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béibng1ng to the "1nv1S1b1e group." L1tt1e research has been conducted on
deve.opmentally disabled persons older than 50 years of age and few spe-
cialized serv1ces for th1s popu1at1on are ava11ab1e HBWéVér, there are
many reasonsrwhy such7]1tt1e attent1onrhad been focused on this group;r
First among these is the fact that historically the life span of mentally
ret: ded clients was shown in several studies to be much shorter. Kap]an
studied the Sonoma Home in California from 1917 to 1939 and found the
average lifespan to be 26.6 years. Gnly 15% ef res1dentsrllved pastrse
years. A more comprehensive recent review by Carter and Jancar {1983)
reported that between 1931 and 1935 the mean age that institutional clients
died was at 18:5 while between 1976 and 1980 this mean age had risen to

59.1. An even more dramatic increase was evident for individuals with
Down's 5 ndrome -- a rise from 1i.0 years in 1931-35 to 54 years between

1976 and 1980;

Us1ng the stated preva]ence rate of 3% of the populat1on, Seltzer and
Se]tzer (1984) astimated that there are between 1 million and 1.380 million
older developmehté’ly disabled persons.

There is some ev1dence that Down Synd:ome and A]zhe1mer D1sease
(sen11e dement‘a) ‘may be 11nked together Malamud (1964) found that a]]
Bown Syndrome 1nd|v1duals whem he studied showed s1gns of this early ag1ng
after 35 years of age. W1sn1ewsk1 and colleagues (in press) found typ1ca1
tangles, p]agues and densities of Alzheimer's in all of 49 cases studied
post mortem who were 30 years and older.
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Jan1ck1 and MacEachron (1984) remarked recent]y that “there has been
11m1ted information regard1ng the hea]th status of e]derTv individuals wit
mental retardat1on " The Iargest ep1de1olog1ca1 siudy of older c11ents
was condueted by dacobsen and dan1ck1 (1983) in N.Y. State. They found
that by the t1me a c11ent reached o]d age"; 73 years and over - the
m: Jor1ty suffered from card1ova cular disease, had a sensory def1c1t (e.g.
deafness), and increases were reported in the incidence of resp1ratory
problems. Muscu]arskeleta] d1sorders were also more common ~among these
older indi v*d"a1< - = about 1/7 ot those over 73 had such d1sorders In
the few stud1es wh1ch have addressed the phys1ca1 status of older
developmenta]]y d1sab1ed persons when compared to normal 1nd1v1duals,
sejzures and deafness and less 11ke‘y to have card1ovascu1ar d1sease
(Angl1n, 1981) The Seltzers together w1th Sherwood (1982) reported ,
increased .ne1dences of seizures, Park1nson s B1sease multnple sc]eros1s,
and resp1ratory prob]ems among mental]y retarded c11ents However; in
look1ng at only developmenta]]y disabled persons, older clients had
s1gn:f1cant1y fewer seizures (dan1ck1 & MacEachron, 1984) than younﬂer
ones. Medication usage is also h1gh among older developmenta11y disabled
individuals -- 61% between the ages of 63 and 72 and 69% of those over age
72.

The Seltzers and Sherwood (198?) also looked at d1fferences 1n 7
commun1ty adJustment of 25 de1nst1fut1ona11zed mentally retarded adults
over 55 years of age as we]] as 128 younger de1nst1tut1ona11zed adults
Even though there were no d1fferences in 1nte11ectua1 ab111ty, number of
med1ca1 probiems or level of retardat1on, there were 1arge def1c1ts in the
adJustment of these o]der c11ents The o]der group had mastered

sighif1cant1y fewer of the sk1lls needed to live in the commun1ty. They
a]so performed the commun1ty 11v1ng sk111s they had mastered s1gn1f1cant1y
less often. F1na11y, they demonstrated less mot1vat1on to perform the
tasks which would be requ1red if they were to continue 11v1ng 1ndependent1y

1n the commun1ty One glar1ng d1fferenee between these age groups was
their 11v1ng arrangements While 18% of the younger de1nst1tut1ona112ed
1nd1v1dua1s were 11v1ng 1ndependent1y, no o]der c11ents did. S1xty elght




younger group lived in this type of residence. Another obvious difference
was tha larger network of social support in the community for the younger
c11ent As an 1ndiv1uua1 ages, his or her need for aux111ary services
1ncreases If these services are not prov1ded the chances are this c11ent
will be moved to an environment which will supp]y them -- quite probab]v a
more restrictive nursing home.

1nd1v1duals in nurs1ng homes 5 25 non hand1eapped elder]y persons in nur31ng
homes and 25 non- hand1capped 1nd1v1duals 1n the commun1ty The medical
status of norma] older individuals 1n nurs1ng homes was more than twice as
poor as deve]opmenta]]y d1sab1ed persons in the nur51ng home The1r
meduca] prob]ems represented a n1ne feld 1ncrease over the1r commun1ty
based peers. s*ng the Geriatric Rat1ng Scale that measured level of
funct1on1ng and ‘the Fa1rv1ew Self Help Scale that measured motor dexter1ty,
social 1nteract1on, and se]f help skills, developmentally disabled and
normal older individuals in nursing homes m1rroredreach otherr-- aged in
community scores reflected twice those of the other two groups.

Qy the UnlverS1ty Affiliated Fac111ty at the Un1vers1ty of M1ssour1 Kansas
C\ty wh1ch has looked at the f1t between the needs of deve]opmenta17y
dwsabled persons and the serv1res prov1ded by the reS1dent1a1 facilities in
wh1ch they 11ve The data reported here were gathered about three years
ago dur1ng that study Four hundred e1ghty-f1ve subaects (268 males and
217 females) were random:; se]ected from the computerized f11es of the ,
M1ssour1 Department of Mental Health/B1v1s1on of Menta] Retardat1on/Beveiop-
mental D1sab111t1es Ma]e c11ents under the age of 55 outnumbered fema]es
(62% of c11ents 18 and under were male) (See Table 1 ) However there
female Th1s preponderance of fema1es in the o]der group m1rrors the normal
popu]at1on 01d age was categor1zed in a manner S1m11ar to that of
dacobson, Sutton, and Jan1ck1 s study (1985) in w51ch an "ag1ng menfa]iy
retardedrperson" was cons1dered tc be between 55 and 64 years of age, and
an "elderly mentally retarded person" 65 years of age and older.
Approximately 10% of the population in our Residential Placement Study were




between the age of 54 and 64. Six percent represented the ages of 65 and

over.

sk111ed nurs1ng homes or 1ntermed1ate care fac111t1es -- cons1dered to be
the most restrictive of the Missouri D1v1s1on of Mental Retardat1on/
Developmental Blsab111t1esr residential env1ronments; Only 15% of those
persons between 19-54 had this 1iving arrangement. (See Table 2).

, The med1ca1 and phys1ca1 needs of these c11ents were compared (Séé
personne] for jnst1tutlona11zed c11ents responded to a Med1ca1/Phys1ca1
Néeds Asséssment Form. There were no d1fferences between age groups in the

common among o]der persons in genera] The percent of cl1ents for each age
grouprwhorexper1enced se1zures7was also not significantly d1fferent. About
33% of clients under 55 had seizures. This decreased to about 20% for the

oldest group.

Survey quest1ons were also asked regard1ng the mob111ty prob]ems of

c11ents Wh11e there were no signi?icant d1fferences betveen groups, the
groups These same groups requ1red s1gn1f1cant1y more help w1th ass1stive
deV1ces However, prostheses Were S1gn1f1cant1y more common in the o]dest
group \IOW of 9% for the youngest clients to 17. 4% For those over 65 years

of age); These statistics mirror those of Janicki & Jacobsen in N.Y.

Tha amount of care 1n perform1ng da11y tasks was a]so exam1ned , Twice
as many cl1ents 65 and over required ass1stance in bath1ng and dre551ng
than did those between 54 and 64 A larger 1ncrease occurred 1n to11et1ng
needs Only 9% of the 55-64 age c‘1ents required ass1stance, wh11e almost
22% over 65 did. Thz need for he]p with eating actually decreased with
age.

Where the d1fferences become very s1gn1f1cant are in answers to survey
quest1ons such as "Boes he c11ent have a d1agnosed cond1t1on wh1ch may be

life threaten1ng -- as hsart, lung, liver or k1dney prob]ems?" enly about




6% of those under 54 years were c]as51f1ed as hav1ng a 11fe threaten1ng
prob]emf This 1ncreased to 11% for c11ents between 55 and 65. However;

for c11ents over 65; th1s rate 1ncreased to 50% Approx1mate1y ha]f of
these problems in these o]der ci1ents requ1red at least faily mon1tor1ng
The percentages for the other agé groups was less than 5%. Thus, the older
client requires considerably more nursing attention.

There were noﬂever, no s1gn1f1cant d1fferences be tween groups in the
percent that were bedridden -- 5% or less for each group;

Typ1ca11y, an older popu]at1on 1s prescr1bed more med1cat ons than a

younger one. That was also obse: ved in our study wh11e 54% of young

c11ents recejved some form of med1cat1on, 9 "% of c11ents over 65 (al]
c]1ents except one) rece1ved drugs The adm1n1strat1on or mu1t1p1e drugs
in this age group has been c1tei in the med1ca1 11terature as a potent1a1

troBiEm in 11ght of the poss1b1e 1nteract1on between the var1ous chem1ca1

comb1nat1on of f1ve or more types of drugs. These med1cat1on SLﬂtTSt]CS

m1rror most of the surveys reported in the literature (Intag]1ata & Rinck,

19853 t1pman, 1970; Silva, 1979).

A more d1squ1et1ng stat1st1c was found while exam1n1ng the prescr1p-

tion of psycho ropic med1cat1on For f1fty -two percent of c11ents over 65
years of age as ant1psychot1c drugs were prescr1bed Th1s is qu1te sig-

(APA) 11terature that these med1cat1ons in o]der persons may produce an
poss1b1e 1rrevers1b1e s1de effect -- tard1ve dysk1nes1a An A P.A. task
1ept1cs for e]der]y 1nd1v1dna1s since "at least 40% of e]der.y, chron1ca]1y
institutionalized pat1ents or outpat1ents exhibit more than minimal signs
of probable tardive dysk1nes1a;"

There is also an 1ncrease 1n the number of ant1depress ve med1cat1ons

prescrfhed; While no c11ents under 18 rece1ved this medication; 13% of
those over 65 were so prescribed. Since antidepressive medication can be
useful, not only for depression, but also for enuresis and for pain con-
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trol, more investigation shouid be conducted before conclusions ahout this

increase are made.:

7 Comparlsons were made between these four age groups with c.1enf '
decile scores on the A.A.M.D. Adapti e Behavior Scale. (Sez Table 4. ) An
overa]] MANOVA found h1gn1y d1fferen scores between age groups fcr both
the Part I =- FunCtiona1 Skills sect1un and the Part II -- Maladapt1ve

Behavaors”sect1on. There Jere s.gn.f1cant differences on rine oui of 13 of
the subscales on Part II (Ma]adapt1ve Behaviors) of the A.R.S.

There is a]so a s1an1f1cant increase n v1o]ent and oestruct1ve
behavior between the upper two age groups (F (3,464) = 2.54, p <.05).
C]1ents between 55 and 64 uere 5 det11e score below that of those o»e' 65.

y1o]ence; damag1ng others property; and exh1b1t1ng a v1o]ent temper or
teﬁber tantrums. The older age groups (above 55) exh1b1ted >1gn1f1cant1y
more self- abus1ve behav:or, too /F(3, 464) 6:19, p = 001) Scores for
this subscale were re]at1ve1y stable (about 7*5) unt11 age 55 whed there
was a significant increase (to over 8.06 points). S1m11a~iy. sexually
aberrant behavior increased s1gn1f1tant1y after 55 years of age (F(3, 464)

2517, p <.001).

The fourth subscale (trustworth1ness) shows 1ncremental thanges at the
age of 55. This subscale measures the client's tak1ng property without
permmssqon and 1y1ng and cheat1ng behaviors. Thére is a linear increase in
this subscale. Before 18 the scale score is 5.76. Between 19 and 54 this
increases to 5.94. However, after 55 there 1s a jump to 6.46.

or mov1ng or fvdget1ng constantly There was a 1arge and s1gn1f1cant
1ncrement in these scores after the age of 55 (F (3 464) 20.29, p <.001).
Adult clients below 55 had an average score of 7.17 in th1s category;

However, above 55 the scores means increased to 8.00.



maiadapt1ve behav1or on several scales. Withdrawal was exh1b1ted by these
older clients, as well.

Subscales which measured antisocial behavior also demonstrated that
these older clienis were regaried as having more difficulties than younger
clients (F (3 464) = 3. 55, p = 014) The antisocial scale asks quest1ons
about the c11ent s teas1ng, man1pu1at1nq others, o1srupt1ng act1v1t1es,
be1ng 1nconsnderate of others, show1ng d1srespect for others and using
angry language. While clients between the age of 19 and 64 maintained a
aéa; §éa;é s*f 5552; %t increases to 5.95 for the group of clients who are

t1ngs. C11ents between 19 and 64 have a]most 1dent1ca1 means (6 31 and
6.21). However, for those ahove age 65, the mean increases to 7.04 which
is significant at the .001 level.

) Wh11e 1nappropr1ate 1nterpersona1 manner showed an 1mprovement betneen
55 and 64 years of ‘age, there was a decrement after age 65 (r (3; 464)
20 98; p <. 001) Th1s sca]e measures soc1a1 behaviors such as b]ow1ng on

others' faces, burp1ng, k1ss1ng and hugg1ng others, touching irappropriate-
ly or hang1ng on to others and not letting go.

Four of the subsca]es of Part I -- the Funct1on Sk1lls section of the

ABS -- show s1gn1f1cant decrements for c11ents over the aqe of 65 Thé
of 65 from a low of 2 32 for those under age 18 to 3 54 for the group aged
55-64. However after 65, th1s score decreases prec1p1tous]y to 1.70 (F
(3,484) = 3. 61, p = 013) S1m11ar1y the physical deve1opment sca]e
ifcreases through the age of 65 (from 3.51 to 4.85) (F (3,484) = 3.65, p =
.013), at which point there is a large decrement to 2.44.



The 1tems on the se]f d1rect1on sca1e ask qaest1ons about the 1n1t1a-
t1ve of the c11ent, h1s or her pass1v1ty, how much pers1stence they main-
tain dur1ng act1v1t1es and how well they organ1ze their 1e1sure t1me )
Older clients have the lowest scores on this subscale (decreas1ng from 3. 47
for ages 55- 64 to 2.03 for the group that is over 65 years of age (F
(3 479) = 17.17, p = .03).

A very 1mportant 1tem, soc1a11zat1on, also ref]ected large decreases
for the older groups (F (3, 479) 3.23, p = 02) Soc1a11zat1on is defined
by the ABS as cooperat1on, cons1derat1on for others, awareness of others,

social matur1ty Scores increase from the youngest group through 64 years

before they drop to this low of 3:41.

functronal behav1or -~ in fact 1ncreases in many of the sca]es After age
65 there were dec1ded decrements in 1ndependent funct1on1ng, phys1ca1
develepment, self- d1rect1on and soc1a}1zat1on These o]der developmenta]ly
disabled c11ents a]so res1ded in the most restr1ct1ve of the D1v1s1on s
resrdent1a1 env1ronments They also showed s1gr|f1cant increases in mal-
adapt.ve behavior on © of the 13 subscales on Part II of the ABS.

why do we see this prof11e? There are several poss1b111t1es F1rst
this may mere1y be reflective of the "no.mal ag1ng pattern " As this was
not a long1tud1na] study, we can not rea]ly say anyth1ng about this yet
We hope to have three year fo]low-up data 1n a few months. Second— the
effects of inst1tut1ona]12at1on may be ref]ected in our data This group
did not have the programs and serv1ces ava11ab1e to them as many c11ents )
may have access to today at an ear11er agef Third, there may be a s1gn1f14
cant nack of programm1ng opportunit1es for these 1nd1v1duals S1nce th1s
group res1ded in what was felt to be the least restr1ct1ve env1ronment for
them, the quest1on ar1ses as to the type of programm1ng they were receiv-
1ng Th1s study d1d not have access to the1r 1nd1v1dua1 hab111tat1on

p]ans, nor were we pr1vy to 1nformat1on about the1r programm1ng act1v1t1es

[o o NI




exhibited decrements in functional skills and increments in maladaptive
behavior;

We suggest that the least restrictive environment be maintained for

these clients as long as possible. While a majority of this population is
reported to have life threatening conditions, few are bedridden. If visit-
irg nurses or other generic services were avajlable to these older persons,

this might enhance their 1ife opportunities and their adjustment to old
age. It would be tragic to relegate these individuals to what all too
often are the sterile environments of nursing homes, if cther more
"engaging” environments that reflected less restrictive alternatives were
made available.
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TABLE 1

Sex anD AGE OF CLIENTS

Ace CATEGORIES

18 AND LESS
19-54
55-64

65 AND OVER

SEX

(62%)

(57%)
(482)

(33%)

FEMALE

28

146

(387)
(432)
(52%)
(67%)

42




TABLE 2

TYPES OF FACILITIES IN wiicH EAcH Ace Group RESIDED

AGe Group

13 & Lzss

~18-54

05+

SKILLED NURSING
OR INTENSIVE -
CARE FACILITY 2 (3.4)
AouLT BoARDING
OrR RESIDEITIAL
Care FaciLITY

12 (20.7)

LEARNING CENTER 15 (25.9)
9 (15.5)

20 {34.5)

‘FosTeER CarEe
GrRouP CARE HoMe

SEMI=INDEPENDENT

APARTMENT g (0.0)

28 (15.6)

73 (40.5)

18 10.0)
S (W,
50 (27.9)

5 (1)

a ¢29,0)
13 (42.0)
0 (0.0)
0 (0.0)
3 (25,3)

1 G.2)

7 (35.0)

10 (50.0)

U 0.0
2 (10.0)
1 (5.0)
0 (0.0)

X2 = 50,24 (15), p <.0001

S
(Vg




TASLE 3
DEVELOPMENTAL COMPARISON OF MEDICAL /PHYSICAL NEEDS

i8
Subscale and Less 1852 55-62 g5+

(80) (318} (42) (23)

Require Assistance N

with Mobility 27.5 17:6 11:6 21.7
bressing 36:8 2.
Toiletting 37.5 21:
Eating 32.5 15,

NN N Y
~t

Requires Prothesis 8.8 5.
Colostomy 0
Bedridden 5.0
Deaf 5.0
Blind £.8
Needs Assistance ,
 Frequently 2.5 0 0 c
Needs Assistance 7

Occasionally 1.3 -6 7:1 g7
Seizures Present 31.3 33.3 21.4 17.4
Prescice of Life

Threatening Disease 6.3
Condition Reguires 7

Daily Mcnitoring 3
Weekly Monitoring
Dental Problems | | |

‘Requiring Attention . 6:3 6:0 11:9 21.7
Requires Special Diet - 26.3 33, 26. 34.8
Requires Services of 7

Dietician Daily 13.8 258 14:3 30:¢ *
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TABLE 4
DEVELOPMENTAL COMPARISON OF DECILE SCORES ON THE ADAPTIVE BEHAVIOR SCALE

Agé éroups

- Less than ,

Subscale 18- ... . 1858~ 55-5¢ g5+
o Part | - Funciional Benavior B B

Ingependent Functioning 2.32 2.57 3:54 1.7 ==
o (74) (236) (48) (27)

Physical Develooment 3.82 3.51 a.85 2.48 ==
Economic AcTivity 4.59 2.84 4.3 3.70
tanguage Developrient 3:29 3.28 6:27 . 2.8%
Numbers and Time a.42 3.33 4.54 .39
Domestic Activity 4.38 4.19 2.71 S 2.92
Vocational Activity 4.30 173 4.38 3:56

Self-Direczion 2.75 2.49 3.48 2.04 ~
Responsibility 3.7¢% 4:30 5.50 4.03

Socialization 3.59 4.08 3.48 1.3 *

Part Il - Maladaptive Benavior

Viglent ang Destructive

Benavior 5.67 5.75 4:94 5.48 *
Antisocial Behavior 4.83 5.51 5.52 5.95 *
Rebeliious Behavior 5.07 6.31 £.21 7.08 wew
Untrustworthy Behavior 5.76 5.94 5.46 6.56 **
Witndrawal 6.02 6.64 6.40 7.00
Stereotyped Behavior 7.00 7.25 7.33 7.19
ihééﬁ?éb?iate Intérpéréonai o 7 N

Manners 6.44 7.40 7.29 7.41 w~
Unacceptanle Vocal Habits  6.83 7.50 7.46 7.23 w=
ﬂﬁaccepiés1é Eccentric Habits 6.91 7.15 7.00 7.04
Self=Abusive Behavior 7.49 7.82 8.06 8.1
Hyperactive Tandencies 6.87 7:62 8.27 8.26
Sexually Aberrant dehavior  6.70 7.17 8.10 8.00 ~*
Psychological Disturbances 5.3 5.4 .00 641

Significance Levels

*= p= <05

~ pa <01
Q  pa= <,001 -1
14 195
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