
BackgroundBackground The Global AssessmentThe Global Assessment

of Function (GAF) scale iswidelyused inof Function (GAF) scale iswidelyused in

adultpsychiatric practice andresearchbutadultpsychiatric practice andresearchbut

it has notoftenbeenused in learningit hasnotoften beenused in learning

disability, which is inherentlymoredisability, which is inherentlymore

complex.complex.

AimsAims To evaluate the reliabilityof GAFTo evaluate the reliabilityof GAF

inthe assessmentof learningdisability.in the assessmentof learningdisability.

MethodMethod GAFreliability was tested byGAFreliability was tested by

simultaneousmultiple rating of unselectedsimultaneousmultiple rating of unselected

case vignettes (case vignettes (nn¼19^25) fromhealth19^25) fromhealth

professionals of differentdisciplines, underprofessionals of differentdisciplines, under

controlledconditions.Analysis of reliabilitycontrolledconditions.Analysis ofreliability

wasmadewiththe intraclass correlationwasmadewiththe intraclass correlation

coefficient (Rcoefficient (R11) with separate assessments) with separate assessments

to determine rater bias and individualto determinerater bias and individual

performance of raters.performance of raters.

ResultsResults Theresults of three data-setsThe results of three data-sets

showedgenerallypooroverall levels ofshowedgenerallypooroveralllevels of

agreement, with Ragreement, with R11levels of 0.35 and 0.28levels of 0.35 and 0.28

and somewhat better levels for currentand somewhat better levels for current

GAF scores (RGAF scores (R11¼0.49).However, a subset0.49).However, a subset

of raterswas identified that achievedof raterswas identified that achieved

muchhigher levels (Rmuchhigher levels (R11¼0.54 to 0.74).0.54 to 0.74).

ConclusionsConclusions The GAF, in its currentThe GAF, in its current

format, isnotreliable enoughtobeusedinformat, is notreliable enoughtobeusedin

the routine assessmentof learningthe routine assessmentof learning

disability.A subgroup of raters, however,disability.A subgroup of raters, however,

have ratings that are, bycurrenthave ratings that are, bycurrent

biostatistical criteria, sufficientlyreliable.biostatistical criteria, sufficientlyreliable.
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The assessment of function in learning dis-The assessment of function in learning dis-

ability is a necessary clinical skill. Functionability is a necessary clinical skill. Function

is, however, more difficult to describe andis, however, more difficult to describe and

standardise in learning disability than instandardise in learning disability than in

other forms of psychiatric disorder, becauseother forms of psychiatric disorder, because

function is relative to the intellectual levelfunction is relative to the intellectual level

of the individual as well as to any problemsof the individual as well as to any problems

created by mental illness. Routine globalcreated by mental illness. Routine global

assessments of function are becoming moreassessments of function are becoming more

common in general psychiatry and in-common in general psychiatry and in-

creasingly are likely to be used in ordinarycreasingly are likely to be used in ordinary

clinical work, as evidence-based medicineclinical work, as evidence-based medicine

develops and quality standards becomedevelops and quality standards become

necessary to monitor performance. One ofnecessary to monitor performance. One of

the earliest published global rating scalesthe earliest published global rating scales

was the Health Sickness Rating Scalewas the Health Sickness Rating Scale

(HSRS) developed by Luborsky (1962).(HSRS) developed by Luborsky (1962).

This was revised by EndicottThis was revised by Endicott et alet al (1976)(1976)

as the Global Assessment Scale (GAS), theas the Global Assessment Scale (GAS), the

aim of which was to address the short-aim of which was to address the short-

comings of the HSRS. The GAS wascomings of the HSRS. The GAS was

subsequently modified as the Globalsubsequently modified as the Global

Assessment of Function (GAF) scale which,Assessment of Function (GAF) scale which,

since 1987 has been Axis V of the DSM–since 1987 has been Axis V of the DSM–

III–R multi-axial classificatory systemIII–R multi-axial classificatory system

(American Psychiatric Association, 1987).(American Psychiatric Association, 1987).

The GAF score is frequently recorded inThe GAF score is frequently recorded in

routine clinical practice, but no suchroutine clinical practice, but no such

general instrument exists for learning dis-general instrument exists for learning dis-

ability. As such we thought it would beability. As such we thought it would be

valuable to examine the reliability of thevaluable to examine the reliability of the

GAF in this population group and, inGAF in this population group and, in

particular, to determine whether theparticular, to determine whether the

elements of personality disorder and intel-elements of personality disorder and intel-

lectual disability, combined in this axis oflectual disability, combined in this axis of

classification, might complicate assessment.classification, might complicate assessment.

METHODMETHOD

The intention of the investigation was toThe intention of the investigation was to

replicate as nearly as possible the assess-replicate as nearly as possible the assess-

ment of clinical data in ordinary practice.ment of clinical data in ordinary practice.

The approach used was the measure ofThe approach used was the measure of

agreement between raters who scored caseagreement between raters who scored case

vignettes. An example of a case vignette isvignettes. An example of a case vignette is

shown in the Appendix. To determineshown in the Appendix. To determine

whether levels of agreement were robust awhether levels of agreement were robust a

large number of assessors were used, notlarge number of assessors were used, not

all of whom were involved in clinical prac-all of whom were involved in clinical prac-

tice with patients with learning disability.tice with patients with learning disability.

The case vignette approach is a measureThe case vignette approach is a measure

of inter-judgement agreement rather thanof inter-judgement agreement rather than

inter-observer agreement, as the elementinter-observer agreement, as the element

of observation has been removed (Bechof observation has been removed (Bech etet

alal, 1986; Hjortso, 1986; Hjortso et alet al, 1989); however it, 1989); however it

was appropriate for this enquiry since thewas appropriate for this enquiry since the

major difficulty in recording scores comesmajor difficulty in recording scores comes

from the judgement of behaviour andfrom the judgement of behaviour and

symptoms.symptoms.

Each phase of the study included theEach phase of the study included the

following stages: the selection of vignettes;following stages: the selection of vignettes;

explanation of the scoring system and ofexplanation of the scoring system and of

the completion of ratings; and analysis ofthe completion of ratings; and analysis of

data.data.

In a first phase, preliminary testing of aIn a first phase, preliminary testing of a

modified form of the GAF scale with moremodified form of the GAF scale with more

tightly defined anchor points (Hall, 1995)tightly defined anchor points (Hall, 1995)

was carried out on 48 vignettes of clientswas carried out on 48 vignettes of clients

with mild to moderate learning disabilitywith mild to moderate learning disability

by 19 raters. In a second preliminary phase,by 19 raters. In a second preliminary phase,

the original GAF scale was used and train-the original GAF scale was used and train-

ing given to all 25 raters. The seconding given to all 25 raters. The second

data-set included 38 case vignettes ofdata-set included 38 case vignettes of

clients with severe learning disability.clients with severe learning disability.

Although the 38 case vignettes wereAlthough the 38 case vignettes were

prepared to specific World Health Organ-prepared to specific World Health Organ-

ization (2002) guidelines, not all providedization (2002) guidelines, not all provided

information on the clients’ current clinicalinformation on the clients’ current clinical

presentation so that only the worstpresentation so that only the worst

symptomatology scores were recorded forsymptomatology scores were recorded for

this data-set.this data-set.

Selection of vignettesSelection of vignettes

Case vignettes were selected from the case-Case vignettes were selected from the case-

load of 12 senior psychiatrists to representload of 12 senior psychiatrists to represent

the heterogeneous psychopathology inthe heterogeneous psychopathology in

people with learning disability. This processpeople with learning disability. This process

ensured that there was a representativeensured that there was a representative

selection of case material that was hetero-selection of case material that was hetero-

geneous in nature but which correctlygeneous in nature but which correctly

reflected current practice and document-reflected current practice and document-

ation in the catchment area. The psychia-ation in the catchment area. The psychia-

trists were asked to include a summary oftrists were asked to include a summary of

the presenting problem, history findingsthe presenting problem, history findings

and course and treatment–response infor-and course and treatment–response infor-

mation, although the last of these wasmation, although the last of these was

optional.optional.

Scoring procedureScoring procedure

The vignettes were assessed independentlyThe vignettes were assessed independently

and simultaneously by 19 professionals inand simultaneously by 19 professionals in

a first phase (Table 1) and 25 in a seconda first phase (Table 1) and 25 in a second

phase (Table 2). In the first phase, all parti-phase (Table 2). In the first phase, all parti-

cipants received written course materialcipants received written course material

and 2 hours’ common introduction to scor-and 2 hours’ common introduction to scor-

ing the Modified GAF scale. In the seconding the Modified GAF scale. In the second
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phase, they received written course materialphase, they received written course material

and 2 hours’ common introduction to theand 2 hours’ common introduction to the

scoring of the original GAF. The trainingscoring of the original GAF. The training

emphasised that both scales were continu-emphasised that both scales were continu-

ous and the anchor points were only guides;ous and the anchor points were only guides;

and that although all forms of disabilityand that although all forms of disability

and symptomatology should be assessed,and symptomatology should be assessed,

some allowances should normally be madesome allowances should normally be made

for the intellectual level of the subject con-for the intellectual level of the subject con-

cerned when scoring her/his function. Forcerned when scoring her/his function. For

each vignette, during the first phase theeach vignette, during the first phase the

assessor was asked to record the GAFassessor was asked to record the GAF

score both currently and at the time ofscore both currently and at the time of

greatest dysfunction or worst score (thegreatest dysfunction or worst score (the

choice about this time being left to thechoice about this time being left to the

assessor). During the second phase, theassessor). During the second phase, the

assessor was asked to record only the worstassessor was asked to record only the worst

score.score.

Analysis of dataAnalysis of data

All data were analysed for interrater relia-All data were analysed for interrater relia-

bility using the intraclass correlation coeffi-bility using the intraclass correlation coeffi-

cient (Bartko, 1966). This is appropriate forcient (Bartko, 1966). This is appropriate for

the assessment of continuous data andthe assessment of continuous data and

allowance is made for chance associationallowance is made for chance association

in calculating agreement. Using a computerin calculating agreement. Using a computer

program BigRi (Cicchetti & Showalter,program BigRi (Cicchetti & Showalter,

1988), both overall levels of agreement1988), both overall levels of agreement

and rater bias were assessed for the raters.and rater bias were assessed for the raters.

We also applied a new reliability statisticWe also applied a new reliability statistic

that assesses examiner agreement and biasthat assesses examiner agreement and bias

in ratings on a case-by-case basis (Cicchettiin ratings on a case-by-case basis (Cicchetti

et alet al, 1997, 1999; Cicchetti & Showalter,, 1997, 1999; Cicchetti & Showalter,

1997; Baca-Garcia1997; Baca-Garcia et alet al, 2001). The step-, 2001). The step-

by-step method for data analysis isby-step method for data analysis is

described in Table 3.described in Table 3.

RESULTSRESULTS

The results are shown in Tables 1 and 2 forThe results are shown in Tables 1 and 2 for

the two phases of the study. There was athe two phases of the study. There was a

greater than twofold difference betweengreater than twofold difference between

the mean GAF scores of the raters and thisthe mean GAF scores of the raters and this

was associated with significant rater biaswas associated with significant rater bias

during the second phase of the study, mostduring the second phase of the study, most

markedly for those with poor reliability.markedly for those with poor reliability.

Examination of those with good and poorExamination of those with good and poor

reliability showed no marked differencesreliability showed no marked differences

in terms of the raters’ age, experience, disci-in terms of the raters’ age, experience, disci-

pline, gender or practice in learning disabil-pline, gender or practice in learning disabil-

ity. The reliable and unreliable raters wereity. The reliable and unreliable raters were

similar with regard to worst and best GAFsimilar with regard to worst and best GAF

s 3 3s 3 3

Table1Table1 First-phase interrater reliability of modified Global Assessment of Function (GAF) (worst/current scores)First-phase interrater reliability of modified Global Assessment of Function (GAF) (worst/current scores)11

VariableVariable Reliable assessors’ scores (Reliable assessors’ scores (nn¼8)8) Unreliable assessors’ scores (Unreliable assessors’ scores (nn¼11)11) Overall level ofOverall level of

agreement (agreement (nn¼19)19)

Mean level of agreement (RMean level of agreement (R11) (worst scores)) (worst scores) 0.63 (good)0.63 (good) 0.26 (poor)0.26 (poor) 0.35 (poor)0.35 (poor)

Mean level of agreement (RMean level of agreement (R11) (current scores)) (current scores) 0.74 (very good)0.74 (very good) 0.36 (poor)0.36 (poor) 0.49 (fair)0.49 (fair)

Assessors agedAssessors aged5545 (worst score assessors), %45 (worst score assessors), % 12.512.5 18.118.1 15.715.7

Psychiatrists (worst score assessors), %Psychiatrists (worst score assessors), % 7575 63.663.6 68.468.4

Excellent levels of agreement (Excellent levels of agreement (440.75)0.75)

(worst score assessors), %(worst score assessors), %

47.247.2 2.22.2 N/AN/A

1. Distribution of scores and reliability for GAF ratings at worst and current level of function in 48 cases rated by19 raters.1. Distribution of scores and reliability for GAF ratings at worst and current level of function in 48 cases rated by19 raters.

Table 2Table 2 Second-phase interrater reliability of original Global Assessment of Function (GAF) (worst scores)Second-phase interrater reliability of original Global Assessment of Function (GAF) (worst scores)11

VariableVariable Reliable assessors’ scoresReliable assessors’ scores

((nn¼12)12)

Unreliable assessors’ scoresUnreliable assessors’ scores

((nn¼13)13)

Overall level of agreementOverall level of agreement

((nn¼25)25)

Mean level of agreement (RMean level of agreement (R11)) 0.54 (fair)0.54 (fair) 0.15 (poor)0.15 (poor) 0.28 (poor)0.28 (poor)

Assessors agedAssessors aged5545, %45, % 2525 15.415.4 2020

Psychiatrists, %Psychiatrists, % 66.666.6 46.246.2 5656

Good or excellent levels of agreement (Good or excellent levels of agreement (440.75), %0.75), % 5.15.1 00 N/AN/A

Assessor ratings with significant rater bias, mean (s.d.)Assessor ratings with significant rater bias, mean (s.d.) 0.77 (11)0.77 (11) 3.42 (3.4)3.42 (3.4) N/AN/A

1. Distribution of scores and reliability for GAF ratings at worst level of function in 38 cases rated by 25 raters.1. Distribution of scores and reliability for GAF ratings at worst level of function in 38 cases rated by 25 raters.

Table 3Table 3 Step-by-stepmethods for interrater analysisStep-by-step methods for interrater analysis

(a)(a) We obtained an overall intraclass reliability coefficient (RWe obtained an overall intraclass reliability coefficient (R11) among all the raters in a given data-set,) among all the raters in a given data-set,

using the BigRi program (Cicchetti & Showalter, 1988).using the BigRi program (Cicchetti & Showalter, 1988).

(b)(b) We obtained a separate RWe obtained a separate RII for each rater with every other rater.for each rater with every other rater.

(c)(c) Applying the clinical or practical criteria of Cicchetti & Sparrow (1981), we classified each of theApplying the clinical or practical criteria of Cicchetti & Sparrow (1981), we classified each of the

rater Rrater R11 coefficients into one of four categories, such that: Rcoefficients into one of four categories, such that: R11 550.400.40¼poor, Rpoor, R11 between 0.40 andbetween 0.40 and

0.590.59¼fair, Rfair, R11 between 0.60 and 0.74between 0.60 and 0.74¼good and Rgood and R11 between 0.75 and 1.00between 0.75 and 1.00¼excellent.excellent.

(d)(d) We assigned a weight to each of the four categories of clinical significance, as follows: poorWe assigned a weight to each of the four categories of clinical significance, as follows: poor¼0;0;

fairfair¼1; good1; good¼2; and excellent2; and excellent¼3.3.

(e)(e) We obtained a total Clinical Level Score (CLS) for each of the raters.We obtained a total Clinical Level Score (CLS) for each of the raters.

(f)(f) We rank-ordered the CLSs from lowest to highest.We rank-ordered the CLSs from lowest to highest.

(g)(g) We located themedian CLS score across all of the raters.We located themedian CLS score across all of the raters.

(h)(h) We classified those raters whose CLSwas above themedian value as the reliable examiners; andweWe classified those raterswhose CLSwas above themedian value as the reliable examiners; andwe

classified the remaining raters, those at or below themedian, as the unreliable examiners.classified the remaining raters, those at or below themedian, as the unreliable examiners.

(i)(i) We recalculated separate RWe recalculated separate R11 values for the reliable and unreliable raters.values for the reliable and unreliable raters.
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scores in the first study, with 75% and 82%scores in the first study, with 75% and 82%

concordance for reliable and unreliableconcordance for reliable and unreliable

rater groups, respectively.rater groups, respectively.

DISCUSSIONDISCUSSION

The findings demonstrate the positive andThe findings demonstrate the positive and

negative aspects of the GAF. The ease withnegative aspects of the GAF. The ease with

which it can be applied to the wide range ofwhich it can be applied to the wide range of

patients with learning disability on thepatients with learning disability on the

basis of clinical vignettes alone, some ofbasis of clinical vignettes alone, some of

which are vague and not particularly con-which are vague and not particularly con-

ducive to quantitative assessment, showsducive to quantitative assessment, shows

the versatility of the instrument. The staffthe versatility of the instrument. The staff

involved had a wide range of professionalinvolved had a wide range of professional

expertise, and no difficulties were experi-expertise, and no difficulties were experi-

enced in understanding the instrumentenced in understanding the instrument

despite only minimum training. However,despite only minimum training. However,

the level of agreement was relatively lowthe level of agreement was relatively low

for both current and worst-case scenarios.for both current and worst-case scenarios.

It is clear from the large range of scoresIt is clear from the large range of scores

that there is considerable difficulty inthat there is considerable difficulty in

rating global function across the domainsrating global function across the domains

of personality, intellectual level andof personality, intellectual level and

symptomatology of mental state disorder.symptomatology of mental state disorder.

There was considerable rater bias in theThere was considerable rater bias in the

assessments of GAF scores, with a wideassessments of GAF scores, with a wide

variation between mean scores for eachvariation between mean scores for each

rater. The variation was associated withrater. The variation was associated with

poorer agreement. The fact that there waspoorer agreement. The fact that there was

concordance between reliable and unreli-concordance between reliable and unreli-

able raters suggests that the achieving ofable raters suggests that the achieving of

good and poor reliability is not a chancegood and poor reliability is not a chance

event and is probably accounted for byevent and is probably accounted for by

different perceptions of the GAF scale indifferent perceptions of the GAF scale in

its current form.its current form.

The findings are similar to those ofThe findings are similar to those of

Loevdahl & Friis (1996), who estimatedLoevdahl & Friis (1996), who estimated

the level of GAF agreement with 104 ratersthe level of GAF agreement with 104 raters

from 6 therapeutic centres in their assess-from 6 therapeutic centres in their assess-

ment of 5 clinical case vignettes. Systematicment of 5 clinical case vignettes. Systematic

differences between centres were up to 6differences between centres were up to 6

points, and the authors concluded thatpoints, and the authors concluded that

GAF reliability was unsatisfactory in rou-GAF reliability was unsatisfactory in rou-

tine clinical settings. However, Reytine clinical settings. However, Rey et alet al

(1995), using well-trained raters, reported(1995), using well-trained raters, reported

interrater reliability ranging from 0.83 tointerrater reliability ranging from 0.83 to

0.87 for the GAF of general psychiatric0.87 for the GAF of general psychiatric

patients in a clinical setting. The reliabilitypatients in a clinical setting. The reliability

and the validity of the GAF was also testedand the validity of the GAF was also tested

by Jonesby Jones et alet al (1995) with psychiatric(1995) with psychiatric

patients, and their trained raters had anpatients, and their trained raters had an

interrater reliability score of 0.72 for theinterrater reliability score of 0.72 for the

GAF in total.GAF in total.

Several methods could improve agree-Several methods could improve agree-

ment in learning disability. These include:ment in learning disability. These include:

(a)(a) splitting the scale into clinical andsplitting the scale into clinical and

social function sections (Tyrersocial function sections (Tyrer et alet al,,

1998);1998);

(b)(b) better standardisation of case vignettesbetter standardisation of case vignettes

(but excessive rigidity could improve(but excessive rigidity could improve

reliability spuriously);reliability spuriously);

(c)(c) formally stating that intellectual func-formally stating that intellectual func-

tion level should (or should not) betion level should (or should not) be

taken into account in making a rating;taken into account in making a rating;

(d)(d) more extensive training of raters;more extensive training of raters;

(e)(e) changing the examples given in thechanging the examples given in the

scale from those derived from generalscale from those derived from general

psychiatry to those from learningpsychiatry to those from learning

disability practice;disability practice;

(f)(f) alternatively, a major modification ofalternatively, a major modification of

the scale could be used for learningthe scale could be used for learning

disability, but this would not bedisability, but this would not be

comparable with the original GAFcomparable with the original GAF

scale.scale.

We conclude that, although in itsWe conclude that, although in its

present form the GAF scale is not suitablepresent form the GAF scale is not suitable

for general learning disability use, it is nonefor general learning disability use, it is none

the less possible to identify from among athe less possible to identify from among a

larger pool of independent examiners thoselarger pool of independent examiners those

whose ratings are, by current biostatisticalwhose ratings are, by current biostatistical

criteria, sufficiently reliable for both clini-criteria, sufficiently reliable for both clini-

cal and research applications. Specifically,cal and research applications. Specifically,

we have been able to find and cross-we have been able to find and cross-

validate subsets of reliable raters (Rvalidate subsets of reliable raters (RII valuesvalues

between 0.53 and 0.74) from among abetween 0.53 and 0.74) from among a

larger pool of clinical examiners.larger pool of clinical examiners.
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APPENDIXAPPENDIX

Sample case vignetteSample case vignette
C is a 35-year-old, single African^Caribbean manC is a 35-year-old, single African^Caribbean man
institutionalised since the age of 4 years.institutionalised since the age of 4 years.

Problems include:Problems include:

(a)(a) unprovoked, unpredictable, opportunistic agg-unprovoked, unpredictable, opportunistic agg-
ression against others, several of these incidentsression against others, several of these incidents
resulting in grievous bodily harm;resulting in grievous bodily harm;

(b)(b) propertydestruction;propertydestruction;

(c)(c) sexual attacks on vulnerable persons of bothsexual attacks on vulnerable persons of both
genders;genders;

(d)(d) self-injurious behaviour including biting, slapping,self-injurious behaviour including biting, slapping,
poking causing tissue damage;poking causing tissue damage;

(e)(e) sexual over-arousal andmasturbation;sexual over-arousal andmasturbation;

(f )(f ) antisocial behaviour, inclusive of faecal smearing,antisocial behaviour, inclusive of faecal smearing,
screaming, overactivity;screaming, overactivity;

(g)(g) poor sleep pattern.poor sleep pattern.

The above problems have been present overmost ofThe above problems have been present overmost of
his life since adolescence. Longitudinal monitoring ofhis life since adolescence. Longitudinal monitoring of
his behaviour indicates that there is a definite waxinghis behaviour indicates that there is a definite waxing
and waning of the intensity, and the pattern appearsand waning of the intensity, and the pattern appears
to be cyclical regardless of environmental and otherto be cyclical regardless of environmental and other
variables. Functional analysis demonstrates thatvariables. Functional analysis demonstrates that
there is also a clear relationship to attention-seekingthere is also a clear relationship to attention-seeking
and staff changes.and staff changes.

HistoryHistory
C comes from a close-knit but disorganised, largeC comes from a close-knit but disorganised, large
family. Very little is known about his natural fatherfamily. Very little is known about his natural father
who left home when C was an infant. Early historywho left home when C was an infant. Early history
is sparse, except that his mother had a prolongedis sparse, except that his mother had a prolonged
labour. He was described as slow and difficult fromlabour. He was described as slow and difficult from
childhood. Speech was limited to the odd word andchildhood. Speech was limited to the odd word and
noises. At the long-stay institution he continued tonoises. At the long-stay institution he continued to
be disruptive and aggressive towards other people.be disruptive and aggressive towards other people.
From the age of 12 he was sexually active andFrom the age of 12 he was sexually active and
needed constant supervision in the mixed children’sneeded constant supervision in the mixed children’s
ward to prevent attacks on both male and femaleward to prevent attacks on both male and female
children. He was admitted to a community children’schildren. He was admitted to a community children’s
unit for people with severe learning disabilityunit for people with severe learning disability
(National Health Service) and subsequently to an(National Health Service) and subsequently to an
assessment^treatment facility where he hasassessment^treatment facility where he has
remained in view of his complex needs. Intensiveremained in view of his complex needs. Intensive
work within the unit has resulted in considerablework within the unit has resulted in considerable
improvement of his activities of daily living andimprovement of his activities of daily living and
communication.communication.

FindingsFindings
On examination,C is a well-built manwho is likely toOn examination,C is a well-built manwho is likely to
be intimidating to strangers or, alternatively, over-be intimidating to strangers or, alternatively, over-
friendly. He has no dysmorphic features. He hasfriendly. He has no dysmorphic features. He has
limited eye contact and is able to communicate hislimited eye contact and is able to communicate his
basic needs using single words or very short sen-basic needs using single words or very short sen-
tences in conjunction with Makaton signs. Attentiontences in conjunction with Makaton signs. Attention
span is limited. He likes repetitive movements andspan is limited. He likes repetitive movements and
flicking as well as ritualistic tapping and slapping.flicking as well as ritualistic tapping and slapping.
Likes playing with his bodily fluids. Does not likeLikes playing with his bodily fluids. Does not like
changes in routine, repeats the same words andchanges in routine, repeats the same words and
sounds. He enjoys music, especially rhythms with asounds. He enjoys music, especially rhythms with a
strong beat. Periodically he becomes persistentlystrong beat. Periodically he becomes persistently
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over-excited, whenmeaningful communication is re-over-excited, whenmeaningful communication is re-
placed by increased episodes of hooting, screamingplaced by increased episodes of hooting, screaming
and constant slapping as well as sexual over-arousal.and constant slapping as well as sexual over-arousal.
At such times his sleep pattern becomes even moreAt such times his sleep pattern becomes even more
disrupted, reducing from about 3^5 hours at nightdisrupted, reducing from about 3^5 hours at night
to sometime less than 1 hour. Despite this he doesto sometime less than 1 hour. Despite this he does
not appear to be tired. Since his speech improved,not appear to be tired. Since his speech improved,
staff have commented that he goes through hisstaff have commented that he goes through his
whole repertoire of language parrot-fashion repeat-whole repertoire of language parrot-fashion repeat-
edly. Self-injurious behaviour is common and heedly. Self-injurious behaviour is common and he
appears to have a very high pain threshold.appears to have a very high pain threshold.

CourseCourse
Management has particular emphasis on social-skillsManagement has particular emphasis on social-skills
training.The behaviour problems have responded intraining.The behaviour problems have responded in
a limited way as a result of the specialist input, struc-a limited way as a result of the specialist input, struc-
ture and discipline, within the unit. Nevertheless,ture and discipline, within the unit. Nevertheless,
he continues to need intensive supervision at allhe continues to need intensive supervision at all
times and has been detained under Section 3 of thetimes and has been detained under Section 3 of the
Mental Health Act since 1990, following a seriousMental Health Act since 1990, following a serious
physical attack on a fellow resident. The cyclicity ofphysical attack on a fellow resident. The cyclicity of
his hyperactivity inclusive of escalation of behaviourhis hyperactivity inclusive of escalation of behaviour
problems and sleep disorder has been muchproblems and sleep disorder has been much
reduced by the current regimen of medication.reduced by the current regimen of medication.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Ratings of global function using the Global Assessment of Function (GAF) scale inRatings of global function using the Global Assessment of Function (GAF) scale in
learning disability are not reliable for ordinary clinical practice.learning disability are not reliable for ordinary clinical practice.

&& Reliability is better for current function than for a description of worst lifetimeReliability is better for current function than for a description of worst lifetime
function.function.

&& The interaction between intellectual disability level, personality, behaviouralThe interaction between intellectual disability level, personality, behavioural
status andmental symptomatologymay need to be acknowledged in scoringstatus andmental symptomatologymay need to be acknowledged in scoring
instructions.instructions.

LIMITATIONSLIMITATIONS

&& Ratings of global functionwere compared using the case vignettemethod only.Ratings of global functionwere compared using the case vignettemethod only.

&& Most of the raters were not familiar with the GAF scale before the study.Most of the raters were not familiar with the GAF scale before the study.

&& The quality of the case vignettes was variable and, even though this reflectedThe quality of the case vignettes was variable and, even though this reflected
ordinary clinical practice, it could have influenced levels of agreement.ordinary clinical practice, it could have influenced levels of agreement.
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