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ABSTRACT
 

The Supports Intensity Scale was translated into French using the Tassé and Craig (1999) 
committee method. The French version of the SIS was validated in a sample of 245 persons with 
intellectual disabilities between the ages of 16 and 75. An exploratory factor analysis strongly 
supports a structure with one main factor. To help comparisons, a five-factor structure similar to 
the original SIS version structure was also extracted. InternaI consistency is excellent (.98). 
Correlations with age and levels of intellectual disabilities demonstrate good construct validity as 
was found with the original SIS version. These findings show that the SIS-F effectively assesses 
the intensity of support needs and helps with support planning. 
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The last few decades are characterized by important changes in the way persons 

with intellectual disabilities are regarded. Our understanding of the concept of supports 

and its role in reducing the gap between environmental demands and the person's skills 

has improved (Schalock, 1995). In its 2001 policy, the Québec Ministry Health and 

Social Services emphasized the interaction between individuals and their environment as 

an intervention goal. This public policy underscores the importance of intervening in the 

person's naturallife setting, and addresses the barriers created by different systems and 

strives to enhance the individual's participation, quality oflife and overall well-being. 

Appropriate individualized supports can result in improved functioning and reduce the 

person's handicap (Luckasson et al., 2002). To adequately identify support needs, their 

nature and intensity, evaluation is necessary. Supports needs assessment aims to define 

the supports needed for the person to be successful in participating in life activities across 

setting (Thompson et al., 2002). Sorne instruments provide an indication of support 

intensity without necessarily eva1uating support needs, such as the Scales ofIndependent 

Behavior-Revised (SIB-R; Bruininks, Woodcock, Weatherman and Hill, 1996), the 

Inventory for Client and Agency Planning (ICAP; Bruininks, Hill, Weatherman and 

Woodcock, 1986), the Supports: Classification and Assessment ofNeeds (SCAN; Riches, 

2003). The ICAP, SIB-R and SCAN assessment's results are defined by levels of support 

needs intensity and principally focus on adaptive and challenging behaviors. 

Consequently, it does not include aIl the factors influencing support needs. Thompson et 

al. (2004) mentioned that support needs depend on the number and the complexity of the 

person's activities and the living settings in which they are participating. The Supports 

Intensity Scale (Thompson et al., 2004) and the Developmental Disabilities Support 
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Needs Assessement (DD-SNAP; Henricke, 2002) are instruments used to assess personal 

support needs. 

The Supports Intensity Scale (SIS) is a standardized assessement instrument that 

aims to evaluate the intensity of an individual's support needs (Thompson et al, 2002) is 

the first to directly assess support needs and their intensity for persons with intellectual 

disabilities in their different life settings. Practitioners sould find ths instrument to be 

particularily useful. This study is a translation, cultural adaptation and validation of the 

Supports Intensity Scale in French (SIS-F) 

Supports Intensity Scale.
 

The Supports Intensity Scale of severallife activity areas. (SIS) (Thompson et al., 2004) is
 

a direct measure of intensity of severallife activity areas and is divided into three parts:
 

1.	 Supports needed to successfully participate in activities across six life 

domains (home living, community, lifelong learning, employment, health 

and safety activities and social), 

2.	 Supplemental section on protection and advocacy activities, 

3.	 Exceptional medical and behavioral support needs is a critical component 

since these areas increase expodentially a person's level of support needs 

and are independent of those in other life activity areas. 

ln Parts 1and II of the SIS, the support needs are assessed on a five-point rating 

scale (form 0 to 4). Support needs found in section III, the exceptional medical and 

behavioral, are assessed on a three-point scale scale from no support needed (0) to 

extensive support needed (2). The SIS, whose administration requires approximatively 30 

to 45 minutes, is designed to assess the support needs of persons with intellectual 
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disabilities or associated developmental disabilities, aged 16 years and older. The rator 

should have a university degree, inc1uding psychology or social work, and should have 

worked for several years with persons with intellectual disabilities. This person completes 

the SIS during a semi-structured interview and the SIS authors recommend that at least 

two respondents provide information to complete it. The repondants should have an 

ongoing relationship with the assessed person for at least three months and have recently 

had the opportunity to observe them in different settings. Respondents could be the 

person himself, a parent, a direct care staff, a case manager, a teacher or other person 

working or living with the individual whose support needs are being assessed. 

Overall, test-retest reliability is excellent (r =.79). As for inter-respondent (r =.87) 

and inter-interviewer (r =.90) reliability, both also proved to be excellent in a subsequent 

study (Tassé, Thompson et McLaughlin, 2006 mai). These authors mention that 

according to the data gatherd, the reliability of the SIS is excellent. They state precisely 

that these levels of reliability indicate that the SIS can be used with an adequate level of 

consistencyand agreement (Tassé, Thompson et McLaughlin, 2006 mai). 

Translation and cultural adaptation process 

The use of a test in another language requires more than a simple translation. The 

process of translation and adaptation is complex and requires several considerations, 

inc1uding a complete validation of the translated scale. First, it is important to 

differentiate the process of translation from that of adaptation. Adaptation inc1udes all the 

activities needed to verify the translated intrument's validity with respect to the target 

population's language and culture, to choose translators, to determine the necessary 

accommodations for its use in the target language and to test the adapted version's 
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equivalence. Translation is one of the adaptation process steps. Consequently, the terme 

adaptation is preferred over translation because it is more comprehensive. The adaptation 

process takes into account the possible word substitutions needed to preserve an item's 

meaning in the target langage and culture, as opposed to word-to-word translation (Sireci, 

Patsula and Hambleton, 2005). 

Translation methods. There are several methods and guides to standardize the 

translation of psychological tests. Two methods seem to be most frequently used: 

Backward translation and Forward translation (also known as retranslation). Backward 

translation is conducted by two translators or groups oftranslators: one translates the 

original version to the target language and one retranslates this translated version to the 

original language. Then, the two versions in the original language (the original and 

retranslated versions) are compared. This process promotes equivalency between the two 

versions. However, it also favours literaI translation without taking into account certain 

cultural specifies (Hambleton and Jong, 2003). Translators should avoid a simple literaI 

translation of tests and tests items. They should instead try to reproduce the meaning of 

the items and the construct it attempts to assess; where as direct or literaI translation 

focuses mainly on linguistic likenesses and ignores constructs related problems (Arce­

Ferrer and Ketterer, 2003). The current Backward translation method is insufficient and 

should be followed by at least a pre-test and expert committee reviews at each step. 

Forward translation consists of a first translation done by a person or preferably a group. 

Then, a second group checks the equivalency between the two versions. Committee 

translation proposed by Tassé and Craig (1999) is one of these kinds of processes. As 

recommended by Massoubre et al. (2002), this method involves at least one pre-test and 
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several reviews by expert committees at each translation and adaptation step. These 

cornmittees are composed ofunilingual and bilingual experts. 

Psychometrie equivalence. According to the American Psychological Association 

(1996), a translated test cannot be assumed to retain the psychometric properties of the 

original instrument. We cannot assume that content, reliability and validity of a 

translated version are equivalent to those of the original instrument. A translated 

version's validity and reliability should be established as for any other psychological test 

(Arnold and Matus, 2000). First, factor analysis should be conducted to empirically 

verify if the translated version's statistical factor structure properly reproduces that of the 

original version. InternaI consistency should also be computed to check reliability. 

Stability (test-retest reliability) and inter-interviewer equivalency (inter-interviewer 

reliability) should be evaluated as reliability measures. In addition, norm equivalency 

should be taken into account (Arnold and Matus, 2000). A validation process should be 

conducted when translating an existing tool as when creating a new one. 

Method 

Participants 

Target persans. The sample (n = 245) was composed of 111 women and 134 men 

with intellectual disabilities. The mean age was 38 with a standard deviation of 13 years 

and a range of 16 to 75. The majority (76%) resided in an urban area and lived in a 

variety of community-based residential services (29%), in a family type residence (26 

%), with their own family (26%), in a supervised apartment (14%), in an independent 

apartment (4%), or in another type ofresidence (1 %). Forty-two percent presented mild 
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intellectuai disabilities, 36% moderate intellectual disabilities, Il % severe intellectuai 

disabilities and Il % profound intellectual disabilities. 

Respondents. Interviews were conducted with persons working or living with the 

target person and who know weIl their specifie supports needs. Interviewers were eligible 

for participation if they had the opportunity to observe the target person in several 

contexts and had an ongoing relationship with them for at least 3 months. Seventy-four 

percent of the interviewers were women and 26% men. Their relationship with the target 

person was on average 4.5 years in duration (SD = 5.6, range = 4 months to 30 years). 

Their work experience with persons with intellectuai disabilities was an average of 16.5 

years (SD = 1.4). They were educators or caregivers in family, residential or workplace 

settings (49%), support resources for the person and their network (36%), heads of 

intermediate residences or foster homes (9%), human relations agents or social workers 

(3%), clinical counsellors (3%) or a parent. Interviewers answered on average for two 

target persons. Only six ofthem answered for three or more target persons. 

Procedure 

In order to validate the translated version, participants were recruited form nine 

centers offering services for persons with intellectuai disabilities located in six 

administrative regions within the Montreal area. In each center, a designated professional 

selected participants following a random selection procedure generated by SPSS software 

in order to ensure a good representation of aIllevels of intellectuai disabilities. 

Seven students, inc1uding the researcher (four undergraduate and three graduates) 

conducted semi-structured interviews to complete the Échelle d'intensité de soutien (S/S­
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F), translation of the SIS into French. They previously followed a six-hour training 

session on conducting interviews. They had aIl previously worked an average of two 

years (part-time) with persons with intellectual disabilities. The researcher frequently 

contacted her assistants by email, by phone or met with them to ensure the questionnaires 

were properly filled-out. 

Translation / cultural adaptation and validation method. 

The experimenter followed the committee method for translation and adaptation 

of instruments suggested by Tassé and Craig (1999) to reduce bias as much as possible. 

Consequently, the SIS translation followed the seven steps of the committee method 

developed by Tassé and Craig: 

1.	 SIS translation and adaptation. The first committee (committee 1) was composed 

of six members inc1uding the researcher, two students completing their doctorate 

in psychology, a professor in psychoeducation and two psychologists. Each 

member of the committee, aIl native French speakers, individually conducted an 

initial translation and adaptation ofthe SIS. 

2.	 Consolidating the initial translation and adaptation by Committee 1. Committee 

members compared their individual translations and adaptations in order to reach 

a consensus on a preliminary version of the SIS. 

3.	 Validation ofthe initial translation and adaptation bya second independent 

committee (Committee 2). This committee composed by three bilingual Ph.D. 

psychologists compared the preliminary translation to the original version and 

checked the translation's grammatical structure and cultural accuracy. 
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4.	 Review and adjustments by the two committees. A meeting between the 

committees was held to obtain a consensus on a pre-test version of the Échelle 

d'intensité de soutien (SIS-F: Lamoureux-Hébert and al., 2004), translation of 

the SIS. 

5.	 Trial test ofthe translation with a small group (pre-test). The pre-test version was 

distributed to 10 potential SIS-F users, including clinical counsellors, 

psychologists, psychoeducators, managers and social workers. This step was 

designed to assess the clarity of the instructions, the items as weIl as the test's 

general presentation. Following the recommendation of Tassé and Craig (1999), 

a five-point Likert scale was used. Thus, the level of clarity was evaluated for 

each item of the translated instrument. The evaluation scale for item clarity was 

composed of five ratings: (1) unclear, (2) slightly unclear, (3) fairly clear, (4) 

clear, (5) very clear 

6.	 Review and adjustments ofthe pre-test translation. Committee 1 analyzed the 

information obtained through the clarity evaluation in step 5. Items evaluated as 

unclear (1), slightly unclear (2) and fairly clear (3) were reviewed and modified 

in order to obtain a final version. 

7.	 Final version validation and clinical trials. The SIS translation (SIS-F) was 

completed for 245 target persons to proceed to an exploratory validation study 

(with five target persons for each items). 

Data analysis 

We conducted exploratory factor analyses to empirically verify ifthe SIS-F 

factorial structure reproduced the original SIS factorial structure of six factors. As 
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proposed by Floyd and Widaman (1995), when trying to identify factors and specific 

patterns associated with a distribution in a field with few studies, exploratory analysis is 

preferred. Consequently, we have chosen exploratory rather than confirmatory factor 

analysis. Confirmatory analysis would be used to test a model based on strong theoretical 

or empirical data, however such data is not available for the assessement of support 

needs intensity for persons with intellectual disabilities. In addition, SIS-F internaI 

consistency was measured with an alpha coefficient. Correlations with target persons' 

ages were calculated for each SIS-F subscale to verify the absence of a link between the 

support needs assessed and the age, as in the original SIS version. We also conducted 

correlations with intellectual disabilities levels to test the SIS-F convergent validity. 

Then, we compared the means and stanqard deviations of the original SIS and of the 

translated SIS-F for each domain and for the index score. Comparisons were done using a 

T-test. A total offive target persons per item (49 items) was recommanded to conduct 

these exploratory factor analyses (n = 245) (Tabachnik and Fidell, 200 l). 

Results 

Factor analyses 

Exploratory factor analyses consisted of maximum likelihood extraction with 

orthogonal rotation (Varimax), as it was done for the original version, to verify if the SIS 

translated version (SIS-F) reproduces the original factorial structure proposed by 

Thompson et al. (2004). Scree plot shows a structure with one main factor. This factor 

explains 5.35% of the variance (see table 1). In the SIS original version proposed by 

Thompson el al. 2004), six factors were identified. It is important to notice that Eigen 
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values extracted are similar to those obtained with the original version. These Eigen 

values clearly indicate one main factor explaining a high percentage of variance. 

Insert Table 1 here 

According to the scree plot and the Kaiser criteria, it is possible to identify four 

other factors explaining small parts of variance. Consequently, a five-factor structure 

could be extracted, explaining only 15% more than the variance explained by the items, 

or 67% of the cumulative variance (see table 1). To be able to compare the SIS-F to the 

original SIS version, a five-factor structure was extracted. This structure is presented in 

table 2. Generally, this structure is similar to that of the original SIS version, except for a 

few items. The majority ofthe items could be grouped together (items from area A with 

other A, B with other B, etc.). However, their loadings on factors diverge. In the 

translated version, area E (health and safety) disappears to be redistributed in the other 

factors. Furthermore, items Cl, D4 and D3 have larger loadings on factor 2 (social 

activities). In Table 2, bolded coefficients are those considered because oftheir loadings 

or their conceptual meaning in an area. 

Insert Table 2 here 

Correlations were conducted with the loadings of the six factors proposed in the 

initial SIS version to verify the presence or absence of these factors. Correlations varying 

from .66 to .86 are strong (table 3). These results support the hypothesis of one main 

factor and suggest the use of the index score to represent the general support needs. 
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Insert Table 3 here 

Correlations were conducted between scores to items and index score. These 

correlations range form .50 to .78 showing strong correlations between scores to items 

and the index score. It is important to note that aU the items contribute to the total alpha 

value. Consequently, withdrawal of an item loading on more than one factor is difficult to 

justify. 

Internai Consistency 

InternaI consistency was evaluated to test the reliability of the translated version. 

This measure aims to verify homogeneity between items and the index score, in other 

words it tests their correlations using Cronbach's alpha. Table 4 shows internaI 

consistency coefficients for each area in the six-factor structure proposed by Thompson et 

al. (2004) and in the five-factor identified with the seree plot test. These results 

demonstrate good internaI consistency for aU the areas as their coefficients are all equal 

or higher than a. = .89 (Guilford, 1965; Anastasi, 1994). These results are similar to those 

obtained with the original SIS version. Furthermore, the index score to the SIS-F has the 

higher alpha coefficient (a. = .98). It demonstrates an excellent internaI consistency. 

This very strong internaI consistency supports the hypothesis of one main factor, 

considering that homogeneity coefficient approaching 1 means that the items measure 

quite the same thing. Homogeneity between items and index score is so strong that we 

can conc1ude there is only one factor in the structure. Consequently, the index score can 

be interpreted unambiguously with reference to the answer patterns of each item 

(Anastasi, 1994). 
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Insert Table 4 here 

InternaI consistency indicates if an instrument effectively assesses one concept, but 

it gives no information on what is measured (Anastasi, 1994). Discriminate and convergent 

validity coefficients are needed. To prave the construct validity of an instrument, it is 

important to prave its links with the variables with which it is theoretically supposed to be 

linked (convergent validity), and not with the variables from which it is supposed to be 

divergent (discriminate validity) (Anastasi, 1994). 

Correlations with age. 

To prove SIS-F discriminate validity, correlations with age were analyzed for each 

subscale and for the scale total. As in the original SIS version, no link with age should be 

found. Correlations were conducted with the six domains of the original version in order to 

allow comparisons with our results. Results show that correlations with age are not 

significant and, according to Cohen's rule (1988), aIl these correlations are considered as 

smaIl (with r :::; .10) (table 5). These results are similar to those obtained with the original 

version. Consequently, age is not correlated to supports needs, just as index score is not 

correlated with age. 

Insert Table 5 here 

Correlations with levels ofintellectual disabilities 

To estimate the SIS-F convergent validity, correlations with levels ofintellectual 

disabilities were conducted for each subscale and for the SIS-F index score. Like in the 
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original version, these variables should be linked. Results show that aIl these correlations 

are significant with p < .01 and, according to Cohen's mIe (1988), they are considered as 

strong (with r 2: .50) (table 6). These correlations are superior to those obtained with the 

original SIS version and were calculated with levels of intellectuai disabilities (from mild 

= 4 to profound = 1), but not with raw IQ scores or adaptive behaviors. Levels of 

intellectuai disabilities are strongly related to supports needs, as IQ and adaptative 

behaviors are in the original version. 

Insert Table 6 here 

T-tests were computed to assess the significance in the differences between 

sample means of the translated version and the original version. As demonstrated in table 

7, aIl the differences are significant at the p < .001 and explain 2 to 12% ofthe variance. 

Insert Table 7 here 

Discussion 

The aim ofthis study was to conduct a translation and a cultural adaptation ofthe 

SIS as weIl as a translated SIS version validation. Following the SIS translation and 

adaptation, the Échelle d'intensité de soutien (SIS-F) was completed for 245 target 

persons in a validation process. AlI subscales hold up with the exception of Health and 

Safety. Exploratory factor analyses strongly suggest a structure with one main factor. 

Other statistical analyses support the predominant structure and suggest the use of the 

index score to assess supports needs intensity. First, the six factors (areas) scores 
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proposed in the original version are strongly correlated with each other. Secondly, 

internaI consistency analysis results provide evidence for a strong srS-F reliability that 

support the one-factor hypothesis. Homogeneity between items and, consequently 

between them and the index score, is so strong that it leads to the conclusion that the 

items measure quite the same thing. Consequently, there are no significantly different 

factors; aIl are assessing supports needs intensity. 

For comparison purposes, it is possible to extract a five-factor structure similar to 

the original six-factor version. The difference is principaIly located on the health and 

safety related area that tends to disappear and be redistributed over four other areas: 

community activities, social activities, home living activities and employment activities. 

We could hypothesize that these items tend to scatter in different factors as they 

conceptually cover a very large range of activities in which they could require support. 

For example, needing supports to move or to avoid hazards could be equally related to 

home living, community or employment activities. Although the factor structure is 

relatively reproduced except for one factor, the difference in the structure can be 

explained by the poor four Eigen values ofthe four additional factors. Consequently, they 

explain a small percentage of the variance and forced rotation on these small factors is 

really unstable and difficult to reproduce from one sample to another, even ifthese 

samples are similar. 

From the 245 target persons, 42% have mild intellectual disabilities, 36% 

moderate intellectual disabilities, Il % severe intellectual disabilities and Il % profound 

intellectual disabilities. It is a quite good representation of the distribution of the severity 

levels of the intellectual disabilities of the persons receiving specialized services, which 
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are 50% with mild intellectual disabilities, 35% with moderate intellectual disabilities, 

10% with severe intellectual disabilities and 5% with profound intellectual disabilities 

(Tassé and Morin, 2003). However, the means and standard deviation of the domains and 

the SIS-F index score of the study are significantly different from those of the Thompson 

et al. (2004) study's sample, but accounted for only 9% of the cumulative variance. This 

difference could be explained by the severity levels' distribution. In order to respect 

ecological validity, this study' s sample is composed of a larger percentage of persons 

with miid or moderate intellectual disabilities, which reduces the means. Indeed, this 

study's sample inc1udes 42% ofpersons with mild intellectual disabilities and 36% with 

moderate intellectual disabilities while the Thompson et al. study's sample contained 

31 % (51-69 IQ) and 21 %(36-50 IQ) respectively. 

Analyses demonstrate the translated version's good discriminate and convergent 

validity. Correlations with age support the apparent absence of a link between age and 

supports needs, as in the original version. In the same way, correlations with levels of 

intellectual disabilities are strong like in the original version. It c1early proves that level 

of intellectual disabilities is related to support needs. According to the collected data, 

SIS-F reliability and validity are adequate for a tool that is used for support planning and 

not for diagnotic purposes. Consequently, the results provide evidence that the SIS-F 

translation and cultural adaptation are adequate. Therefore, the SIS-F assesses support 

needs, determines global support needs intensity, helps support needs progress follow-up 

and assesses implemented support results. 

In clinical and research applications, the use of tne index score and the raw scores 

of items is advised. Profiles (areas' scores) provide concise information about support 
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needs in several living activity areas, but should not be used individually to plan support. 

A six or five domain division is useful to ensure an apparent validity which suggests to 

practitioners that the scale covers all the living areas in which a person could need 

support. It is important to specify one more time as was empirically demonstrated, that 

correlations between domains are so strong that a person who needs high support in one 

area will inevitably need support in others. Consequently, the usefulness of separate 

domains is limited. As for the scale index score, it indicates the person's global support 

needs intensity compared to others persons with intellectual disabilities. 

An instrument validation aims at defining two fundamental aspects: what the test 

measures (validity) and its measurement precision (reliability) (Anatasi, 1994). Further 

research is necessary to determine stability of the SrS-F (test-retest reliability), as well as 

its inter-interviewer and inter-respondant reliability. Subsequently, standards should be 

established for a French speaking population to be able to interpret and compare support 

needs between persons. It is important to understand that standards are only applicable to 

the population where the sample used to establish them is extracted. Consequently, to 

interpret SrS-F results, the normative group should be the Québec francophone 

population, but not the United-States or Canadian Anglophone population. Awaiting 

standards studies, it is possible to use SrS-F to better understand and plan the support 

needs of an individual, but cannot be used to compare support needs between persons. 
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Table 1 

First Eigen values andpercentages ofexplained variance 

Initial Eigen values 

Root 
SIS-F (translated version) 

Eigen­ % ofvariance Cumulative Eigen-
SIS (original version)t 

% ofvariance Cumulative 
values % values % 

1 24.67 50.35 50.35 25.98 53.03 53.03 
2 2.88 5.88 56.23 4.27 8.71 61.74 
3 1.62 3.31 59.53 2.39 4.88 66.63 
4 1.52 3.11 62.64 1.86 3.79 70.41 
5 1.28 2.60 65.25 1.73 3.52 73.93 
6 .95 1.94 67.19 1.20 2.54 76.47 
t M.Tassé (personal communication, May 1i h

, 2005) 

Table 2 

Factorial matrix after rotation 

Factors 
Items Community Social Home living Emp10yment Learning 

B5 .81 
B8 .78 
B4 .75 .31 
B2 .74 .36 
B3 .74 
BI .73 .33 .31 
B6 .67 .36 
E3 .56 .31 
C5 .55 .37 .40 
C6 .51 .43 
El .47 .32 .38 .30 
F8 .47 .31 .30 .38 
E5 .45 .35 
D3 .77 
F4 .71 
D4 .69 .36 
F2 .34 .67 
F3 .35 .67 
FI .65 
F6 .60 .30 
Cl .59 
B7 .49 .55 
A4 .49 .38 .37 
F7 .46 
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Al .30 .46 .41 .41 
E8 .46 
C2 .34 .45 .38 
D8 .36 .45 .39 
E2 .36 .44 .38 .31 
F5 .42 
Al .43 .64 
A5 .34 .61 
A7 .30 .36 .59 
A3 .40 .57 
A8 .52 .53 
A6 .37 .44 .50 
E6 .31 .41 
E7 .34 .37 
D6 .41 .65 
D7 .62 
D5 .41 .62 
D2 .32 .33 .59 
Dl .39 .34 .50 .32 
E4 .35 .33 .48 
C8 .33 .68 
C9 .38 .59 
C3 .31 .35 .54 
C7 .32 .33 .47 
C4 .41 

Table 3 

Pearson correlations between the six factors proposed in the original version. 

Factors A. Home living B. e. D. E. 
(Life activities areas) Community Learning Employm Health / 

ent safety 
A. Home living 
B. Community .78 
C. Learning .74 .77 
D. Employment .74 .66 .78 
E. Health / safety .86 .79 .81 .79 
F. Social .76 .70 .80 .83 .78 
***All significant withp < .01 
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Table 4 

Cronbach Alphafor each area 

Areas Six areas Five areas 
Number of items Alpha Number of items Alpha 

A. Home living activities 8 .92 12 .94 
B. Community living activities 8 .95 Il .95 
C. Lifelong learning activities 9 .90 8 .90 
D. Employment activities 8 .92 6 .90 
E. Health and safety activities 8 .89 
F. Social activities 8 .90 12 .93 

Index score 49 .98 49 .98 

Table 5 

Correlations with age for each subscale andfor the SIS-F index score 

Domains Pearson Correlations 
A. Home living activities .05 
B. Communityactivities .01 
C. Lifelong learning activities -.01 
D. Employment activities -.03 
E. Health and safety activities .10 
F. Social activities -.11 
Index score .00 
*p.<.05 

Table 6 

Correlations with level ofintellectual disabilities for each subscale andfor the SIS-F 

index score and comparison to original SIS version 's correlations. 

Domains Pearson Correlations with IQ and adaptative behaviours obtained with 
correlations the original SIS version (Thompson et al., 2004) 

with levels of Correlations Correlations with the Correlations with the 
intellectual with IQ Vineland Adaptive Inventory for Client 
disabilities Behavior Scales score and Agency Planning 

score 
A. Home living -.69*** -.49 -.61 -.68 
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activities 
B. Community 
activities 

-.56*** -.37 -.57 -.31 

C. Lifelong learning 
activities 

-.61 *** -.33 -.45 -.36 

D. Employment 
activities 

-.63*** -.27 -.48 -.23 

E. Health and safety 
activities 

-.64*** -.43 -.52 -.48 

F. Social activities -.63*** -.31 -.49 -.41 
Index score -.69*** -.43 -.59 -.49 
Correlations are negative as the link between IQ and SIS scores is inverted. The more the 
IQ or adaptative behaviours index increase, the less the person needs supports. 
***p.<.Ol 

Table 7 

Differences between means ofthe original version (n=840 ta n=l004) and means ofthe 

translated version (n=245) for the six domains andfor the index score. 

SIS Domains SIS-F SIS 
(translated (original 
version) version)t 

M SD M SD dl t r/ 
A. Home living activities 36.10 19.90 44.99 18.25 1211 6.70*** .04 
B. Community activities 38.20 2.61 56.67 18.27 1247 13.26*** .12 
C. Lifelong learning activities 49.79 19.09 56.18 2.88 1234 4.40*** .02 
D. Employment activities 38.04 2.26 53.44 23.41 1197 9.66*** .07 
E. Health and safety activities 37.71 17.46 53.36 19.41 1230 11.52*** .10 
F. Social activities 35.48 19.12 49.42 22.75 1236 8.85*** 006 
Index score 235.26 104.78 311.58 104.56 1083 1.05*** .09 
t M.Tassé (personal communication, May 1i h

, 2005) 
*** p. < .001 
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ABSTRACT
 

This study explored the relation between support needs and challenging behaviors in a 
population having an intellectual disability. The study was conducted with 191 individuals aged 
from 16 to 75 years affected by either a mild or moderate intellectual disability and studied 
whether their support needs were affected by the presence of challenging behaviours as assessed 
by the Scales of Independent Behavior-Revised (Bruininks, Woodcock, Weatherman and Hill, 
1996). The results of the correlational and inferential analyses permitted us to demonstrate 
allowed it to be demonstrate that when a high frequency challenging behavior is present, the 
intensity of the support is greater overall, particularly with respect to support needs which pertain 
to social interactions and the maintenance of emotional well-being. In summary, the results 
highlight the importance of establishing specific support measures which globally target social 
skills, receptive and expressive communication, and the management of stress and anger. 
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The American Association on Mental Retardation (AAMR), in the 10th version of its 

manual on the definition of intellectual disability underlines that it is a disability which affects 

the individual functioning of an individual in a given context (Luckasson and al., 2002). The 

disability of an individual must be considered while taking account of the environment, personal 

factors and the need for individualized support. The definition inc1udes sorne underlying 

assumptions and, in the same line of thinking, the fifth assumption accompanying the definition 

proposes that the functioning of a person can be improved if appropriate and personalized 

support is received over a sustained period. Thus, theoretically, the existence of appropriate and 

personalized support could help to reduce the individual's disability thereby permitting 

participation in community activities while improving quality of life and well-being. 

The presence of challenging behaviors can have significant repercussions on the quality 

of life of a person and on integration into the community. As a consequence, being aware of the 

particular needs of support of the person who presents challenging behaviors becomes absolutely 

essential in order to promote an improvement in quality of life, the development ofpotential and 

integration into the community. 

Emerson (1995) proposes a definition which c1early explains the concept of challenging 

behavior as addressed in this study: « cultural abnormal behaviour(s) of such an intensity, 

frequency or duration that the physical safety of the person or others is likely to be placed in 

serious jeopardy, or behaviour which is like1y to seriously limit use of, or result in the person 

being denied access to, ordinary community facilities » (p.5). This definition takes into account 

not only intensity, frequency and duration in defining challenging behavior but also the impact of 

the behavior on the person or those near-by, and places emphasis on the cultural dimension 

without reference to causes. Research on the presence of challenging behaviour in people 
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presenting an intellectual disability varies considerably from 9 % ta 52 % (Borthwick-Duffy, 

1994b; Gardner and Moffat, 1990; Rojahn and Tassé, 1996). This variation in results can be 

explained, amongst others, by the choice and definition of the behaviors observed as weIl as the 

methodology used. 

Challenging behaviors are a complex phenomenon for which a number of authors have 

tried to provide possible explanations to account for the higher prevalence in persans presenting 

an intellectual disability. Emerson (2001) mentions that the identification of risk factors is 

particularly important in order to effectively target preventative interventions. A certain number 

ofpersonal and environmental characteristics have been reported as being associated with the 

highest rates of prevalence in persons with an intellectual disability. These risk factors are not 

necessarily the primary causes of challenging behaviours, but rather predispose persons ta a 

possible increase in the occurrence of challenging behaviors (Gardner and Sovner, 1994) when 

other triggering elements or psychological, biomedical or environmental contributors are present 

(Gardner, 2002). Emerson (2001) enumerates, among others, five factors that increase the 

probability challenging behaviours: sex, age ofthe person, genetic syndromes, degree of 

intellectual impairment, and presence of other deficits. 

As weIl, the greater the intellectual disability, the greater the tendency for persons to 

present challenging behaviors (Borthwick-Duffy, 1994b; Borthwick-Duffy and Eyman, 1990; 

Crocker etaI., in press; Gardner and Moffat, 1990; Marineau, St-Maur and Renaud, 1995; Mc 

Clintock, Hall and Oliver, 2003). Other deficits, disorders or syndromes can also increase the 

risk of presentation of challenging behaviors : visual or auditory impairements (Emerson, 2001), 

receptive or expressive deficits (ex: Appelgate, Matson and Cherry, 1999; Bosh, 2001; Bort, 

Fanner and Rhode, 1997; Borthwick-Duffy, 1994b; Dura, 1997; Durand, 1990; Gardner and 
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Moffat, 1990; Kevan, 2003; Mc Clintock, Hall and Oliver, 2003), poor social abilities (ex. : 

Appelgate, Matson and Cherry, 1999; Ducan and al., 1999; Gardner and Moffat, 1990; Kuhn and 

al., 2001), the presence ofmental health problems (ex. : Bihms, Poindexter and Warren, 1998; 

Borthwick-Duffy, 1994a; Charlot, 1997; Dekker, Koot, Van der Ender and Verhulst, 2002; 

Holden and Gitlesen, 2002; Moss and al., 2000), the presence of an autism spectrum disorder 

(Mc Clintock, Hall and Oliver, 2003), the presence of a genetic syndrome such as Smith­

Magenis syndrome, Prader-Willi syndrome or Lesh-Nyhan syndrome (Deb, 1996; Dykens, 

Hodapp and Finucane, 2000; Gardner and Sovner, 1994; Nyhan, 1994) and the presence of 

epilepsy (Nubukpo, Clément and Preux, 2003; Emerson, 2001; Geyde, 1998). 

A functional evaluation is thereby essential in order to better understand the dynamic 

interactions between the characteristics of the person and those ofhis environment as well as to 

identify the factors which set-off and maintain challenging behaviors (O'Neil, Homer, Albin, 

Sprague, Storey and Newton, 1997). However, to attempt to diminish challenging behaviors, it is 

important that interventions target not only the reduction of the behaviors themselves, but 

actively seek greater effects such as a change in life-style, an increase in appropriate behaviors, a 

maximization of independence, an integration and participation in the community and, in a 

global perspective, aim for an improvement in the quality oflife (Koegel, Koegel and Dunlap, 

1996; Scotti and al., 1996; Wagner, 2002).Thus, improvement in the person's quality oflife must 

be an essential component of any intervention which attempts to reduce challenging behaviors 

(Scotti and al.; Crimmins, 2000). According to Thompson et al. (2002), support can be defined 

as « as resources and strategies that promote the interests and welfare of individuals and that 

result in enhanced personal independence and productivity, greater participation in an 

interdependent society, increased community integration, and/or an improved quality oflife» (p. 
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390). Support planning becomes an important solution when attempting to reduce the existence 

of challenging behaviors by the general improvement ofthe person's functioning, well-being and 

quality of life. 

Few studies have explored the relation between the needs of support and challenging 

behaviors. In a perspective of global intervention and prevention, this study aimed to explore the 

needs of support of persons with both an intellectual disability and challenging behaviors. The 

measure employed to evaluate the needs of support was the Supports Intensity Scale (SIS; 

Thompson and al., 2004) as it permitsthe simultaneous evaluation of frequency, intensity, and 

duration of support for people 16 years and older with an intellectual disability. The Scales of 

lndependent Behavior-Revised (SIB-R; Bruininks, Woodcock, Weatherman, and Hill,1996) 

served to evaluate challenging behaviors as it is can be used rapidly with persons of allleveis of 

intellectual disability providing a general picture of these behaviors including frequency and 

intensity. Given that the prevalence of challenging behaviors varies according to the severity of 

the intellectual disability (Borthwick-Duffy, 1994b; Borthwick-Duffy and Eyman, 1990; Cracker 

and al., in press; Gardner and Moffat, 1990; Marineau, St-Maur and Renaud, 1995; Mc Clintock, 

Hall and Oliver, 2003) and that the correlations between IQ, adaptive behavior and needs of 

support are high (Lamoureux-Hébert and Morin, 2006; Thompson et al., 2002), this study will 

verify whether the intensity and support needs, as measured by the SIS-F, are differentially 

associated to the presence of problem behavior and severity of intellectual disability. 

Method 

Participants 

Participants in this study were 245 individuals (111 women, 134 men) with an 

intellectual disability aged 16 years and oIder. Their average age was 38 years (range = 16 to 75, 
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SD = 13). According to the SIB-R, 55 % of the participants presented challenging behaviors of 

which 31 % were mildly serious, 14% moderately serious, 7 % serious and 2 % very serious. The 

levels of severity of the intellectual disability were as follows : 42 % mild, 36 % moderate, Il % 

severe and Il % profound. Thirty-three percent or the persons had communication difficulties 

(use only a few words, aphasia, apraxia, dysphasia, or dyspraxia). 

Eighteen percent of the participants had genetic or chromosomal disorders of which 10 % 

had a diagnosis of Down syndrome and 2 % were with Fragile X syndrome. Almost 18% had a 

diagnosis of a Pervasive Developmental Disorder. 

According to infonnation from the respondents, 27 % of participants had a mental health 

disorder and 7 % had two comorbid disorders. However, it is important to specify that only 13 % 

ofthese disorders Were active, while the rest appeared to be stable or in remission. Of the study 

sample 7.8 % had mood disorders, 7.3 % had an anxiety disorder, 4.9 % had a behavior and 

conduct disorder, 4.1 % had schizophrenia or a psychotic disorder and 2.9% had a personality 

disorder. Of all the participants, 69 % had physical health problems, 16% had epilepsy, 13% 

gastro-intestinal problems, 8 % had cerebral paIsy and 7% had problems related to thyroid 

glands. In addition, 75 % took a medication ofwhom 45 % took more than 3 kinds for mental 

and physical health problems. 

Respondents 

No direct participation was requested on the part of the participants. The respondents 

consisted of individuals working or living with the participants and who had detailed knowledge 

of their specifie needs of support who responded to the variety of questionnaires during an 

interview. They had to have known and observed the participant in one or more environment, 
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and on several occasions. These respondents (74 % women, 26 % men) knew the participants on 

average for 4.5 years (SD = 5.6) with a range from 4 months to 30 years. Educators or staff 

working in family, work, or residential settings made up 49 % of respondents, while 36 % were 

staff working with the persons or people around them. Of the rest of the respondents, 9 % 

rnanaged intermediary resources or foster families, 3 % were social workers or human relation 

agents, and one (less than 1 %) was a parent. On average, each respondent assessed 2 

participants. 

Instruments 

Challenging behavior was assessed using the Behavior Problems subscale of the Scales of 

Independent Behavior-Revised (SIB-R) (Bruininks, Woodcock, Weathennan, and Hill, 1996). 

This scale measures the presence of eight categories ofbehavior: hurtful to self, destructive to 

property, disruptive behavior, unusual or repetitive habits, hurtful to others, socially offensive 

behavior, withdrawal or inattentive behavior, and uncooperative behavior. Furthennore, it 

assesses both the frequency and intensity ofthese behaviors. Hs' internaI reliability is good (r = 

.80) with an inter-rater reliability for the challenging behavior scale varying between .78 and .86. 

Test-retest reliability carried out on two sampIes of students with behavior problems was shown 

to vary between .74 and .88. This part of the SIB-R provides a severity profile (very serious, 

serious, moderately serious, mildly serious, normal or absence of problem) which are combined 

intO four subscales : internalized (behaviors directed toward the self such as self-injury and 

unusual or repetitive habits), asocial (inappropriate interaction with others such as socially 

offensive behaviour), externalized (behaviors directed toward a person or an object such as 

hurtful to others or destructive to property) or, genera1. As almost all respondents were French 
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speaking, a French version of Bruininks and al. (1996) was employed as translated by Aunos and 

al.	 (2000) who a method of translation recommended by Tassé and Craig (1999). 

In order to evaluate the intensity of the support needs, the translated version of the 

Supports Intensity Scale (SIS; Thompson and al., 2002), l'Échelle d'intensité du soutien (SIS-F), 

was employed. This is a French translation and a cultural adaptation of the SIS carried out by 

Lamoureux-Hébert et al. (2004), which evaluates the intensity of the support needs and provides a 

profile for a Quebec population. 

The SIS is divided into three parts: 

1.	 A Support Needs Scale grouped into six subscales : Home Living, Community Living, 

Lifelong Learning, Employment, Health and Safety, and Social. 

2.	 A Supplemental Protection and Advocacy Scale. 

3.	 An exceptional medical and behavioural support needs scale as medical conditions 

and challenging behaviours can require a high level of support, regardless of support 

needed in others life activity areas. 

For the first and the second parts, scoring is carried out with regard to three measures on a five 

point scale (0 to 4) allowing for the evaluation offrequency, daily support time, and type of 

support for each of the six subscales of the Support Needs Scale Scoring of intensity need for the 

third part is completed using a three point scale (0 to 2) as a function of necessary support (no 

support, occasional support, or intensive support). From the results obtained on the first part, this 

instrument provides a profile of the needs of support according to the six subscales of the 

Support Needs Scale and a total index of global support needs. 

The administration of the SIS takes about 30 to 45 minutes. The SIS is completed during 

a structured interview, by a qualified person, with at least two respondents who either work or 

live with the person being evaluated and who know the person for at least three months. The SIS­

F was validated on 245 persons of French speaking origin, ranging in age from 16 to 75 years, 
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who had an intellectual disability and it reproduced the sarne psychometric aspects as the original 

SIS (Lamoureux-Hébert and Morin, 2006). Analyses carried out on the translated version 

showed good construct validity. Moreover, internaI consistency was very strong, exceeding .90 

on aIl the subscales which appears to demonstrate an adequate consistency to the SIS. Alpha 

(internaI consistency) was found to be between .92 and .95 for each subscale and .98 for the 

instrument as a whole. 

Procedure 

Nine establishments serving a clientele with an intellectual disability in Quebec 

participated in the research. The resource person of each establishment was asked to select 

participants on a random basis. In order to complete the SIS-F and the SIB-R, a semi-structured 

interview of about an hour was carried out with the respondents by seven students supervised by 

the researcher. The interviewers received a prerequisite training session of six hours on 

administering the SIS-F. Regular contact by telephone or e-mail and two meetings took place 

during the period of experimentation to assure that the questionnaires were completed correctly. 

Data analysis 

Descriptive analyses investigating the hypotheticallink between support needs and 

challenging behaviors were carried out. As well, correlational analyses explored the connection 

between challenging behavior (internalized, asocial, externalized, and general) and the intensity 

of support needs (SIS-F index score), the difference between the severity and the frequency of 

the challenging behaviors on the support needs, the connections between the items of the SIS-F 

and the frequency of challenging behaviors, as weIl as the connection between exceptional 
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medica1 needs and behaviour. Finally, the moderating effect of 1eve1 of severity of intellectua1 

disability on the relation between prob1em behaviors and support needs was carried out with 

analyses of variance (ANOVA). 

Results 

Means ofthe total scores ofthe index score ofthe SIS-F 

Globally, the greater the severity ofthe intellectua1 disability, the more the support needs 

increase (Table 1). And, the more a person presents challenging behaviors the more the needs of 

support increase. Paradoxically, when a person with a severe or profound intellectua1 disability 

presents challenging behaviors (mi1d1y serious or serious) these needs of support seem to 

decrease (Figure 1). 

Insert Table 1 here 

Insert Figure 1 here 

Links between the SIB-R Subscales and the SIS-F Index score 

Correlations were carried out between the total scores of obtained on the SIB-R and on 

the SIS-F Index score (total score). For the total samp1e a11 the correlations were significant to at 

1east p < .01 (Table 2). 

Insert Table 2 here 

Since 1eve1s of severity of inte11ectua1 disability and the SIS-F Index score are very 

strong1y corre1ated, supp1ementary analyses were carried out between the SIS-F Index score for 
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each subscale of the SIB-R across the four levels of severity of intellectual disability, for the 

entire sample. The correlations are aIl significant for the groups with a mild and moderate 

intellectual disability, except for the subscale asocial behavior, for the group with a moderate 

level. 

Given the surprising results for the groups with a severe or profound intellectual 

disability (Figure 1) and the correlations (Table 3) which are significant only for the groups with 

a mild or moderate intellectual disability, the next analyses were only carried out on these two 

groups. 

Moderating efJect ofthe level ofseverity ofintellectual disability 

Given that globally, the level of severity of intellectual disability and the SIS-F Index 

score are very strongly correlated (r = .69), analyses ofvariance (ANOVA) were carried out to 

determine ifthe intensity of support needs associated with the presence of challenging behaviors 

differs according to the levels of the severity of the intellectual disability. 

The SIB-R provides for each of its four subscales (intemalized, asocial, extemalized and 

general) an index indicating the level of severity of the chaUenging behaviors on five levels 

(normal or absence of challenging behavior, mildly serious, moderately serious, serious, and very 

serious). Because of the small number of subjects in the categories serious (between 2 % and Il 

%) and very serious (between aand 2 %), these subjects were included with those at the 

moderate level resulting in only three levels, either absence ofchallenging behaviour, mildly 

serious or serious. 

Analyses of variance (ANOVA) demonstrate the principal effect of the intellectual 

disability variable which varies from F (2, 191) =17.84 to F (2, 191) = 41.12 p< .001 and which 

account for 7 to 16% ofthe variance for each of the SIB-R subscales (Table 3). With respect to 
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the principal effect of the challenging behaviors the variable intemalized F (2, 191) = Il.88 p. < 

.001 accounts for 9 % of the variance; asocial F (2,191) = 7.12 p. < .01 accounts for 6 %; 

extemalized F (2, 191) = 5.04 p. < .01 accounts for 4 %, and general F (2, 191) = 11.36 p. < .001 

accounts for 9 % de la variance. No interaction effect between intellectual disability and the 

presence of challenging behaviors is significant. demonstrating clearly the additive but non­

moderating effect of the presence of challenging behaviors on the intensity of support needs. 

Insert Table 3 here 

Principal effect ofchallenging behaviors 

The analyses of variance of the four subscales of the SIB-R and the levels ofmild and 

moderate severity of support needs (Table 3) indicate to us that there is a difference between the 

leve1 of severity of challenging behavior for each subscale of the SIB-R. On the other hand, to 

explain the principal effect of challenging behaviors, a Helmert Contrast Analysis was carried 

out on the leve1s of the challenging behaviour variable. EssentiaIly, the contrasts were carried out 

between the level absence ofchallenging behaviour (normal) and the two other levels mildly 

serious and serious (1 vs 2, 3), and then the leve1 mildly serious versus serious (2 vs 3), for aIl 

the SIB-R subscales. The difference between the absence of a behavior problem (normal) and the 

its presence (mild or serious) is significant at p <.001 whatever the subscale. However, the 

analyses between the presence of challenging behaviors mildly serious and serious (2 vs 3) are 

significant oruy for intemalized behaviors p <.01. 

Difference between the severity and the frequency ofsupport needs 

Analyses were carried out to verify if the frequency or the severity of challenging 

behavior is differential1y associated with support needs. In general, the frequency is more 



243 

strongly correlated with the SIS-F Index score than severity, irrespective of the SIB-R subscales 

(Table 4). For the SIB-R General subscale, frequency has a correlation of r = .40 (p < .001) and 

explains 16 % of the variance while severity has a weaker correlation of r = .25 (p < .001) 

accounting for only 6 % ofthe variance. 

Insert Table 4 here 

Links between the SfS-F items and the globalfrequency ofchallenging behaviors 

Overall, the SIS-F presents very strong internaI consistency and the correlations between 

the subscales are also high. Thus, it can be hypothesized that the factors do not measure very 

distinct constructs. Therefore, if one attempts to correlate a subscale such as home living 

activities with the presence ofbehavior problems, the other strongly associated subscales are 

correlated also. For this reason, different analyses were carried out with the results of the 49 

items and not with the results of the different subscales. Following the same reasoning, given 

that the correlations ofr = .41 to r = .52 between the SIB-R subscales of Internalized, Asocial, 

and Externalized, the General score was used. Tables 5 and 6 show the results of the analyses of 

correlation for the persons with a mild and a moderate intellectual disability. Only the 

correlations with a p.< .01 significance are included in these tables. Eighteen items are common 

to the two groups and none of the differences between the two groups are significant. 

Insert Table 5 here 

Insert Table 6 here 
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Exceptional medical and behavioral support needs 

Correlations were carried out to verify if the intensity of exceptional medical and 

behavioral support needs as evaluated by the third part of the SIS-F is associated with the 

presence of support needs according to the mild and moderate levels of intellectual disability (n 

= 191). The correlation between the intensity of support needs (SIS-F Index score) and 

exceptional medical support needs is r = .39 (p < .001) and accounts for 16 % of the variance 

while for exceptional behavioral needs the correlation is r = .35 (p < .001) and accounts for 12 % 

of the variance. Thus, it is possible to confirm that the presence of exceptional medical or 

behavioral support needs significantly increases the needs of general support. Moreover, the 

correlation between exceptional medical needs and behavioral needs of r = .26 (p < .01) 

accounting for 7 % of the variance al10ws us to identify a clear link between them. The 

correlation between the raw score on the SIB-R and the score obtained for exceptional needs of 

behavioral support is r =.60 which demonstrates an important link between these two 

instruments. 

Discussion 

This study aimed to explore the intensity of support needs ofpersons with an intellectual 

disability and presenting challenging·behaviors in order to have a better clinical understanding of 

the relations between support needs and these behaviors. Initial1y, this permitted us to verify if 

support needs are differential1y associated with the presence of challenging behaviors with the 

help of the Scales ofIndependant Behavior-Revised (Bruininks, Woodcock, Weatherman and 

Hill,1996). Then, given that the preva1ence of challenging behaviors varied according to the 

level of intellectual disability, this study also verified if the nature of support needs associated 
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with the presence of challenging behaviors is different according to the level of intellectual 

disability. 

The results, both surprising and contradictory to what was expected for the groups with a 

severe or profound intellectual disability, allowed hypothesizing that an important bias in the 

administration of the SIS-F influenced the results. Indeed, an after the fact (post facto) 

verification ofthe questionnaires, established that the interviewers and the respondents had a 

tendency to underscore the frequency of support needs, particularly during interviews for 

persons with a severe intellectual disability and presenting challenging behaviors. Following 

discussion with the interviewers, it was established that instead of scoring 4 in frequency to 

show a maximum of support, a zero was recorded to indicate that the living activities could not 

occur without support. Given this possible bias in the administration of the SIS-F, all the 

analyses were redone with the sample consisting only of persons with a mild or moderate 

intellectual disability. 

Additive effect ofthe presence ofchallenging behaviors 

The results c1early demonstrate the additive effect ofthe presence of challenging 

behaviors on the intensity of support needs. Whatever the level of intellectual disability (mild or 

moderate), challenging behavior increases significantly the intensity of support needs. The level 

of intellectual disability accounts for 7 to 16 % of the variance of support needs while the 

presence of challenging behaviors accounts for 4 to 9 %. Overall on the SIS-F index score, 

intellectual disability accounts for 12 % and the presence ofbehaviour problems adds 9 % Given 

that these scores are similar, it can be conc1uded that, in general, behaviour problems account as 

much for the support needs as does the level of intellectual disability (mild or moderate). 

The analyses carried out on the variable challenging behaviors (absence of challenging 
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behaviors, presence of mildly serious behaviors, presence of serious behaviors) shows a marked 

difference between the absence and the presence of challenging behaviors (mild or serious 

behaviors) on support needs. Thus the presence of challenging behaviors, mild or serious, 

increases support needs significantly. 

Frequency versus severity 

The differences between the scores related to frequency and severity of challenging 

behaviors indicate c1early that the frequency of these behaviors appears to be related to an 

increase in support needs to a greater degree. Thus, a behavior whose frequency is elevated has 

more support needs than a challenging behaviour of a serious intensity. The type of scoring used 

in the SIS-F could have influenced the results. Given that the SIS-F evaluates the intensity ofthe 

support needs by the frequency ofthe support required (scoring scale), it is possible to believe 

that a frequent behavior inflates the results compared to severe but rare behavior. 

Exceptional medical and behavioral needs 

Correlations carried out between the intensity of exceptional medical and behavioural 

support needs and the intensity of support needs according to levels of mild and moderate 

intellectual disabilities demonstrate that significant links exist between these variables. These 

results demonstrated, amongst others, that the exceptional medical and behavioral needs have 

significant links to with the support needs evaluated by the first part of the instrument. These 

findings confirm the link between the presence of challenging behaviors and support needs. 

Moreover, these results support what Thompson and al., (2004) mention: that exceptional 

medical and behavioral support needs influence the intensity of support needs. AIso, the presence 

of exceptional medical support needs is associated with the presence of exceptional behavior 
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needs. Physical health problems such as epilepsy (Nubukpo, Clément and Preux, 2003; Emerson, 

2001), and gastro-oesophageal problems (Gedye, 1998), and the pain or discomfort associated 

with these conditions (Bosh, Van Dyke, Milligranandt and Poulton, 1997) are often variables 

which could be implicated in the appearance and maintenance of challenging behaviors 

(Gardner, 2002, L'Abbé and Morin, 2001). This could explain the presence of the link between 

these two variables in this study. 

Speclj?c support needs 

Whatever the level ofseverity ofintellectual disability (mild or moderate), seven items of 

the S1S-F having at least a correlation ofr = .30 for the two levels ofseverity and accounting for 

minimally 10 % of the variance could he identified. Six of the S1S-F items are related to 

activities of social interaction: 

• Using appropriate social skills; 
• 1nteracting with the supervisor or instructor; 
• Interacting with co-workers; 
• Interacting with others in learning activities; 
• Making and keeping friends; 
• Socializing within the household. 

The seventh item is related to the maintaining ofemotional well-being such as the use of 

relaxation techniques to control anxiety, the use of adaptation strategies to control anger or, the 

use of appropriate therapeutic services. These data demonstrate that a significant relation exists 

between these support needs and the presence of challenging behaviors. These results indicate to 

us that a person with a mild or moderate intellectual disability and who presents challenging 

behaviors necessitates significantly more support needs with respect to diverse items related to 

aspects of social interactions, and even with respect to emotional well-being. However, these 

results do not tell us the direction ofthis relation which exists between them. 1s it the presence of 
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challenging behaviors which engenders more support needs with respect to social interaction or 

do social difficulties engender more challenging behaviors? 

It is difficult to know if a support need is a result of a challenging behavior or because of 

a specific deficit leading to challenging behaviors which bring about a need for specific support. 

However, it is known that the presence of certain deficits such as the lack of social skills (ex.: 

Appelgate, Matson and Cherry, 1999; Dee Ducan and al., 1999; Gardner and Moffat, 1990; 

Kuhn and al., 2001) and the lack of abilities to manage anger can increase the likelihood and 

maintenance of challenging behaviors (Benson, 2002; Gardner and Sovner, 1994). Thus, this 

study presents a supplementary look at risk factors already pointed out in the scientific literature 

by demonstrating that persons presenting challenging behaviors have greater support needs with 

respect to social interactions and to the maintenance oftheir emotional well-being. Social 

interactions are a complex phenomenon which, more than calling on social skills, requires 

expressive and receptive communication abilities (Abbeduto and Hesketh, 1997). Siperstein 

(1992) specifies that an effective interactive communication is an essential component of social 

competency. Moreover, as Kevan (2003) points out, challenging behaviors appear and are 

maintained when there is a disparity between what is communicated to the person by those 

around him others and the level ofhis receptive communication ability. Thus, knowing that a 

receptive or an expressive communication deficit is a risk factor which increases the occurrence 

of challenging behaviors (ex.: Bosh, 2001; Bott, Farmer and Rhode, 1997; Kevan, 2003; Mc 

Clintock, Hallandt Oliver, 2003), it is possible to believe that in addition to support measures 

related to social skills and interactions properly speaking, support measures for receptive and 

expressive communication must be foreseen. In conclusion, this study brought forward that to 

put emphasis on the planning and putting into place of specific support targeting social skills, 
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receptive and expressive communication management of stress and of anger as weIl as 

appropriate therapeutic services to reduce challenging behaviors. 

Limitation andfuture research 

This research globally explored what relationship could exist between support needs and 

challenging behaviors in a population of individuals diagnosed with mild and moderate 

intellectual disabilities. 

Since the level of severity of intellectual disability is a risk factor for presenting 

challenging behaviors (Borthwick-Duffy, 1994b; Borthwick-Duffy and Eyman, 1990; Crocker et 

al., in press; Gardner and Moffat, 1990; Mc Clintock, Hall and Oliver, 2003), studies must be 

carried out on the population presenting severe and profound intellectual disabilities, which 

could not be realized within the framework of this study. However, first and foremost, it must be 

assured that there is no bias in the administration of the SIS-F. It would be important to adjust 

the administration of the instrument for a population presenting the most serious levels of 

intellectual disability or having complex support needs. The scoring of the instrument risks being 

more ambiguous and complex when the support needs are greater. 
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Table 1 

Means and Standard Deviations ofthe SIS-F Index Scores by Level ofSeverity ofChallenging 

Behaviors. 

Level of severity of chaIlenging SIS-F Index Scores 

behaviors Mild Moderate Severe Profound 

(n=102) (n=89) (n=28) (n=26) 

M ÉT M ÉT M ÉT M ÉT 

Nannal 144 79 208 82 343 66 392 71 

Mildly serious 183 69 249 85 356 55 360 37 

Serious 208 52 276 50 351 79 350 61 

Table 2 

Correlations between the Subscales ofthe SIB-R and the SIS-F Index score by Level ofSeverity 

ofIntellectual Disability 

Subscales of the SIB-R SIS-F Index Scores 

Total Mild Moderate Severe Profound 

(n=245) (n=102) (n=89) (n=28) (n=26) 

Intemalized .43*** .34*** .36*** .14 .04 

Asocial .16** .27** .18 -.16 -.19 

Externalized .25*** .25** .28** -.06 -.38 

General .33*** .34*** .32** -.02 -.27 

lt is important to point out that aIl the correlations reported are negative because, according to 
the scoring of the SIB-R, the more serious a chaIlenging behavior is, the more the score is 
negative (score from -70 to 10). However, to simplify the reading of these tables, the signs were 
changed. The negative correlations became positive signifying that the more serious the 
behaviors the greater the needs for support. 
*p. < .05 ** p. < .01 *** p. < .001 
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Table 3 

Analysis ofVariance ofthe Four Factors ofthe SIB-R on the Support Needsfor the Group with a 

Mild and Moderate Intellectual Disability (n = 191) 

Source dl F p. 

Level of severity of intel1ectual disability .0002.65*** .078
mild and moderate (ID)
 
Intemalized (Int) 2 Il.88** .011
 .090 

Interaction ID X Int 2 .37 .694 .000 

Level of severity of intellectual disability .00041.12*** .162
miId and moderate (ID) 

. Asocial (Aso) 2 7.12** .001 .056 

Interaction ID X Aso 2 1.29 .277 .010 

Level of severity of intel1ectual disability 1 .00017.84*** .072
mild and moderate (ID)
 
Ex.temalized (Ext) 2 5.04** .007
 .041 

Interaction ID X Ext 2 .264 .768 .002 

Level of severity of intellectual disability .00031.52*** .120
mild and moderate (ID)
 
General (G) 2 11.36*** .000
 .087 

Interaction RM X G 2 .004 .996 .000 

*p. < .05. ** p. < .01 *** p. < .001 

Table 4 

Correlation Differences between the Results ofFrequency and Severity ofSIB-R Subscales and 

SfS-F Index score (n = 191) 

Domaines du SIB-R Index au SIS 

Fréquence Sévérité Différence p
 

Intemalized .46*** .36*** .10** .002
 

Asocial .19** .11 .08* .031
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Extemalized .31 *** .18** .13** .002
 

General .40*** .25*** .15*** .000
 

*p. < .05. ** p. < .01 *** p. < .001 

Table 5 

Correlations between Each SIS-F Item and the Results ofthe Frequency ofthe SIB-R General 

Factor for the Group with a Mild Intellectual Disability (n = 102) 

SIS-F Items r 
%of 

variance 

Utiliser des habiletés sociales appropriées t .52*** 27.04 
Socialiser avec les membres de son domicile t .48*** 23.04 
Maintenir son bien-être émotionnel t .45*** 20.25 
Interagir avec ses collègues de travail t .45*** 20.25 
Interagir avec les autres durant des activités d'apprentissage t .39*** 15.21 
Interagir avec son superviseur ou son instructeur t .37*** 13.69 
Prendre des médicaments t .37*** 13.69 
Établir et maintenir des relations d'amitié t .34*** 11.56 
Se laver, prendre soin de son hygiène personnelle et de son apparence .31 ** 9.61 

Participer à des activités communautaires préférées (église, bénévolat, etc.) .30** 9.00 
Participer à des activités récréatives et de loisirs avec d'autres personnes t .29** 8.41 
Maintenir un régime alimentaire équilibré .29** 8.41 
Participer à des activités de loisir dans la communauté .29** 8.41 
S'engager dans des relations affectueuses et intimes t .28** 7.84 
Apprendre des habiletés d'autodétermination t .28** 7.84 
Apprendre des stratégies de gestion de soi t .28** 7.84 
Visiter famille et amis t .26** 6.76 
Interagir avec des membres de la communauté t .25** 6.25 
** p. < .01 *** p. < .001 

t Common items with a significant correlation for the groups with a mild and moderate intellectual 
disability 

Table 6 

Correlations Between Each SIS-F Item and the Results ofthe Frequency ofthe SIB-R general 

Factor for the Group with a Moderate Intellectual Disability (n = 89) 

SIS-F Items r % of variance 
Utiliser des habiletés sociales appropriées t .53*** 28.09 
Socialiser avec d'autres personnes à l'extérieur de son domicile t .43*** l8A9 
Participer à des activités récréatives et de loisirs avec d'autres personnes t Al *** 16.81 
Participer aux décisions concernant son éducation et sa formation Al *** 16.81 
Interagir avec ses collègues de travail t .39*** 15.21 
Interagir avec son superviseur ou son instructeur t .38*** l4A4 
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Maintenir son bien-être émotionnel t .37*** 13.69 
Apprendre des stratégies de gestion de soi t .36*** 12.96 
Établir et maintenir des relations d'amitié t .34*** Il.56 
Apprendre et utiliser des stratégies de résolution de problèmes .34** 11.56 
Interagir avec des membres de la communauté t .33** 10.89 
Interagir avec les autres durant des activités d'apprentissage t .32** 10.24 
Éviter les dangers relatifs à la santé ou à la sécurité t .32** 10.24 
Socialiser avec les membres de son domicile t .31 ** 9.61 
S'impliquer dans le bénévolat t .28** 7.84 

** p. < .01 *** p. < .001 
t Common items with a significant correlation for the groups with a mild and moderate intellectual 
disability 

Figure Caption 

Figure 1 Means ofSIS-F Index Scores 
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