10) 9.71***9.71*** SchizophreniaSchizophrenia44no pathology,no pathology,

personality disorder, adjustmentpersonality disorder, adjustment
reaction, anxiety, depressionreaction, anxiety, depression

PAS^ADD, Psychiatric Assessment Schedule for Adults with a Developmental Disorder.PAS^ADD, Psychiatric Assessment Schedule for Adults with a Developmental Disorder.
**PP550.05, ***0.05, ***PP550.001.0.001.

Table 5Table 5 Numbers of peoplewho crossed any PAS^ADD Checklist threshold in relation to the numbers whoNumbers of peoplewho crossed any PAS^ADDChecklist threshold in relation to the numbers who

had a clinical psychiatric disorder covered by the Checklisthad a clinical psychiatric disorder covered by the Checklist

Presence of disorderPresence of disorder Checklist thresholds crossedChecklist thresholds crossed

YesYes NoNo TotalTotal

Psychiatric disorder covered by ChecklistPsychiatric disorder covered by Checklist 7676 4040 116116
Psychiatric disorder not covered by Checklist/noPsychiatric disorder not covered by Checklist/no
psychiatric disorder presentpsychiatric disorder present

3333 7777 110110

TotalTotal 109109 117117 226226

PAS^ADD, Psychiatric Assessment Schedule for Adults with a Developmental Disability.PAS^ADD, Psychiatric Assessment Schedule for Adults with a Developmental Disability.
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ValidityValidity

The validity of the PAS–ADD ChecklistThe validity of the PAS–ADD Checklist

appears to be good when considering theappears to be good when considering the

scores of people who have different psychi-scores of people who have different psychi-

atric diagnoses. People who had depressiveatric diagnoses. People who had depressive

disorder scored higher on total score 1disorder scored higher on total score 1

(affective/neurotic disorder) than those(affective/neurotic disorder) than those

who did not have this disorder, demon-who did not have this disorder, demon-

strating that in terms of affective/neuroticstrating that in terms of affective/neurotic

disorders the Checklist performed welldisorders the Checklist performed well

and identified the correct people. Individ-and identified the correct people. Individ-

uals with depressive disorder also scoreduals with depressive disorder also scored

significantly higher than those without thissignificantly higher than those without this

disorder on total score 2 (possible organicdisorder on total score 2 (possible organic

disorder), although the significance wasdisorder), although the significance was

relatively low. This is not surprising, be-relatively low. This is not surprising, be-

cause there is some overlap between thecause there is some overlap between the

scales that contribute to total score 1 andscales that contribute to total score 1 and

total score 2. Also, no individual in thistotal score 2. Also, no individual in this

section of the analysis had an organic dis-section of the analysis had an organic dis-

order, so we would not expect the scoresorder, so we would not expect the scores

of the people with the disorders that areof the people with the disorders that are

included to vary significantly on this organicincluded to vary significantly on this organic

disorder threshold.disorder threshold.

People with schizophrenia spectrumPeople with schizophrenia spectrum

disorder scored significantly higher on totaldisorder scored significantly higher on total

score 3 (psychotic disorder) than peoplescore 3 (psychotic disorder) than people

with any other diagnosis, confirming thatwith any other diagnosis, confirming that

the Checklist performs well on thisthe Checklist performs well on this

disorder.disorder.

SensitivitySensitivity

Any screening tool must be assessed in rela-Any screening tool must be assessed in rela-

tion to sensitivity. The main criticism of thetion to sensitivity. The main criticism of the

PAS–ADD Checklist in this study relates toPAS–ADD Checklist in this study relates to

this measure.this measure.

The sensitivity (proportion of peopleThe sensitivity (proportion of people

with a psychiatric disorder covered by thewith a psychiatric disorder covered by the

Checklist who are correctly classified byChecklist who are correctly classified by

the instrument as having a psychiatricthe instrument as having a psychiatric

disorder) of the PAS–ADD Checklist wasdisorder) of the PAS–ADD Checklist was

66%. This is lower than the figure of66%. This is lower than the figure of

78% calculated from the findings of the78% calculated from the findings of the

developers of the Checklist (Mossdevelopers of the Checklist (Moss et alet al,,

1998) and is also lower than other screen-1998) and is also lower than other screen-

ing measures such as the 12-item Generaling measures such as the 12-item General

Health Questionnaire, which has a sensi-Health Questionnaire, which has a sensi-

tivity of 76% (Goldbergtivity of 76% (Goldberg et alet al, 1997). There, 1997). There

are several possible explanations for theare several possible explanations for the

presence of false negatives. Mosspresence of false negatives. Moss et alet al

(1998) found that the likelihood of crossing(1998) found that the likelihood of crossing

the thresholds rose with severity of the ill-the thresholds rose with severity of the ill-

ness. Although in our study the severity ofness. Although in our study the severity of

clinician diagnosis was not recorded, itclinician diagnosis was not recorded, it

might have been the case that some of thesemight have been the case that some of these

people did not have symptoms that werepeople did not have symptoms that were

severe enough to be picked up by thesevere enough to be picked up by the

Checklist. Of the people not crossing anyChecklist. Of the people not crossing any

threshold, 14 had schizophrenia spectrumthreshold, 14 had schizophrenia spectrum

disorder, which is a chronic disorder. Atdisorder, which is a chronic disorder. At

assessment these people’s symptoms mightassessment these people’s symptoms might

have been absent and therefore nothave been absent and therefore not

identified by the Checklist, if controlledidentified by the Checklist, if controlled

through medication or if the person’sthrough medication or if the person’s

disorder was in remission. Unfortunately,disorder was in remission. Unfortunately,

these data were not available, so thisthese data were not available, so this

can only be proposed as a possiblecan only be proposed as a possible

explanation.explanation.

The large number of people diagnosedThe large number of people diagnosed

as having an affective disorder but notas having an affective disorder but not

crossing any of the thresholds (crossing any of the thresholds (nn¼25) might25) might

be due to the nature of these diagnoses.be due to the nature of these diagnoses.

Although some aspects may be observable,Although some aspects may be observable,

and the Checklist focuses mainly on theseand the Checklist focuses mainly on these

elements, scoring highly on the checklistelements, scoring highly on the checklist

and crossing a threshold is reliant to someand crossing a threshold is reliant to some

extent on the person being able to commu-extent on the person being able to commu-

nicate how he or she is feeling. This may benicate how he or she is feeling. This may be

easier to elicit from people with intellectualeasier to elicit from people with intellectual

disabilities in a clinical assessment ratherdisabilities in a clinical assessment rather

than by use of a Checklist that is not com-than by use of a Checklist that is not com-

pleted by the patients themselves.pleted by the patients themselves.

The breakdown of level of intellectualThe breakdown of level of intellectual

disability in those who had a diagnosisdisability in those who had a diagnosis

covered by the Checklist but who did notcovered by the Checklist but who did not

cross the threshold was similar to thecross the threshold was similar to the

breakdown of the total sample.breakdown of the total sample.

Although the above explanations mayAlthough the above explanations may

very well be valid, the data are not avail-very well be valid, the data are not avail-

able to prove them, and the fact remainsable to prove them, and the fact remains

that the sensitivity of the PAS–ADD Check-that the sensitivity of the PAS–ADD Check-

list in this study was fairly low. A furtherlist in this study was fairly low. A further

consideration raised by this analysis is thatconsideration raised by this analysis is that

14% of this sample had a psychiatric diag-14% of this sample had a psychiatric diag-

nosis that the PAS–ADD Checklist was notnosis that the PAS–ADD Checklist was not

designed to identify and therefore could notdesigned to identify and therefore could not

be expected to pick up.be expected to pick up.

If anything, we would expect a screen-If anything, we would expect a screen-

ing instrument to be overinclusive rathering instrument to be overinclusive rather

than underinclusive. In this study 15% ofthan underinclusive. In this study 15% of

the total sample had no psychiatricthe total sample had no psychiatric

disorder, or a psychiatric disorder thatdisorder, or a psychiatric disorder that

was not covered by the Checklist butwas not covered by the Checklist but

crossed at least one of its thresholds. Thiscrossed at least one of its thresholds. This

is higher than the 8% of false positivesis higher than the 8% of false positives
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& The Psychiatric Assessment Schedule for Adults with Developmental DisabilitiesThe Psychiatric Assessment Schedule for Adults with Developmental Disabilities
(PAS^ADD) Checklist should not be used as the sole screeningmethod for(PAS^ADD) Checklist should not be used as the sole screeningmethod for
identifying possible psychiatric diagnoses in peoplewith intellectual disabilities;identifying possible psychiatric diagnoses in peoplewith intellectual disabilities;
however, it is the best psychometric measure available.however, it is the best psychometric measure available.

&& Appropriateness of referral tomental health services for full assessment, diagnosisAppropriateness of referral tomental health services for full assessment, diagnosis
and treatmentmight improve through use of the PAS^ADD Checklist.and treatmentmight improve through use of the PAS^ADDChecklist.

&& The PAS^ADDChecklist appears to have the potential to reduce the level ofThe PAS^ADD Checklist appears to have the potential to reduce the level of
undetectedmental health problems among peoplewith intellectual disabilities.undetectedmental health problems among peoplewith intellectual disabilities.

LIMITATIONSLIMITATIONS

&& The number of peoplewith organic disorders was small, making it difficult toThe number of peoplewith organic disorders was small, making it difficult to
determine the success of the PAS^ADD Checklist in identifying them.determine the success of the PAS^ADDChecklist in identifying them.

&& Therewas nomeasure of the severity of symptoms.Therewas nomeasure of the severity of symptoms.

&& The Checklist has been revised since this study.The Checklist has been revised since this study.
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calculated from findings of the Checklist’scalculated from findings of the Checklist’s

developers (Mossdevelopers (Moss et alet al, 1998). For the, 1998). For the

purpose of screening people for further psy-purpose of screening people for further psy-

chiatric assessment, it is preferable to havechiatric assessment, it is preferable to have

false positives rather than false negatives:false positives rather than false negatives:

people with intellectual disability may findpeople with intellectual disability may find

going to a psychiatric out-patient clinicgoing to a psychiatric out-patient clinic

very upsetting and a high rate of false posi-very upsetting and a high rate of false posi-

tives would be costly. Therefore we wouldtives would be costly. Therefore we would

hope for a low false positive rate. Thehope for a low false positive rate. The

specificity of the PAS–ADD Checklist wasspecificity of the PAS–ADD Checklist was

70%, indicating that 70% of people who70%, indicating that 70% of people who

did not have a psychiatric disorder or haddid not have a psychiatric disorder or had

a psychiatric disorder that was not covereda psychiatric disorder that was not covered

by the PAS–ADD Checklist were correctlyby the PAS–ADD Checklist were correctly

identified.identified.

We did not explore the sensitivity andWe did not explore the sensitivity and

false positive rates of the PAS–ADD Check-false positive rates of the PAS–ADD Check-

list with lower threshold scores. However,list with lower threshold scores. However,

this may be something to consider in thethis may be something to consider in the

future.future.

In summary, the PAS–ADD ChecklistIn summary, the PAS–ADD Checklist

had acceptable internal consistency, one mainhad acceptable internal consistency, one main

factor characterised by mood items wasfactor characterised by mood items was

sensitive to differences between diagnosticsensitive to differences between diagnostic

groups, and had an overall sensitivity ofgroups, and had an overall sensitivity of

66%.66%.

Limitations of the studyLimitations of the study

There was only a small number of peopleThere was only a small number of people

with an organic disorder in this sample.with an organic disorder in this sample.

Consequently, it was difficult to determineConsequently, it was difficult to determine

how successful the PAS–ADD Checklisthow successful the PAS–ADD Checklist

was at identifying these disorders. It wouldwas at identifying these disorders. It would

also have been useful to have had somealso have been useful to have had some

measure of the severity of the disorders asmeasure of the severity of the disorders as

clinically diagnosed, as this would haveclinically diagnosed, as this would have

enabled us to comment further on the issueenabled us to comment further on the issue

of severity of symptoms affecting the cross-of severity of symptoms affecting the cross-

ing of the threshold scores.ing of the threshold scores.

The PAS–ADD Checklist has beenThe PAS–ADD Checklist has been

revised since our study was completed,revised since our study was completed,

and although the items in the two versionsand although the items in the two versions

differ only slightly, there is some variationdiffer only slightly, there is some variation

in the order the items are presented.in the order the items are presented.

Whether this revision will affect theWhether this revision will affect the

PAS–ADD Checklist’s psychometric prop-PAS–ADD Checklist’s psychometric prop-

erties remains to be seen in future research.erties remains to be seen in future research.
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