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Abstract

Introduction: Children with atypical development often present
behavior problems that impair their psychosocial adaptation.
Objective: To describe the cultural adaptation to Brazilian
Portuguese of the Behavior Problems Inventory (BPI-01), as well
as preliminary indicators of instrument reliability and validity.
Methods: The process involved translation, back-translation, and
cultural adaptation of the instrument. Psychometric properties
(reliability and validity) were assessed comparing scores obtained
with the BPI-01, the Wechsler Intelligence Scales for Children
and Adults, the Child Behavior Checklist for Ages 6-18 (CBCL/6-
18), and the Autism Screening Questionnaire (ASQ). The sample
comprised 60 children (30 typically developing and 30 atypically
developing).

Results: The cultural adaptation process was considered adequate.
Internal consistency of the BPI-01 was satisfactory, with a
Cronbach’s alpha of 0.65 for the self-injurious behavior scale, 0.82
for stereotyped behaviors, and 0.91 for aggressive/destructive
behaviors. Considering a mean frequency of 0.5, the receiver
operating characteristic (ROC) curve revealed 80% sensitivity and
3% specificity in the stereotyped behavior scale, 50 and 10% in
aggressive/destructive behaviors, and 76 and 6% in self-injurious
behaviors, respectively. Low-to-moderate correlations were
observed between BPI-01, ASQ, and CBCL/6-18 scores.
Conclusion: BPI-01 showed good psychometric properties,
with satisfactory preliminary indicators of reliability, convergent
validity, and sensitivity for the diagnosis of atypical development.
Keywords: Intellectual disability, inventory, reliability, validity,
behavior problems, psychological assessment.

Resumo

Introdugdo: Criancas com desenvolvimento atipico frequentemente
apresentam problemas de comportamento que prejudicam sua
adaptagdo psicossocial.

Objetivo: Descrever o processo de adaptagdo cultural para
portugués do Brasil do Behavior Problems Inventory (BPI-01), bem
como indicadores preliminares de sua fidedignidade e validade.
Método: O processo envolveu as etapas de tradugdo, retrotradu-
cdo e adaptagdo cultural do instrumento. Para a verificagdo das
propriedades psicométricas (fidedignidade e validade), foram com-
parados os escores obtidos com o BPI-01, as Escalas de Inteligén-
cia Wechsler para Criangas e Adultos, o Inventério dos Comporta-
mentos de Criangas e Adolescentes de 6 a 18 anos (CBCL/6-18)
e 0 Questionario de Rastreamento de Autismo (Autism Screening
Questionnaire, ASQ). A amostra foi composta por 60 criangas (30
com desenvolvimento tipico e 30 com atipico).

Resultados: O processo de adaptacdo cultural foi considerado ade-
quado. A consisténcia interna do BPI-01 foi satisfatéria, com alfa de
Cronbach de 0,65 para a escala de comportamentos autoagressivos,
0,82 para comportamentos estereotipados e 0,91 para comporta-
mentos agressivos/destrutivos. Considerando-se uma frequéncia
média de 0.5, a curva receiver operating characteristic (ROC) verifi-
cou sensibilidade de 80% e especificidade 3% na escala de compor-
tamentos estereotipados, 50 e 10% para comportamentos agressi-
vos/destrutivos, e 76 e 6% para comportamentos autoagressivos,
respectivamente. Foram verificadas correlagdes de baixas a modera-
das entre os escores do BPI-01, do ASQ e do CBCL/6-18.
Conclusdes: O BPI-01 apresentou boas caracteristicas psicométricas,
com indicadores preliminares satisfatorios de fidedignidade, validade
convergente e sensibilidade para o diagndstico de desenvolvimento
atipico.

Descritores: Deficiéncia intelectual, inventério, fidedignidade,
validade, problemas de comportamento, avaliagéo psicoldgica.
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Introduction

People with intellectual disability often present a typical
behavioral repertoire with varying degrees of severity,
including aggression, self-injury, and stereotyped
behaviors. Behavior problems can cause physical injury
to the aggressors themselves and to other individuals,
impairing adaptation to social environments, including
the family and school*® - a scenario that underscores
the importance of assessing this phenomenon and
plan interventions when necessary. Some examples
of typical aggressive responses are kicking, pushing,
biting, scratching, and destroying things. With regard
to self-injury, the responses most commonly reported
are self-biting, self-hitting (different body parts), self-
scratching, self-pinching, inserting foreign bodies into
body openings, skin picking, hair pulling, and teeth
grinding. Among stereotyped behaviors, the body,
gestural, and verbal behaviors most widely investigated
include oddly moving parts of the body, whirling, rubbing
hands, clapping, screaming, smelling objects or parts of
the body, and staring firmly at parts of the body and/or
objects.??

Many of the instruments designed to assess
behavior problems related with aggression, self-injury,
stereotyped behaviors, irritability, and other indicators
of social adaptation in people with intellectual disability
are available in English language only. Examples include
the Adaptive Behavior Scale,® the Reiss Screen for
Maladaptive Behaviors,” Assessment of Dual Diagnosis,®
Repetitive Behavior Scale - Revised,® Modified Overt
Aggression Scale,®and the Behavior Problems Inventory
(BPI-01).!

In Brazil, two studies have described the cross-cultural
adaptation and preliminary validation of instruments that
assess overall indicators of behavior problems, namely,
the Aberrant Behavior Checklist (ABC)!* and the Child
Behavior Checklist for Ages 6-18 (CBCL/6-18).2 The
latter instrument has undergone preliminary validation of
the version for ages 4-18 and can be used in children with
both typical and atypical development,’3 as it assesses
different behavior problems characteristic of children
with both types of development (withdrawal, anxiety,
thought problems, aggression, self-injury, stereotyped
behaviors, challenge, and attention problems, among
others).!?

For the ABC,!! in turn, only partial data are available
regarding its cross-cultural adaptation to Brazilian
Portuguese. ABC scales assess irritability/agitation/
crying, lethargy/social withdrawal, stereotypic behavior,
hyperactivity, and inappropriate speech. According to
previous studies, this instrument allows to measure
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these behavior problems and to evaluate treatment
response.'* Notwithstanding, it does specifically assess
behavioral repertoires associated with aggression, self-
injury, and stereotyped behaviors often observed in
people with intellectual disability and requiring close
monitoring.'* The availability of standardized instruments
focusing on these behavior problems could help identify
and treat these problems. In contrast, the absence of
such instruments poses difficulties to many healthcare
and education professionals.® !

Differently from the ABC,'* the BPI-01 was
specifically developed to assess aggression, self-injury,
and stereotyped behaviors. The BPI-01 is aimed at
people with intellectual disability and severe psychiatric
disorders of different ages and adaptive functioning
levels.! BPI-01 items were developed based on literature
reviews of other reference instruments, which helped
compose its scales (self-injurious behavior, stereotyped
behavior, and aggressive behavior).®

The present study was motivated by the need still
observed in Brazil for standardized instruments to assess
specific behavior problems. The objectives of the study
were divided into two stages, as follows: 1) to describe
the translation and cultural semantic adaptation of the
BPI-01 into Brazilian Portuguese; and 2) to describe
preliminary indicators of instrument validity. The
first page involved translation, back-translation, and
conceptual review of the instrument. The second stage
assessed preliminary indicators of internal consistency,
convergent validity, sensitivity and specificity of the
adapted instrument. Psychometric data are considered
preliminary due to the small sample size analyzed.

Method
Data collection

The present study was approved by the Research
Ethics Committee of Universidade Presbiteriana
Mackenzie (protocol no. CEP/UPM no. 1219/04/2010
and CAAE no. 0027.0.272.000-10). The author of the
original version of the BPI-01 authorized the translation
and cultural adaptation of the instrument into Brazilian
Portuguese.

Data collection was conducted in two stages. In the
first page, the instrument was translated into Brazilian
Portuguese, back-translated into English, and then each
item was conceptually revised to generate the final writing
of the Brazilian version of the inventory. In the second
stage, a pilot study was conducted to assess preliminary
indicators of validity of the adapted instrument.
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Translation protocol

Data obtained during instrument translation, back-
translation, and conceptual review were analyzed
according to the recommendations of Pasquali?* for
psychological scales. Translation and back-translation
were performed independently by bilingual professionals
with expertise in development and developmental
disorders. Following translation, the inventory was back-
translated into English. Finally, each item comprising the
inventory was subjected to conceptual review to compare
translated and back-translated items against the original
version of the instrument. This step was carried out with
the participation of the two translators involved and the
group of authors. The clarity and objectivity of each item
included in the resulting Portuguese version was also
evaluated by a focal group lasting for approximately 1
hour and including eight mothers of children with atypical
development. The final Brazilian Portuguese version of
the BPI-01 is presented in Appendix 1.

Participants

A total of 60 children and adolescents aged 6 to 18
years and their caretakers (parents and/or guardians)
were included. The only caretaker inclusion criterion was
being with the child for at least 6 hours daily. Children
were divided into two groups paired by sex and age. One
group included 30 children and adolescents with atypical
development and different developmental disorders
diagnosed by pediatric neurologists and geneticists. Of
these, 22 attended regular schools and eight attended
special schools. The other group comprised 30 children
and adolescents with typical development and no mental
disability. Overall characteristics of both groups are
presented in Table 1.

Instruments

All the scales used in the study are described below.

Wechsler Intelligence Scales for Children Aged
6-16 (WISC-III)** and Wechsler Intelligence
Scales for Adults over Age 16 (WAIS-III).!” These
scales were used to assess mental disability and/or
normal intelligence development in the groups. The
participants’ intelligence quotient (IQ) was calculated
based on results obtained with the block design and
vocabulary subtests.!81°

Translated Brazilian version of the BPI-01.! This
questionnaire was answered by the caretakers. The BPI-
01 includes 52 items divided into three scales covering
three types of behavior problems. The translated,
adapted version of the instrument resulting from the
first stage of the study as described below was used.
Each behavior problem item was rated according to its
frequency (never = 0, monthly = 1, weekly = 2, daily = 3,
hourly = 4) and severity (mild = 1, moderate = 2, severe
= 3). The self-injurious behavior scale includes 14 items;
the stereotyped behavior scale, 24; and the aggressive/
destructive behavior scale, 11 items. The caretaker is
asked to rate only those behaviors that have occurred
at least once over the past 2 months. In addition to the
behaviors described, each scale includes one item where
the informer can report any other behavioral problems
not covered by the instrument.

Brazilian version of the CBCL/6-18.2 This
instrument was also answered by the caretakers, with a
focus on the children’s behavior in the past 6 months. The
CBCL/6-18 assesses different competences in the areas of
activities, social relationship, and academic performance,
and also covers behavior problems through different
scales. Raw scores are converted into standardized
T scores according to the child’s/adolescent’s age and

Table 1 - Overall characteristics of participants according to age, type of development, and diagnosis

Group/diagnosis Male Female
Atypical development (n = 30) (mean age: 11.3£2.9)
Williams syndrome 9 9
Autism 4 0
Down syndrome 1 1
Prader-Willi syndrome 4 1
Idiopathic mental retardation 1 0
Typical development (n = 30) (mean age: 11.4£2.8)
No disorder 19 11
Total (n = 60) 38 22
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sex.'? These T scores, in turn, allow to classify behavioral
profiles into three categories, namely, normal, threshold,
and clinical. The behavior problems assessed by the
CBCL/6-18 include syndrome-based scales for anxiety/
depression, withdrawal/depression, somatic complaints
(this scale was excluded from the analysis), social
problems, thought problems, attention problems, rule-
breaking behavior, and aggressive behavior. In addition,
the following scales are based on the Diagnostic and
Statistical Manual of Mental Disorders (DSM): affective
problems, anxiety problems, somatic problems, attention
deficit/hyperactivity problems, oppositional defiant
problems, and conduct problems. Other measures include
internalizing problems (including anxiety/depression,
somatic complaints, and withdrawal/depression),
externalizing problems (rule-breaking behavior and
aggressive behavior), and the total emotional/behavioral
problem scale.*? This inventory was included in our
study to assess preliminary indicators of the validity
of the Brazilian version of BPI-01, as the internalizing,
externalizing, and total problem scales contain items
that measure constructs similar to those of the BPI-01,
e.g., self-injury, stereotyped repetitive movements, odd
behaviors, cruelty, destructive behavior, and aggressive
behavior towards others, among others.

Autism Screening Questionnaire (ASQ).2° This
questionnaire includes 40 questions organized into the
following scales: reciprocal social interaction, social
communication, and repetitive stereotyped behavior.
Questions are closed and each can be scored with 0
(behavior absent) or 1 (behavior present). A score of
15 is considered the cutoff point for the presence of
invasive development or autism spectrum disorders, and
a score of 22 is considered enough to diagnose autism.
The questionnaire should be answered by the parents
or guardians of individuals aged 4 years or older with
suspected autism spectrum disorders.?° The ASQ includes
items that are compatible with those present in the BPI-
01 for the assessment of stereotyped behaviors, e.g.,
mannerisms, odd ways of moving hands and/or fingers,
moving parts of the body, etc. This questionnaire was
included so that we could assess preliminary indicators of
validity of the Brazilian Portuguese version of the BPI-01.

Data analysis

Internal consistency was measured using Cronbach’s
alpha coefficients, with item-total correlation and
alpha coefficient (in case an item had to be excluded).
Coefficients were interpreted as follows: alpha values
above 0.80 were considered desirable; values between
0.60 and 0.80 were considered recommended for
clinical practice; and values below 0.60 were considered
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acceptable for use in research only (not recommended
for clinical practice). As a result, any alpha value above
0.60 was interpreted to indicate satisfactory internal
consistency within the scope of the present study.??

The occurrence of behavior problems in the group
with atypical development vs. the control group was
compared using the nonparametric Mann-Whitney test,
with significance set at p < 0.05. This nonparametric
test was used because the requirements for the use
of parametric tests were not met, i.e., the measures
employed did not show a normal distribution and were
not of interval, as they resulted from the conversion of
Likert scales into scores. Because of our small sample
size, in this analysis we chose to dichotomize the
frequency of behavior problems assessed by the BPI-01
into 1 and 0, with score 1 accounting for the presence
of behaviors monthly, weekly, daily, and hourly, and 0
accounting for the absence of behaviors (never).

Convergent validity was assessed using Spearman’s
correlation coefficient, comparing BPI-01 scores vs.
ASQ and CBCL/6-18 scores. Results showing p < 0.05
were considered statistically significant. Sensitivity and
specificity were assessed using the receiver operating
characteristic (ROC) curve for different frequency cutoff
points. This measure was used to distinguish between
children in the atypical development group and those in
the other group. For this analysis, dichotomized mean
scores obtained in each of the three scales comprising
the BPI-01 were calculated, followed by calculation of
the arithmetic mean of each scale of the BPI-01.

Results

Translation, back-translation, and conceptual
review

During conceptual review of the translated and
back-translated versions in comparison with the original
version of the instrument, three non-compatible
items were identified in the back-translated version of
the stereotyped behavior scale. In two of them, the
translation choice was maintained, but in the third case
and adaptation was deemed necessary, as follows: the
original “Spinning own body” was translated as “Girar
o préprio corpo” and back-translated as “Spinning,”
however the translated version was maintained as was;
the original “Maintaining bizarre body postures” was
translated as “Manter posturas corporais estranhas” and
back-translated as “Maintain weird body postures,” but
again the final translated version was maintained as was;
conversely, the original item “Gazing at hands or objects”
was translated as “Esfregar-se” and back-translated as
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“Gaze steadily at one’s hands or objects” - this item was
adapted and rendered in the final translated version as
“Esfregar-se com as mdos ou com objetos.”

Mothers taking part in the focal group considered
unclear item 5 of the self-injurious behavior scale. In
the original English version, this item was rendered as
“Vomiting and rumination (deliberate regurgitation of
swallowed food with rumination).” Following the back-
translation and conceptual review stages, this item was
presented in Brazilian Portuguese as “Vomitar e ruminar,
vomito deliberado da comida ingerida com ruminacdo.”
Based on the considerations made in the focal group,
it was rewritten and rendered as “Vomitar e ruminar,
regurgitar de propdsito comida ingerida com ruminagdo.”

Pilot study for the preliminary assessment
of internal consistency, convergent validity,
sensitivity, and specificity of the translated
instrument

Preliminary indicators of internal consistency
(instrument reliability) revealed a Cronbach’s alpha
of 0.65 in the self-injurious behavior scale. Item-total
correlations were low to moderate overall, which may
explain the relatively low coefficient obtained, probably
a result of the great variety of behaviors included in this
category. In the stereotyped behavior scale, Cronbach’s
alpha was 0.91, revealing adequate internal consistency.
Finally, the Cronbach’s alpha coefficient obtained for the
aggressive/destructive behavior scale was 0.82, also
satisfactory.

Assessment of mental disability and/or normal
intelligence development using the WISC-III** and
WAIS-IIIY allowed to identify two samples, namely,
one without mental disability and the other with mental
disability of varying degrees according to the DSM-1V,
i.e., IQ below 80 (compatible with the classification of
intellectually disabled).?*> The number of participants
with intellectual disability was distributed as follows in
the atypical development group: six children showed
moderate mental disability (mean IQ = 47.8), 18 mild
mental disability (mean IQ = 60.9), two children had
borderline mental disability (mean IQ = 77), and four
children showed a mean IQ value of 82.7, corresponding
to absence of mental disability but intelligence below
the average. The 30 children with typical development
presented IQ values ranging from 80 to 129 (mean =
122.3), corresponding to absence of mental disability.
Comparison of behavior problems between the two
groups revealed that all frequency means obtained in
the BPI-01 scales were higher in the group with mental
disability than in the group without disability, pointing
to a higher number of behavior problems in the former
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Table 2 - Mean frequency and severity
of behavior problems in the two groups (n = 30 each)

BPI-01 scales/groups Mean + SD P

Self-injurious behaviors

Frequency
Atypical 1.73+1.62
Typical 0.07+£0.25 0.001
Severity
Atypical 1.73+1.62
Typical 0.07+£0.25 0.001
Stereotyped behaviors
Frequency
Atypical 3.43+4.52
Typical 0.07+£0.37 0.001
Severity
Atypical 3.43+4.52
Typical 0.07+£0.37 0.001
Aggressive/destructive behaviors
Frequency
Atypical 1.57+2.18
Typical 0.20+£0.76  0.002
Severity
Atypical 1.57+2.18
Typical 0.20+£0.76  0.002

BPI-01 = Behavior Problems Inventory; SD = standard deviation.
Mann-Whitney nonparametric test.

group, with statistically significant differences in terms
of both frequency and severity of the problems assessed
(Table 2).

Table 3 shows Spearman’s correlation coefficients
obtained for BPI-01 scores vs. ASQ and CBCL/6-18
scores. Preliminary indicators of convergent validity of
the BPI-O1 in relation to the ASQ revealed adequate
coefficients for the self-injurious and stereotype behavior
scales, whereas the aggressive/destructive behavior
scale showed poorer correlations. With regard to the
CBCL/6-18, most scales showed positive and statistically
significant correlations with BPI-01.

Sensitivity and specificity, analyzed based on the
area under the ROC curve, yielded values of 0.86 for the
self-injurious behavior scale, 0.88 for the stereotyped
behavior scale, and 0.70 for the aggressive/destructive
behavior scale. Preliminary results of the pilot study
conducted to establish possible cutoff points to
differentiate between the groups are shown in Table 4.
In all scales, a frequency of 0.5 was the one that best
allowed to distinguish between the group with atypical
development and the control group, with 80% sensitivity
and 3% specificity in the stereotyped behavior scale,
50% sensitivity and 10% specificity in the aggressive/
destructive behavior scale, and 76% sensitivity and 6%
specificity in the self-injurious behavior scale.
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Table 3 - Spearman correlation coefficients between BPI-01, ASQ, and CBCL/6-18 scores

BPI-01 - Self- BPI-01 - Stereotyped BPI-01 - Aggressive/
injurious behaviors behaviors destructive behaviors
Rho P Rho p Rho P
ASQ 0.42 < 0.001 0.49 < 0.001 0.28 0.03
CBCL/6-18
Syndrome-based scales
Anxiety/depression 0.47 < 0.001 0.47 < 0.001 0.13 NS
Withdrawal/depression 0.38 0.003 0.46 < 0.001 0.38 0.011
Social problems 0.64 < 0.001 0.73 < 0.001 0.45 < 0.001
Thought problems 0.68 < 0.001 0.77 < 0.001 0.47 < 0.001
Attention problems 0.64 < 0.001 0.72 < 0.001 0.46 < 0.001
Rule-breaking behavior 0.42 0.001 0.45 < 0.001 0.32 0.012
Aggressive behavior 0.55 < 0.001 0.54 < 0.001 0.50 < 0.001
DSM-oriented scales
Affective problems 0.51 < 0.001 0.52 < 0.001 0.23 NS
Anxiety problems 0.53 < 0.001 0.57 < 0.001 0.27 0.035
Attention deficit/hyperactivity problems 0.57 < 0.001 0.61 < 0.001 0.42 0.001
Oppositional defiant problems 0.46 < 0.001 0.42 < 0.001 0.31 0.014
Conduct problems 0.41 0.001 0.48 < 0.001 0.53 < 0.001

ASQ = Autism Screening Questionnaire; BPI-01 = Behavior Problems Inventory; CBCL/6-18 = Child Behavior Checklist for Ages 6-18; DSM = Diagnostic and
Statistical Manual of Mental Disorders; NS = non-significant.

Table 4 - Sensitivity and specificity (ROC curve) considering frequencies of behaviors assessed in the BPI-
01 (cutoff points to distinguish between children with typical vs. atypical development)

Behavior frequency

BPI-01 scales cutoff points Sensitivity Specificity
Stereotyped behaviors 0.50 0.80 0.03
1.50 0.40 0.03
2.50 0.33 0.00
3.50 0.30 0.00
6.00 0.23 0.00
8.50 0.16 0.00
10.00 0.13 0.00
11.50 0.06 0.00
14.50 0.03 0.00
18.00 0.00 0.00
Aggressive/destructive behaviors
0.50 0.50 0.10
1.50 0.33 0.03
2.50 0.26 0.03
3.50 0.23 0.03
4.50 0.10 0.00
5.50 0.06 0.00
7.00 0.03 0.00
9.00 0.00 0.00
Self-injurious behaviors 0.50 0.76 0.06
1.50 0.43 0.00
2.50 0.30 0.00
4.00 0.10 0.00
5.50 0.03 0.00
7.00 0.00 0.00

BPI-01 = Behavior Problems Inventory; ROC = receiver operating characteristic.
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Discussion

In the first stage of this study, which consisted of
the translation and back-translation of the BPI-01, most
of the back-translated items were equivalent to their
original versions in English. Results of the focal group
were positive with regard to the conceptual review
undertaken, as only one item raised doubts, whereas
all the remainder were adequately understood by
participating mothers.

Assessment of instrument reliability based on
Cronbach’s alpha coefficients showed adequate
indicators of internal consistency for two of the scales
comprising the BPI-01, namely, stereotyped behaviors
and aggressive/destructive behaviors, and acceptable
ones for the third scale, self-injurious behavior scale.
It is possible that our small sample size has caused
aggressive/destructive behaviors to vary greatly and, as
a result, show poor internal consistency. This hypothesis
should be confirmed in future studies conducted in Brazil
with larger samples (for instance, Lundqvist* assessed
915 subjects with intellectual disability and observed
better internal consistency indicators for the BPI-01, also
using Cronbach’s alpha coefficients).

Inter-group comparison revealed a higher number
of behavior problems in the atypically developing group,
which is compatible with previous findings.?* In addition,
as also described by Rojahn et al.,! stereotyped and self-
injurious behaviors were more frequent in the group of
atypically developing children.

Convergent validity indicators based on the analysis
of correlations between BPI-01 and ASQ scores showed
that only self-injurious and stereotyped behaviors as
assessed by the BPI-01 showed moderate coefficients
with the ASQ. Different results were observed for the
aggressive/destructive behavior scale, where a low
correlation was found. To some extent, we did not expect
to find moderate correlations among all scales, as not all
the constructs measured by the BPI-01 are also found in
the ASQ (for example, the latter does not include items
specifically directed at the assessment of aggression).
Notwithstanding, the ASQ includes items that assess
self-injurious and stereotyped behaviors, both gestural
and verbal, which may have contributed to the higher
correlations obtained for a mean frequency of 0.50 in the
self-injurious behavior and especially in the stereotyped
behavior scales of the BPI-01.

Convergent validity between CBCL/6-18 and BPI-
01 scores revealed positive, statistically significant
correlations for most scales. The CBCL/6-18 has been
used to describe behavioral profiles of children with
developmental disorders and mental or intellectual
disability.?>?° Based on the correlations found, we could
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argue that the presence of behavior problems identified
by the BPI-01 may suggest the presence of other
behavior problems assessed by the CBCL/6-18.

The ROC curve, more precisely the area under the
curve, was used in an attempt to identify cutoff points to
differentiate between children with typical and atypical
development. A test is sensitive when it is able to detect
individuals with a given characteristic. Specificity, in
turn, for diagnostic purposes, refers to the test’s ability
to accurately detect the absence of a diagnosis. Taking
into consideration that no data are currently available
on the sensitivity and specificity of the English, original
version of the BPI-01,® the present ROC analyses
indicate possible cutoff points to distinguish between
behavior problems in children with typical vs. atypical
development (despite the preliminary nature of such
analyses given our small sample size). We should
also emphasize that the values here assessed reflect
dichotomized mean scores obtained for each scale.

Of the three scales comprising the BPI-01, the self-
injurious behavior scale was the one with the highest
specificity. Indeed, these are behavioral problems more
frequently observed in people with atypical development
or chronic psychotic disorders.3*-32 Future studies
are warranted to assess larger samples, broader age
ranges, levels of education, as well as other types of
neurobehavioral developmental disorders.

Future studies should include larger samples and
calculate correlations for the frequency and severity of
each behavior problem. On the one hand, aggressive
behaviors may occur rarely but with extreme severity;
on the other, it is possible to find reports of frequent
episodes of self-biting, however of mild severity.
Because the BPI-01 evaluates behavior considering
these two criteria (frequency and severity), it can help
in the decision-making process, favoring more objective
treatment decisions based on individual needs.!

Conclusion

Within the goal of producing a Brazilian Portuguese
version for the BPI-01, the conceptual review of all items
after their translation and back-translation allowed to
check back-translated items against the regional scale
and make adjustments where necessary. Moreover,
the focal group contributed to further adapting the
instrument and making it accessible to the caretakers of
children with atypical development included in the pilot
study.

Application of this new, adapted version to a small
sample showed that the correlation between BPI-
01, CBCL/6-18, and ASQ scores was adequate, i.e.,



that preliminary convergent validity indicators were
acceptable. Notwithstanding, future studies should be
conducted to identify other psychometric indicators. In
addition, the ROC curve here obtained revealed that
self-injurious behavior problems were the ones that best
allowed to differentiate between children with typical
and atypical development. In the other two scales, in
turn, cutoffs were higher and did not show a satisfactory
relationship between sensitivity and specificity.

Future studies with larger and more heterogeneous
samples are warranted to validate and further standardize
the instrument for use in the Brazilian population. These
studies will allow to assess the influence of other factors
(e.g., age, education level, sex, intelligence level,
adaptive functioning, psychosocial stimulation, type of
developmental disorder, and speech abilities, among
others) on the presence of behavior problems, especially
self-injurious and stereotyped behaviors, in children with
both typical and atypical development.
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Anexo

IPC

THE BEHAVIOR PROBLEMS INVENTORY
(BPI-01)

INVENTARIO DE PROBLEMAS DO COMPORTAMENTO
(IPC-01)

Johannes Rojahn, Ph.D.

Instrumento traduzido e adaptado por Maria Cristina Triguero Veloz Teixeira, Luiz Renato
Rodrigues Carreiro, Alessandra Gotuzo Seabra, Gisele da Silva Baraldi.

Nome:

RG:

Data:

(Para garantir confidencialidade, mantenha esta folha separada do restante do instrumento.)

O BPI-01 pode ser usado gratuitamente em pesquisas n&o financiadas em pequena escala que
abranjam trabalho clinico sem fins comerciais. Clinicas particulares, hospitais, escolas e outras
organizagdes que desejem usar o BPI-01 em rotinas de avaliagéo, ou pesquisadores que
pretendam usa-lo em projetos de pesquisa com apoio financeiro devem contatar o Prof Dr.
Johannes Rojahn <jrojahn@gmu.edu>.

© 2001, Johannes Rojahn
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INVENTARIO DE PROBLEMAS DO COMPORTAMENTO

Cliente

RG:

Idade:

anos meses

Etnia/Racga:

Py

) euro-americano

afro-americano

asiatico, ilhas do Pacifico

indio americano/esquimoé/alelte
hispano-americano branco
hispano-americano negro
origem étnica mista

) outro/prefere nao responder

— N N N N

Inteligéncia:

Superior (Ql >130)

Média (Ql 71-130)

Retardo mental leve (Ql 56-70)
Retardo mental moderado (Ql 41-55)
Retardo mental severo (Ql 26-40)
Retardo mental profundo (Ql <26)
Desconhecida

Teste de QI utilizado:

Py

) Stanford Binet
Slosson
Leiter
WISC

Outro. Favor especificar:

)
)
)
) WAIS
)
)

Desconhecido.

Sexo: () masculino () feminino

Informante

Relagao com o cliente:

PRy

pai biolégico
guardido ou pai adotivo

professor da equipe do programa dia
psicologo
responsavel pelo caso
especialista do comportamento
) outro

el
)
)
) sem relag&o de parentesco
)
)
)
)

Quanto tempo geralmente permanece com o cliente por dia?
Ha quanto tempo conhece o cliente?

Resumo dos Resultados do IPC

Subescalas

Pontuacgéo de frequéncia

Pontuacéo de severidade

Comportamento de
autoagressao

Comportamento
estereotipado

Comportamento
agressivo/destrutivo

© 2001, Johannes Rojahn
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Instrugoes

Nas paginas seguintes vocé encontrarg definigbes gerais seguidas de descri¢cdes especificas de
trés tipos de problemas de comportamento: comportamentos de autoagressado (itens 1-15),
comportamentos estereotipados (itens 16-40) e comportamentos agressivos ou destrutivos (itens
41-52).

Por favor, indique quais comportamentos vocé observou a pessoa nos ultimos dois meses
circulando o numero no quadrado adequado para indicar: (a) com que frequéncia o
comportamento descrito geralmente ocorre (frequéncia) e (b) qudo problematico é este
comportamento (severidade).

Se o comportamento nao foi observado durante os ultimos dois meses, escolha “nunca” (ou seja,
numero “0”).

Pontuacgao

Abaixo apresentamos exemplos de trés itens pontuados para o comportamento de uma pessoa
chamada Jane:

1. Jane nunca foi vista mordendo a si prépria (escolha “nunca” ou “0” para o item 1).

2. Entretanto, Jane da tapas e socos no préprio rosto. Quando nao é observada ela o faz
quase constantemente (escolha “o tempo todo” ou “4” na escala de frequéncia para o item
2). Este comportamento potencialmente causa sérios danos e Jane tem calos espessos
em sua testa (escolha “grave” ou “3” na escala de severidade).

3. Jane também da tapas nas proéprias coxas, isso acontece com menos frequéncia, mais ou
menos a cada cinco ou dez dias (escolha “semanalmente” ou “2” na escala de frequéncia
do item 3). Entretanto este comportamento tem sido uma grande preocupag¢ado por ter
causado sérios machucados (escolha “severo” ou “3” na escala de severidade do item 3).

4. Para obter a pontuacdo da subescala para esses trés itens, some os valores numéricos
dos quadrados selecionados, separadamente para as escalas de frequéncia e severidade.

Frequéncia Severidade

Nunca Mensalmente | Semanalmente | Diariamente | O tempo todo Leve Moderada Grave

1 Morder a si préprio (com tal X 1 2 3 4 1 2 3

forca que a marca dos
dentes pode ser vista por
algum tempo; vermelhidao
ou corte na pele podem
ocorrer)

2 | Bater na cabega com a mao 0 1 2 3 X 1 2 X

ou com outra parte do corpo
(por exemplo, tapas no
rosto, bater o joelho contra a
testa) com ou contra objetos
(por exemplo, jogar-se
contra a parede, bater na
cabega com um brinquedo).

3 Bater no préprio corpo 0 1 X 3 4 1 2 X

(exceto cabega) com as
ma&os ou outra parte do
corpo (por exemplo, chutar-
se, dar tapas nos bragos ou
coxas) com ou contra
objetos (por exemplo, bater
nas pernas com um bastao,
socar a parede).

Frequéncia total | 6 Severidade total | 6

© 2001, Johannes Rojahn
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Comportamento de autoagressao
Definigdo geral: Comportamento de Automutilagdo (CAA) causa dano ao corpo da prépria pessoa, isto é, o dano ja

forma e sao caracteristicos daquela pessoa.

ocorreu ou é esperado caso o comportamento ndo seja tratado. Os CAA ocorrem repetidamente da sempre mesma

Frequéncia

Severidade

Nunca

Mensalmente

Semanalmente | Diariamente

O tempo
todo

Leve

Moderada

Grave

Morder a si préprio (com tal forca que
a marca dos dentes pode ser vista por
algum tempo (vermelhiddo ou corte na
pele podem ocorrer)

Bater na cabega com a méao ou com
outra parte do corpo (por exemplo,
tapas no rosto, bater o joelho contra a
testa) com ou contra objetos (por
exemplo, jogar-se contra a parede,
bater na cabeca com um brinquedo).

Bater no préprio corpo (exceto
cabega) com as maos ou outra parte
do corpo (por exemplo, chutar-se,
tapas nos bragos ou coxas) com ou
contra objetos (por exemplo, bater nas
pernas com um bastéo, socar a
parede).

Arranhar-se (com tal forca que a
vermelhidédo da pele seja visivel, corte
na pele também pode ocorrer)

Vomitar e ruminar (vomito deliberado
da comida ingerida com ruminacéo)

Beliscar-se (com tal forga que a
vermelhiddo da pele seja visivel, corte
na pele também pode ocorrer)

Pica: levar a boca ou engolir objetos
que nado se deve por na boca ou
engolir por motivo de higiene ou saude
(itens n&o alimenticios, tais como
fezes, grama, papel, lixo, cabelo)

Inserir objetos em orificios do corpo
(nariz, orelha, anus, etc.)

Arrancar unhas das méos ou pés

10

Inserir os dedos em orificios do corpo
(por exemplo, cutucar os olhos, dedo
no anus, etc.)

1"

Ingerir ar que resulte em abdémen
estendido

12

Puxar o cabelo (arrancar mechas de
cabelo)

13

Beber excessivamente (mais do que
trés litros por dia)

14

Ranger os dentes (evidéncias de
dentes rangidos)

15

Outro:

Frequéncia total

Severidade total

© 2001, Johannes Rojahn
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Comportamento Estereotipado
Definicdo geral: Comportamentos estereotipados que parecem pouco usuais, estranhos ou inapropriados para uma pessoa
comum. Sao atos voluntarios que ocorrem repetidamente e da mesma forma e sdo caracteristicos daquela pessoa.
Entretanto eles NAO causam dano fisico.
Frequéncia Severidade
Nunca Mensalmente Semanalmente Diariamente O tempo Leve Moderada Grave
todo
16 Balancar para frente e para tras 0 1 2 3 4 1 2 3
17 | Cheirar objetos 0 1 2 3 4 1 2 3
18 Girar o préprio corpo 0 1 2 3 4 1 2 3
19 | Acenar ou balancar os bragos 0 1 2 3 4 1 2 3
20 Balancar a cabeca 0 1 2 3 4 1 2 3
21 Rodopiar, girar em torno de algo 0 1 2 3 4 1 2 3
22 Fazer movimentos corporais 0 1 2 3 4 1 2 3
repetitivos
23 Contar os passos 0 1 2 3 4 1 2 3
24 | Girar coisas 0 1 2 3 4 1 2 3
25 Fazer movimentos repetitivos 0 1 2 3 4 1 2 3
com as maos
26 Gritar e berrar 0 1 2 3 4 1 2 3
27 Cheirar o préprio corpo 0 1 2 3 4 1 2 3
28 Pular 0 1 2 3 4 1 2 3
29 Rodar objetos 0 1 2 3 4 1 2 3
30 Correr repentinamente 0 1 2 3 4 1 2 3
31 Fazer movimentos complexos 0 1 2 3 4 1 2 3
com as méos e dedos
32 Manipular objetos repetidamente 0 1 2 3 4 1 2 3
33 | Exibir continuamente movimentos 0 1 2 3 4 1 2 3
dos dedos
34 | Esfregar-se 0 1 2 3 4 1 2 3
35 Olhar fixamente para as méaos ou 0 1 2 3 4 1 2 3
objetos
36 Manter posturas corporais 0 1 2 3 4 1 2 3
estranhas
37 Bater palmas 0 1 2 3 4 1 2 3
38 | Fazer caretas 0 1 2 3 4 1 2 3
39 Balancar as méos 0 1 2 3 4 1 2 3
40 Outro: 0 1 2 3 4 1 2 3
Frequéncia total Severidade total
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Comportamento agressivo/destrutivo
Definigdo geral: comportamentos agressivos ou destrutivos sdo agbdes ofensivas ou ataques manifestos deliberados em
diregdo a outros individuos ou objetos. Ocorrem repetidamente da mesma forma e sdo caracteristicos daquela pessoa.
Frequéncia Severidade
Nunca Mensalmente Semanalmente Diariamente O tempotodo | Leve | Moderada | Grave

41 Bater em outros 0 1 2 3 4 1 2 3
42 | Chutar os outros 0 1 2 3 4 1 2 3
43 Empurrar os outros 0 1 2 3 4 1 2 3
44 | Morder os outros 0 1 2 3 4 1 2 3
45 | Agarrar e puxar os outros 0 1 2 3 4 1 2 3
46 | Arranhar os outros 0 1 2 3 4 1 2 3
47 Beliscar os outros 0 1 2 3 4 1 2 3
48 | Cuspir em outros 0 1 2 3 4 1 2 3
49 | Agredir verbalmente os 0 1 2 3 4 1 2 3

outros
50 Destruir coisas (por 0 1 2 3 4 1 2 3

exemplo, rasgar roupas,

jogar cadeiras, quebrar

mesas)
51 Ser malvado ou cruel (por 0 1 2 3 4 1 2 3

exemplo, pegar brinquedos

ou comida de outros,

intimidar outros)
52 | Outro: 0 1 2 3 4 1 2 3

Frequéncia total Severidade total
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