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Abstract
Rett syndrome (RTT) is a severe neurodevelopmental disorder associated with multiple
neurobehavioral abnormalities. The Rett Syndrome Behaviour Questionnaire (RSBQ) was
developed for pediatric RTT observational studies. Because its application has expanded to
adult and interventional studies, we evaluated the RSBQ’s psychometric properties in six
pediatric (z=323) and five adult (= 309) datasets. Total and General Mood subscale scores
had good reliability. Clinical severity had no influence on RSBQ scores. Exploratory and
confirmatory factor analyses yielded 6 pediatric and 7 adult clinically relevant and
psychometrically strong factors including the original Breathing Problems and Fear/Anxiety
subscales and the novel Emotional and Disruptive Behavior subscale composed of items
from the original General Mood and Nighttime Behaviours subscales. The present findings
support additional evaluations and improvements of an important RTT behavioral measure.

Rett syndrome (RTT), Rett Syndrome Behavioural Questionnaire (RSBQ), adult,
pediatric, psychometrics
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Background

Rett Syndrome (RTT), a neurodevelopmental
disorder affecting approximately 1 in 10,000
females, is the second most common cause of
severe intellectual disability (ID) in females
(Leonard et al., 1997). Over 95% of individuals
with RTT have mutations in the X-linked methyl-
CpG-binding protein (MECP2) gene (Amir et al.,
1999), which encodes a protein (MeCP2) involved
in synaptic development and maintenance (Ge-
melli et al., 2006; Kaufmann et al., 2005). The
disorder is still diagnosed clinically as there are
individuals who present with the RTT phenotype
and do not carry pathogenic MECP2 mutations as
well as individuals with MECP2 mutations who
display non-RTT phenotypes. Genotype-pheno-
type studies have demonstrated clinical profiles,
including overall severity, associated with the most
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common MECP2 mutations (Cuddapah et al.,
2014; Neul et al., 2008).

Diagnostic criteria for RTT have evolved over
the past 40 years. Currently, core symptoms
include a history of regression of purposeful hand
use and spoken language, followed by a variable
recovery or stabilization; gait abnormalities; and
distinctive hand stereotypies. Presence of all four
criteria is required for the diagnosis of “classic” or
“typical” RTT and two to three criteria for the
diagnosis of “variant” or “atypical” RTT. The
latter also requires the presence of at least five out
of 11 supportive criteria (e.g., breathing distur-
bances when awake, abnormal muscle tone,
inappropriate laughing/screaming spells), all of
which are also common in individuals with classic
RTT (Neul et al., 2010; Percy et al., 2010).
Although abnormal behaviors are not among the
core criteria for RTT diagnosis, they have been
recognized as an important feature of the disorder
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(Hagberg et al., 1983) and have been included in
the supportive diagnostic criteria (Neul et al.,
2010). Early reports of behavioral abnormalities in
RTT focused on autistic-like features, including
social withdrawal during the regression period
(Mount, Charman et al., 2003; Olsson & Rett,
1990; Wulffaert et al., 2009; Young et al., 2008).
During the subsequent decades, the range of
abnormal behaviors associated with RTT has
expanded to include anxiety-like symptoms, mood
instability, disruptive behavior, and repetitive and
perseverative behaviors (Barnes et al., 2015;
Buchanan et al., 2019; Robertson et al., 2006).
Although some of these atypical behaviors may
represent communicative attempts in individuals
with minimal verbal communication, they have a
negative impact on the quality of life of individ-
uals with RTT and their families.

Several studies have pointed out the inconsis-
tent and often confusing diagnostic terminology
and the diverse methodology for evaluating
behaviors as either traits or clinical problems in
RTT. This is in part due to the early use of ad hoc
instruments and unstructured data collection.
Implementation of standardized surveys and
questionnaires for abnormal behaviors, comple-
mented by larger-scale natural history studies
(Anderson et al., 2014; Buchanan et al., 2019;
Cianfaglione et al., 2015), have allowed a more
detailed and systematic characterization of RTT’s
behavioral phenotype (Mount et al., 2001;
Mount, Hastings et al., 2002, 2003). Standardized
instruments have included the Anxiety, Depres-
sion, and Mood Scale (ADAMS) (Esbensen et al.,
2003) and the Developmental Behaviour Check-
list (DBC; Einfeld & Tonge, 1995; Mount,
Hastings et al., 2003). Although such standardized
instruments have been used in other neurologic
disorders, their adequacy for RTT has been
questioned due to its severe impairments in
communication and motor function. The publi-
cation by Mount and colleagues of the Rett
Syndrome Behaviour Questionnaire (RSBQ;
Mount, Charman et al., 2002), the first disorder-
specific instrument for evaluating behavior in
RTT, represented a major advance in the field by
providing a quantitative framework for assessment
of a wide range of behavioral symptoms com-
monly seen in these individuals.

The original aim of the RSBQ was to
determine whether there was a specific behavioral
phenotype associated with RTT that differentiated
it from children with severe ID of other causes
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(Mount, Charman et al., 2002). Their study
included 143 girls with RTT and 85 girls with
severe ID of diverse or unknown etiology. The
resulting 45-item, 8-domain, caregiver-completed
assessment was derived through an iterative
process. The researchers first narrowed down the
items that were rated significantly higher in RTT
than in severe ID. Next, item-total score correla-
tions were conducted to ensure that the items in
the scale were significantly associated with the
total score. To define subscales, a principal
component analysis (PCA) was conducted to
define clusters of symptoms that tended to go
together. Finally, test-retest reliability and internal
consistencies were calculated for the derived
subscales. Similar profiles were identified for
individuals with classic RTT and for the entire
subject sample (Mount, Charman et al., 2002).
The development of the RSBQ was undoubt-
edly a major contribution to the field. It has been
applied to studies examining different aspects of
behavior in RTT, including specific domains (e.g.,
anxiety, social impairment; Barnes et al., 2015;
Kaufmann et al., 2012), relationship with other
impairments (e.g., sleep; Leven et al., 2020), and
genotype-phenotype correlations (Robertson et al.,
2006). However, use of the RSBQ has been
expanded far beyond its initial purpose to include
observational studies in adults with RTT and
assessment of efficacy in FDA-regulated clinical
trials (Glaze et al., 2019; Khwaja et al., 2014;
O’Leary et al.,, 2018). Several researchers have
recently voiced concerns regarding the generaliz-
ability of the RSBQ to alternate contexts and its
psychometric properties (Barnes et al., 2015; Hou
et al., 2020). Specifically, as the scale was validated
on children, items and/or subscales may not be
appropriate for use in adults with RTT. Regarding
psychometric properties, the RSBQ uses a limited
range 3-point Likert scale (0 = Not True, 1 =
Somewhat or Sometimes True, 2 = Very True or
Often True), which results in many items
exhibiting floor or ceiling responses and non-
normal distributions at the item and subscale
levels. Additionally, the originally established
subscales were defined based on a PCA. However,
more recent exploratory factor analysis estimation
methods (e.g., weighted least squares means and
variance adjusted [WLSMV]) may be better suited
for this type of non-normal, narrow-range, ordinal
data. Availability of reference values on the RSBQ
for data interpretation of the wide range of
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applications of the instrument is also an unmet
need in the field.

To address the aforementioned gaps in the
RSBQ’s psychometric characterization and pro-
vide data for potential refinements in its content
and structure, we designed the current age-
stratified, comprehensive cross-sectional psycho-
metric analysis of RSBQ scores at the item,
subscale, and total score levels using a large,
international, multicenter RSBQ dataset represent-
ing in combination over 300 children and 300
adults with RTT. We aimed at answering the
following research questions:

1.  What is the range of item, subscale, and total
scores in large pediatric and adult RSBQ
datasets?

2. Which components of pediatric and adult
RSBQ have strong psychometric features?

3. Are the original RSBQ factors replicated by
exploratory and confirmatory factor analyses
in large pediatric and adult samples?

4. If new RSBQ factors emerge, do they have
better psychometric features than the original
ones?

Methods
Sample

Data were obtained from six pediatric and five
adult RSBQ datasets (AussieRett, Prescreening,
Danish, InterRett, RettBe [pediatric only|, and
UK) of individuals with RTT, representing in
combination 323 children and 309 adults. Oper-
ationally, pediatric and adult components of each
dataset were considered as separate units. Age was
available for all subjects. Datasets came from
previously approved observational studies of both
clinic and community samples with both “classic”
and “atypical” RTT. When available, genetic
mutations were obtained from the original source
data and were classified as either mild
(p-Argl33Cys, p.Arg294X, p.Arg306Cys, and 3’
truncations), moderate (p.Thrl58Met), or severe
(p-Argl06Trp, p.Argl68X, p.Arg255X, p.Arg270X
mutations, and large deletions) based on pub-
lished genotype-phenotype severity profiles (Beb-
bington et al., 2008; Cuddapah et al., 2014; Neul
et al., 2008). Details about sample characteristics,
RSBQ administration, and other original study
details can be found in Supplementary Tables 1
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and 2, available at https://www.rettsyndrome.org/
research/research-publications/RSBQ-tables.

No identifying data were available for any
dataset. Local and reference ethics committees
reviewed and approved the sharing, combining,
and analysis of these de-identified datasets.

Statistical Methodology

Descriptive Statistics

Descriptive statistical analyses were performed
using the Statistical Package for the Social Sciences
(SPSS; IBM, Inc.). Pediatric and adult datasets
were analyzed separately.

RSBQ scores were characterized at the item,
subscale, and total levels. Two overall scores were
calculated. “Total” (i.e., the sum of all 45 items)
and “Total Subscale Score” (TSS) (i.e., the sum of
all subscale items included, based on the original
subscales defined by Mount and colleagues
[Mount, Charman et al., 2002] or on EFA-derived
subscales). Standardized descriptive metrics in-
cluded measures of central tendency, score
variability, and dispersion of score distribution;
tests of normality and equal variance; and
measures of scale reliability (internal consistency)
and relationships between individual items. Data
was visualized using frequency histograms. For
analytical purposes, a strong scale/subscale profile
was defined as an entire range of possible scores,
similar mean and median (up to 5% difference),
absence of high (greater than +1 or less than —1)
skewness or kurtosis, good to excellent Cronbach’s
alpha, nonsignificant Tukey’s non-additivity test,
and significant Hotelling’s test (all last three,
measures of reliability).

Following descriptive analyses of each indi-
vidual dataset and the entire combined pediatric
and adult datasets, subscale and total score
comparisons were made between individual data-
sets and between clinical severity groups. The
comparisons included data distribution and infer-
ential analyses, specifically ANOVA with Tukey
HSD post-hoc analyses, effect size and observed
power, tests of equality of means, and homogene-
ity of variances.

Factor Analyses

Exploratory (EFA) and confirmatory (CFA) factor
analyses were performed using SPSS and Mplus
Version 8.4 (Muthén & Muthén, 2017). To
evaluate the validity of the original subscales in
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the current pediatric and adult combined datasets,
we first replicated the original extraction method
(PCA with orthogonal or Varimax rotation;
Mount, Charman et al., 2002) limiting the model
to 8 factors. Second, we used EFA extraction
methods: Maximum-Likelihood (ML), Unweight-
ed (Ordinary) Least-Squares (ULS), and WLSMV;
first limiting the model to 8 factors, then allowing
unlimited factors. For EFA, factor extraction
employed Promax and Geomin (oblique) rotations
(Norris & Lecavalier, 2010). We considered
WLSMV the main analysis, as it is preferred for
Likert scales with narrow score range and high
correlation between items (Kidd et al., 2020;
Norris & Lecavalier, 2010) as is the case with the
RSBQ. Across extraction methods, items included
in the factors were based on significance factor
loading of > 0.4. Factors were selected based on
models for which the root mean square error of
approximation (RMSEA) was < 0.05 and the
comparative fit index (CFI)/Tucker-Lewis index
(TLI) was > 0.95 (Aman et al, 2020; Hu &
Bentler, 1999; Kidd et al., 2020).

PCA and EFAs were conducted initially in the
entire combined pediatric and adult dataset respec-
tively. For CFA, each pediatric and adult dataset
was divided into development and validation
subsets corresponding to a random selection of
60% and 40% of subjects, respectively, as reported
(Raspa et al., 2020). The development subset was
used for factor extraction using the WLSWV
method as previously described. The validation
subset was employed for confirming the factor
structure, also applying WLSWYV but with slightly
more relaxed fit parameters: RMSEA < 0.08 and
CFI/TLI > 0.90, as reported (Hu & Bentler, 1999;
Raspa et al., 2020; Schreiber et al., 2006).

Following EFA and CFA, the best pediatric
and adult RSBQ factor solutions were subjected to
descriptive statistical characterizations comparable
to those applied to the original factors/subscales.
The proposed novel factor names are presented
herein with quotation marks to differentiate them
from the original factor names proposed by Mount
and colleagues (Mount, Charman et al., 2002).

Results
Descriptive Features
Pediatric Datasets

Descriptive analyses of pediatric RSBQ _ scores
revealed substantial variability among datasets. A
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large proportion of items and subscales demon-
strated positive skewing or negative kurtosis.
Despite this variability, Total scores and TSS
tended to be normally distributed and, in the case
of the combined pediatric dataset, also showed
good reliability parameters. Scores at the item level
were less variable, in part because of the narrow
possible range for each item (0-2). The only
original subscale displaying a strong profile,
reflecting a relatively normal distribution and
good reliability, was the General Mood. The
Breathing Problems subscale also displayed many
of the strong features; however, several datasets
showed high negative kurtosis for this subscale.

Table 1 summarizes key descriptive parame-
ters for the combined pediatric dataset: age, item-
level scores, total scores (all 45 items), original
subscale items (38 out of 45), and original subscale
scores (8 subscales) while Supplementary Tables 1
and 2 contain descriptive statistics for the
individual datasets and additional descriptive
parameters for the combined dataset, respectively.
Supplementary Figure 1 (all supplementary mate-
rial available at https://www.rettsyndrome.org/
research/research-publications/RSBQ-tables) dis-
plays frequency histograms for the distributions
of item-level, subscales, and total scores of the
combined pediatric dataset.

Supplementary Table 3 summarizes two sets
of comparisons involving Total, TSS, and subscale
scores. The first set of analyses corresponds to a
comparison of the six individual pediatric datasets.
The second set corresponds to a comparison
between groups of different clinical severity (mild,
moderate, severe), based on their MECP2 muta-
tions. Reflecting the wide range of scores, Total
scores and TSS were significantly different as
determined by all applied tests. This variability
was reflected in most, but not all, subscales.
Moreover, although mean and median variances
were comparable for Total, TSS, and most
subscale scores, the Hand Behaviours and Walk-
ing/Standing subscales had significantly different
variances. In contrast with these dataset compar-
isons, the clinical severity groups were not
different in any parameter.

Adult Datasets

The adult RSBQ scores displayed a similar pattern
to the pediatric data, with a large proportion of
items and subscales demonstrating positive skew-
ing or negative kurtosis. Total scores and TSS were
relatively normally distributed and had good
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Pediatric and Adult Descriptive Statistics Combined Datasets

Total Pediatric Combined
Dataset (N = 323)

Total Adult Combined
Dataset (N = 309)

Range Range
Mean (SD) Median (Min—Max) Mean (SD) Median (Min-Max)
Age 10.51 (4.34) 1095 1.60-18.24 26.48 (7.54) 24.53 18.00-64.02
Average item-level score 0.91 (0.75) 0.93 0-2 0.84 (0.75) 0.78 0-2
Total Score (45 items) 40.85 (15.72) 40.00 3-88 37.88 (14.23) 37.00 6-79
Subscale Items (38 items) 34.11 (13.32) 33.00 3-79 32.02 (12.20) 31.00 668
General Mood Subscale (8 items) 6.47 (4.23) 6.00 0-16 6.28 (4.17) 6.00 0-16
Breathing Problems Subscale 4.47 (3.10) 4.00 0-10 4.20 (2.93) 4.00 0-10
(5 items)
Hand Behaviors Subscale 7.97 (2.79) 8.00 0-12 8.08 (2.73) 9.00 0-12
(6 items)
Repetitive Face Movements 3.40 (2.17) 3.00 0-8 2.61 (1.97 2.00 0-8
Subscale (4 items)
Body Rocking/Expressionless Face 4.74 (2.28) 5.00 0-12 4.48 (2.18) 4.00 1-11
Subscale (6 items)
Nighttime Behaviors Subscale 1.55 (1.66) 1.00 0-6 1.23 (1.57) 1.00 0-6
(3 items)
Fear/Anxiety Subscale (4 items) 3.97 (2.17) 4.00 0-8 343 (2.11) 3.00 0-8
Walking/Standing Subscale 1.59 (1.42) 2.00 0-4 1.71 (1.54) 2.00 0-7

(2 items)

reliability parameters; the latter was also true for
the General Mood subscale. Mutation-based
clinical severity influenced only one adult subscale
(Walking/Standing) with higher RSBQ scores
associated with lower overall clinical severity.
Similar to the pediatric datasets, scores at the item
level were less variable, in part because of the
narrow possible range for each item (0-2).

Table 1 summarizes key descriptive parame-
ters for the combined adult dataset; Supplemen-
tary Tables 4 and 5 (all supplementary material
available at https://www.rettsyndrome.org/
research/research-publications/RSBQ-tables) con-
tain data for each of the five individual adult
datasets and additional descriptive parameters for
the combined dataset, respectively. Supplementa-
ry Figure 2 displays frequency histograms for the
distributions of item-level, subscales, and total
scores of the combined adult dataset.

Supplementary Table 6 summarizes the two
sets of comparisons of the five individual adult
datasets and the three clinical severity groups. As
for the pediatric datasets and reflecting their score
variability, adult Total scores and TSS were
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significantly different and differences between
datasets were reflected in most but not all
subscales. Moreover, half of the subscales had
significant differences in their mean and/or
median variance (including Hand Behaviours,
Repetitive Face Movements, Nighttime Behav-
iours, and Walking/Standing). In contrast with
these dataset comparisons, the MECP2 mutation-
based severity groups were only different in their
Walking/Standing means with the mild group
significantly higher than the severe group (2.04 vs.
1.07, p < 0.001).

Comparison of the combined pediatric and
adult datasets revealed slightly higher scores at the
item, subscale, and Total levels for the former,
with exception of the Hand Behaviours and
Walking/Standing subscales that showed higher
means in the adult dataset. There was also greater
variability in the adult dataset, as manifested by
subscale mean and median variance and number
of individual datasets with Total or subscale scores
with high skewness or kurtosis: 38% for pediatric
and 48% for adult datasets. Reliability was also
lower in the adult combined dataset than in the
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pediatric one, affecting three subscales in the
former (Hand Behaviours, Repetitive Face Move-
ments, Walking/Standing) and only one in the
latter (Body Rocking/Expressionless Face).

Factor Analysis

Pediatric Factor Analyses

We began by performing PCA on the combined
pediatric dataset. The 8-factor PCA replicated
three original factors: 2 (Breathing), 7 (Fear/
Anxiety), and 8 (Walking/Standing) and approx-
imated another two original factors (1, General
Mood) and (3, Hand Behaviours). The unlimited
analyses identified 11 factors, with two original
factor replications (2 and 7) and several other
approximated factors. Interestingly, Factor 1 in
both 8- and 1l-factor solutions constituted a
combination of the original factors 1 and 6
(General Mood and Nighttime Behaviours,
respectively), including mood abnormality-like
and disruptive behaviors. Both novel PCA-based
factor structures incorporated more items into
factors than the original report (42 and 43 vs. 38
items in the original report). The novel 8-factor
solution’s contribution to score variance was
comparable to the original one (~53%) and, as
expected, the 11-factor solution had a higher
cumulative variance (~61%).

The most interpretable EFA solutions were
the ones restricted to 8 factors, with the WLSMV-
based showing the best fit parameters. Item
loadings for the pediatric WLSMV 8-factor
solution are presented in Table 2. Although
unlimited EFA solutions made greater contribu-
tions to the cumulative variance or had slightly
better fit parameters, they were more difficult to
interpret or had lower clinical relevance. When
compared to the original factor structure, the
novel pediatric WLSMV 6-factor solution dem-
onstrated mild reduction of variability and
substantial increase of reliability (i.e., Cronbach’s
alpha and other parameters), as illustrated by the
descriptive statistics in Supplementary Table 7
(also available at https://www.rettsyndrome.org/
research/research-publications/RSBQ-tables). It
was also characterized by a novel Factor 1 (12
items, “Emotional and Disruptive Behavior,”
average factor loading = 0.68, Cronbach’s alpha
0.90) composed of items from the original General
Mood and Nighttime Behaviours factors (with
originally published average factor loadings of
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0.67 and Cronbach’s alpha of 0.88 and 0.73,
respectively). The WLSMV 8-factor solution also
produced factors that replicated the original Factor
2 in items, factor loadings, and Cronbach’s alpha
(Novel Factor 2 [5 items, “Breathing Problems,”
average factor loading = 0.68, Cronbach’s alpha
0.80]) and the original Factor 7, but with
improved factor loading and Cronbach’s alpha
(Novel Factor 4 [4 items, “Fear/Anxiety,” average
factor loading 0.64, Cronbach’s alpha 0.77 versus
the originally published with average factor
loading of 0.57 and Cronbach’s alpha of 0.66]).
Additional factors were named according to the
symptoms represented by their items: Novel
Factor 3 (5 items, “Rocking and Hyporeactivity,”
average factor loading = 0.56, Cronbach’s alpha =
0.78), Novel Factor 5 (6 items, “Hand and Other
Stereotypies,” average factor loading = 0.61,
Cronbach’s alpha = 0.68), and Novel Factor 6 (2
items, “Facial Movements,” average factor loading
= 0.0.82, Cronbach’s alpha = 0.85). Novel Factor
7 (1 item) and Novel Factor 8 (4 items, two of
them loading negatively) were not considered
because only a single item loaded at the 0.4
threshold, items loaded in different directions, or
the relationship between items was limited. The
number of items not loading onto EFA factors was
larger than in PCA (for the 8- and 12-factor
WLSMYV solutions, 9 (or 11 for selected 6 factors)
and 8, respectively, vs. 6 and 2 in the PCA 8- and
11-factor solutions).

Because WLSMV showed the best fit param-
eters, factors generated by this estimation method
were used for the CFA. Supplementary Table 8
presents the factors generated with WLSMV EFA
on the factor identification (Development) sam-
ple. For the CFA, only the 8-factor structure could
be tested; the 12-factor solution led to no
convergence, with lack of model confirmation
despite a large number of iterations. The novel 8-
factor solution was confirmed with moderate fit
parameters: RMSEA 0.088, CFI 0.709, and TLI
0.687 (reference: RMSEA < 0.08, CFI/TLI >
0.90) and a significant chi-square test of the model
fit (chi-square = 1843.84, p < 0.0001).

Adult Factor Analyses

Overall, the 8-factor PCA replicated one original
factor (2, Breathing) and approximated factor 7
(Fear/Anxiety). The unlimited analyses identified
12 factors, with two original factor replications (2
and 7). Similar to the pediatric PCA, Factor 1 in
both 8- and 12-factor solutions constituted a

RSBQ Psychometric Characterization
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combination of the original General Mood and
Nighttime Behaviours subscales. Adult PCA-
based incorporated 40 and 44 items into the 8-
factor and 12-factor solutions, respectively. Sim-
ilar to the pediatric PCA, the novel 8-factor
solution’s contribution to score variance was
comparable to the original one (~52%) and, as
expected, the 12-factor solution had a higher
cumulative variance (~62%).

Adult EFAs, in particular the 8-factor solutions,
were similar to the pediatric ones, with the
WLSMV  8-factor solution consisting of the
following subscales: Novel Factor 1 (11 items,
“Emotional and Disruptive Behavior,” average
factor loading = 0.70, Cronbach’s alpha = 0.89),
Novel Factor 2 (5 items, “Breathing Problems,”
average factor loading = 0.67, Cronbach’s alpha =
0.78), Novel Factor 3 (4 items, “Fear/Anxiety,”
average factor loading = 0.60, Cronbach’s alpha =
0.69), Novel Factor 4 (5 items, “Hand and Other
Stereotypies,” average factor loading = 0.64,
Cronbach’s alpha = 0.69), Novel Factor 5 (4 items,
“Social Interaction,” average factor loading = 0.70,
Cronbach’s alpha = 0.77), Novel Factor 6 (4 items,
“Walking/Standing & Rocking,” average factor
loading = 0.71, Cronbach’s alpha = 0.72), and
Novel Factor 7 (2 items, “Facial Movements,”
average factor loading = 0.83, Cronbach’s alpha =
0.82). As for the pediatric WLSMV 8-factor
solution, Novel Factor 8 (2 items) was not
considered because the two items also loaded onto
Novel Factor 6 and other items loading at the 0.2-
0.4 level, loaded in different directions, or had weak
relationships. Number of items not loading onto
factors was larger in EFAs than in PCA solutions.
Item loadings for the adult WLSMV 8-factor
solution are presented in Table 3.

The CFA used exclusively WLSMV generated
factors. The 8-factor solution for the EFA
Development dataset was similar to the one
generated with the entire sample, particularly in
terms of replicating Factors 2 and 7, but the 12-
factor solution was less comparable to its entire
dataset counterpart. Nonetheless, both factor
structures had adequate fit parameters (RMSEA
< 0.05 and CFI > 0.95) and were confirmed by
CFAs with moderate fit parameters (RMSEA
0.078 and 079, CFI/TLI 0.754/0.735 and 0.756/
0.723, respectively; chi-square = 1605.27 and
1554.51, respectively, ps < 0.0001). Descriptive
statistics for the novel adult WLSMV 7-factor
solution are presented in Supplementary Table 9
(all supplementary material is available at https://
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www.rettsyndrome.org/research/research-publica
tions/RSBQ-tables).

In sum, pediatric and adult factor analyses
supported an 8-factor solution, which were
confirmed by a CFA of WLSMV generated
factors. Six and 7 factors were selected, respec-
tively, as the most appropriate, including the
clinical relevance of their items. Tables 2 and 3
present the item loadings for the pediatric and
adult WLSMV factor solutions, respectively.
Supplementary Table 10 summarizes the factor
analyses of RSBQ pediatric and adult data using
EFA applying the WLSMV extraction method,
including the proposed names for the novel
subscales. Results of the PCA (both original and
with the current datasets) and EFA using the
alternative extraction methods (ML and ULS) are
shown in Supplementary Table 11.

Discussion

Behavioral abnormalities are a feature of the RTT
phenotype that has received greater attention in
the last few years. Characterization of these
atypical behaviors has been facilitated by the
development and implementation of the disor-
der-specific RSBQ. However, its expanded use to
adult RTT populations and as an outcome
measure of treatment response in clinical trials
has highlighted the need for an in-depth psycho-
metric characterization of the RSBQ. In the
present study, an international collaboration
integrated 6 pediatric and 5 adult RSBQ cross-
sectional datasets representing 323 children and
309 adults. We have delineated the range of
scores of pediatric and adult RSBQ. Despite their
relatively high variability, Total, TSS, and
General Mood (original and novel combined
with Nighttime Behaviours) subscale scores
demonstrated strong psychometric features in
children and adults. Factor analyses replicated, in
general, the original subscale structure, even in
adults with RTT. The proposed EFA/CFA-based
6 pediatric and 7 adult factors showed clinical
relevance, mild reduction of variability and
substantial increase of reliability, particularly in
pediatric RSBQ, with respect to the original ones.

Pediatric and adult samples showed consider-
able score variability within and between datasets.
The most common feature was item and subscale
positive skewing, a distinctive profile of instru-
ments rating abnormal behaviors (e.g.,, ADAMS;
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Rojahn et al., 2011), where a subset of individuals
has substantially higher scores that lead to higher
means than medians. This score distribution
suggests that these RSBQ components are clini-
cally relevant, considering that positively skewed
subscales (General Mood, Repetitive Face Move-
ments, Nighttime Behaviours) represent more
noticeable and disruptive externalizing behaviors.
Negative kurtosis reflects a wide and homoge-
neous range of scores, without distinct subgroups
of individuals with higher and lower scores.
Although flat distributions support the content
validity of the item or subscale scores, their
clinical utility, at least in isolation, is limited.
The relatively normal distribution and good
reliability (internal consistency) of Total, TSS,
and the General Mood subscale (original and in
combination with Nighttime Behaviours) support
their application to a wide variety of studies and,
potentially, to clinical practice. Although the
overall profiles of pediatric and adult RSBQ
profiles were similar, the latter was more variable
and less reliable, potentially affecting its replica-
tion. The slightly lower RSBQ scores in adults
with RTT are in line with clinical observations and
a few studies demonstrating less prominent
atypical behaviors, particularly externalizing ones,
in this population (Buchanan et al., 2019).
Although life expectancy of individuals with
RTT has increased over the years (Tarquinio et
al., 2015), the role of survivorship bias cannot be
excluded. Thus, application of the RSBQ to adults
with RTT requires a careful interpretation of
scores. Clinical severity, as delineated by MECP2
mutations, had minimal influence on RSBQ
scores. This apparent lack of relationship between
clinical severity and RSBQ scores, already reported
in some initial studies (Barnes et al., 2015), may be
explained by the fact that measures of clinical
severity often rely on motor function, seizures,
and other clinical manifestations not assessed by
the RSBQ. Dissociation between behavioral and
motor severity in RTT is further supported by a
recent study of the Motor-Behavioral Assessment
(MBA) scale, an instrument that covers multiple
aspects of the RTT phenotype. Though the
“Motor Dysfunction,” “Functional Skills,” and
“Social Skills” subscales correlated with each
other, no correlation was found between MBA’s
Aberrant Behavior subscale and any of the other
MBA domains (Raspa et al., 2020).

Re-evaluation of RSBQ’s subscales by factor
analyses demonstrated that many elements of the

L. M. Oberman et al.
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original PCA-based structure remain after applying
state-of-the-art EFA extraction methods such as
WLSMV. Consistent with the originally reported
subscales, an 8-factor solution was easier to
interpret and led to the selection of subscales (6
pediatric, 7 adult) of higher clinical relevance than
solutions with more factors and slightly better fit.
The original Breathing Problems and Fear/Anxiety
subscales and a combination of the original
General Mood and Nighttime Behaviours sub-
scales were either replicated or identified in
pediatric and adult datasets using EFA, suggesting
that they are the most consistent, cohesive, and
clinically meaningful components of the RSBQ in
both children and adults with RTT. Although the
total number of items included into factors was
smaller than in the original report and in the PCA
analyses conducted in the present study, clinical
relevance and psychometric validity of the
WLSMYV 6 pediatric and 7 adult factor solutions
were greater. The new factor structures were not
only confirmed by CFA but also demonstrated
increased reliability with respect to the original
report (Mount, Charman et al., 2002). For
instance, 5/6 novel pediatric and 5/7 novel adult
factors had acceptable or higher levels of internal
consistency in comparison with 4/8 and 3/8,
respectively, in original pediatric and adult factors.
Other statistical parameters were also slightly
stronger in children than in adults (e.g., one factor
at the Excellent level of internal consistency in the
pediatric dataset and none at this level in the adult
dataset). Of note is the Emotional and Disruptive
Behavior subscale, representing a coherent group
of previously reported externalizing behaviors in
both children and adults with RTT (Buchanan et
al.,, 2019), because it emphasizes the clinical
relevance of the proposed factor structures.

In addition to its cross-sectional nature, which
prevented examination of intra- and inter-rater
reliability and score stability over time, the present
study had multiple limitations. These included
nonspecified proportions of individuals with
classic or atypical RTT, lack of use of instruments
for assessing clinical severity (current study relied
on MECP2 mutation as a proxy of severity),
diverse enrollment criteria, unknown racial/ethnic
background for many of the datapoints with a
majority of the data coming from Caucasian
individuals, and different methods of RSBQ
administration (i.e., paper vs. online). The latter
two limitations are important considerations as
the predominantly Caucasian racial background
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may limit generalization to other racial or ethnic
groups. Evaluation of the RSBQ in a broader
range of racial and ethnic samples is an area for
future research. Additionally, scoring may vary
when questionnaires are applied as paper instru-
ments versus electronically or as a phone or in-
person interview. Level of guidance through
written or verbal instructions may also have an
impact on scores. However, recent studies of pain
scales, which have a long track record with
differential modes of administration, have shown
that mode of administration does not have a high
impact on score (Jibb et al., 2020). In the current
study, this variation in the modes of administra-
tion of the RSBQ allowed for a more realistic
assessment of the instrument and its variability
across different forms of administration. Although
our subject sample could be considered large for a
rare genetic disorder like RTT, analyses performed
on subsets of the pediatric or adult datasets (e.g.,
CFA including Development and Validation
subsets) were relatively underpowered. Thus,
validity of the novel factor structure should be
confirmed in replication studies.

In summary, the analyses presented here
support the use of the RSBQ in children and
adults with RTT. Original and novel Total, TSS,
and General Mood/Emotional and Disruptive
Behavior, Breathing Problems, and Fear/Anxiety
subscales have relatively strong psychometric
properties, particularly in children. Because of
this and the overall greater reliability of the
revised subscales, we consider the proposed novel
pediatric and adult RSBQ factor structure
suitable for use in research and clinical practice.
Nonetheless, application of other original sub-
scales and, in general, use of the RSBQ in adults
with RTT should be conducted with caution
considering their weaker psychometric properties.
We expect the reported data will constitute the
basis for additional evaluations of the metric
properties of the RSBQ and potential improve-
ments to an instrument of increasing importance
to the RTT community.

References

Aman, M. G., Norris, M., Kaat, A. J., Andrews, H.,
Choo, T. H., Chen, C., Wheeler, A., Bann,
C., & Erickson, C. (2020). Factor structure of
the Aberrant Behavior Checklist in individu-

als with Fragile X syndrome: Clarifications
and future guidance. Journal of Child and

250

©AAIDD
DOL: 10.1352/1944-7558-128.3.237

Adolescent Psychopharmacology, 30(8), 512-521.
https://doi.org/10.1089/cap.2019.0177

Amir, R. E., Van den Veyver, 1. B., Wan, M., Tran,
C. Q., Francke, U., & Zoghbi, H. Y. (1999).
Rett syndrome is caused by mutations in X-
linked MECP2, encoding methyl-CpG-bind-
ing protein 2. Nature Genetics, 23(2), 185-188.
https://doi.org/10.1038/13810

Anderson, A., Wong, K., Jacoby, P., Downs, J., &
Leonard, H. (2014). Twenty years of surveil-
lance in Rett syndrome: What does this tell
us? Orphanet Journal of Rare Diseases, 9, 87.
https://doi.org/10.1186/1750-1172-9-87

Barnes, K. V., Coughlin, F. R., O’Leary, H. M.,
Bruck, N., Bazin, G. A., Beinecke, E. B.,
Walco, A. C., Cantwell, N. G., & Kaufmann,
W. E. (2015). Anxiety-like behavior in Rett
syndrome: Characteristics and assessment by
anxiety scales. journal of Neurodevelopmental
Disorders, 7(1), 30. https://doi.org/10.1186/
s11689-015-9127-4

Bebbington, A., Anderson, A., Ravine, D., Fyfe,
S., Pineda, M., de Klerk, N., Ben-Zeev, B.,
Yatawara, N., Percy, A., Kaufmann, W. E., &
Leonard, H. (2008). Investigating genotype-
phenotype relationships in Rett syndrome
using an international data set. Newurology,
70(11), 868-875. https://doi.org/10.1212/01.
wnl.0000304752.50773.ec

Buchanan, C. B., Stallworth, J. L., Scott, A. E.,
Glaze, D. G., Lane, J. B., Skinner, S. A,
Tierney, A. E., Percy, A. K, Neul, J. L., &
Kaufmann, W. E. (2019). Behavioral profiles
in Rett syndrome: Data from the natural
history study. Brain ¢ Development, 41(2),
123-134. https://doi.org/10.1016/j.braindev.
2018.08.008

Cianfaglione, R., Clarke, A., Kerr, M., Hastings, R.
P., Oliver, C., Moss, J., Heald, M., & Felce, D.
(2015). A national survey of Rett syndrome:
Behavioural characteristics. Journal of Neurode-
velopmental Disorders, 7(1), 11. https://doi.org/
10.1186/s11689-015-9104-y

Cuddapah, V. A,, Pillai, R. B., Shekar, K. V., Lane,
J. B., Motil, K. J., Skinner, S. A., Tarquinio,
D. C,, Glaze, D. G., McGwin, G., Kaufmann,
W. E., Percy, A. K., Neul, J. L., & Olsen, M. L.
(2014). Methyl-CpG-binding protein 2
(MECP2) mutation type is associated with
disease severity in Rett syndrome. journal of
Medical Genetics, 51(3), 152-158. https://doi.
org/10.1136/jmedgenet-2013-102113

RSBQ Psychometric Characterization



AMERICAN JOURNAL ON INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

2023, Vol. 128, No. 3, 237-253

Einfeld, S. L., & Tonge, B. J. (1995). The
Developmental Behavior Checklist: The de-
velopment and validation of an instrument to
assess behavioral and emotional disturbance
in children and adolescents with mental
retardation. Journal of Autism and Developmen-
tal Disorders, 25(2), 81-104. https://doi.org/
10.1007/BF02178498

Esbensen, A. J., Rojahn, J., Aman, M. G., &
Ruedrich, S. (2003). Reliability and validity of
an assessment instrument for anxiety, depres-
sion, and mood among individuals with
mental retardation. Journal of Autism and
Developmental Disorders, 33(6), 617-629.
https://doi.org/10.1023/b:jadd.0000005999.
27178.55

Gemelli, T., Berton, O., Nelson, E. D., Perrotti, L.
L., Jaenisch, R., & Monteggia, L. M. (2006).
Postnatal loss of methyl-CpG binding protein
2 in the forebrain is sufficient to mediate
behavioral aspects of Rett syndrome in mice.
Biological Psychiatry, 59(5), 468-476. https://
doi.org/10.1016/j.biopsych.2005.07.025

Glaze, D. G., Neul, J. L., Kaufmann, W. E., Berry-
Kravis, E., Condon, S., Stoms, G., Oosterholt,
S., Della Pasqua, O., Glass, L., Jones, N. E.,
Percy, A. K., & Rett 002 Study, G. (2019).
Double-blind, randomized, placebo-con-
trolled study of trofinetide in pediatric Rett
syndrome. Neurology, 92(16), €1912-e1925.
https://doi.org/10.1212/WNL.
0000000000007316

Hagberg, B., Aicardi, J., Dias, K., & Ramos, O.
(1983). A progressive syndrome of autism,
dementia, ataxia, and loss of purposeful hand
use in girls: Rett’s syndrome: Report of 35
cases. Annals of Neurology, 14(4), 471-479.
https://doi.org/10.1002/ana.410140412

Hou, W., Bhattacharya, U., Pradana, W. A., &
Tarquinio, D. C. (2020). Assessment of a
clinical trial metric for Rett syndrome: Critical
analysis of the Rett Syndrome Behavioural
Questionnaire. Pediatric Neurology, 107, 48—
56. https://doi.org/10.1016/j.pediatrneurol.
2020.01.009

Hu, L.-t., & Bentler, P. M. (1999). Cutoff criteria
for fit indexes in covariance structure analysis:
Conventional criteria versus new alternatives.
Structural Equation Modeling: A Multidisciplin-
ary Journal, 6(1), 1-55. https://doi.org/10.
1080/10705519909540118

Jibb, L. A., Khan, J. S., Seth, P., Lalloo, C.,
Mulrooney, L., Nicholson, K., Nowak, D. A.,

L. M. Oberman et al.

©AAIDD
DOI: 10.1352/1944-7558-128.3.237

Kaur, H., Chee, A. T. A., Foster, J., & Stinson,
J. N. (2020). Electronic data capture versus
conventional data collection methods in
clinical pain studies: Systematic review and
meta-analysis. Journal of Medical Internet Re-
search, 22(6), e16480. https://doi.org/10.2196/
16480

Kaufmann, W. E., Johnston, M. V., & Blue, M. E.
(2005). MeCP2 expression and function
during brain development: Implications for
Rett syndrome’s pathogenesis and clinical
evolution. Brain & Development, 27 Suppl 1,
S77-S87. https://doi.org/10.1016/j.braindev.
2004.10.008

Kaufmann, W. E., Tierney, E., Rohde, C. A,
Suarez-Pedraza, M. C., Clarke, M. A., Salorio,
C. F., Bibat, G., Bukelis, I, Naram, D.,
Lanham, D. C., & Naidu, S. (2012). Social
impairments in Rett syndrome: characteristics
and relationship with clinical severity. Journal
of Intellectual Disability Research, 56(3), 233-
247. https://doi.org/10.1111/j.1365-2788.
2011.01404.x

Khwaja, O. S., Ho, E., Barnes, K. V., O’Leary, H.
M., Pereira, L. M., Finkelstein, Y., Nelson, C.
A., 3rd, Vogel-Farley, V., DeGregorio, G.,
Holm, 1. A., Khatwa, U., Kapur, K., Alexan-
der, M. E., Finnegan, D. M., Cantwell, N. G.,
Walco, A. C., Rappaport, L., Gregas, M.,
Fichorova, R. N., Shannon, M. W., Sur, M., &
Kaufmann, W. E. (2014). Safety, pharmaco-
kinetics, and preliminary assessment of effica-
cy of mecasermin (recombinant human IGF-1)
for the treatment of Rett syndrome. Proceed-
ings of the National Academy of Sciences of the
United States of America, 111(12), 4596-4601.
https://doi.org/10.1073/pnas. 1311141111

Kidd, S. A., Berry-Kravis, E., Choo, T. H., Chen,
C., Esler, A., Hoffmann, A., Andrews, H. F,,
& Kaufmann, W. E. (2020). Improving the
diagnosis of autism spectrum disorder in
fragile X syndrome by adapting the Social
Communication Questionnaire and the So-
cial Responsiveness Scale-2. Journal of Autism
and Developmental Disorders, 50(9), 3276-3295.
https://doi.org/10.1007/510803-019-04148-0

Leonard, H., Bower, C., & English, D. (1997). The
prevalence and incidence of Rett syndrome in
Australia. European Child and Adolescent Psy-
chiatry, 6 Suppl 1, 8-10. https://www.ncbi.
nlm.nih.gov/pubmed/9452912

Leven, Y., Wiegand, F., & Wilken, B. (2020). Sleep
Quality in Children and Adults with Rett

251



AMERICAN JOURNAL ON INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

2023, Vol. 128, No. 3, 237-253

Syndrome. Neuropediatrics, 51(3), 198-205.
https://doi.org/10.1055/5-0040-1701693

Mount, R. H., Charman, T., Hastings, R. P.,
Reilly, S., & Cass, H. (2002). The Rett
Syndrome Behaviour Questionnaire (RSBQ):
Refining the behavioural phenotype of Rett
syndrome. Journal of Child Psychology and
Psychiatry, 43(8), 1099-1110. https://doi.org/
10.1111/1469-7610.00236

Mount, R. H., Charman, T., Hastings, R. P,
Reilly, S., & Cass, H. (2003). Features of
autism in Rett syndrome and severe mental
retardation. Journal of Autism and Developmen-
tal Disorders, 33(4), 435-442. https://doi.org/
10.1023/a:1025066913283

Mount, R. H., Hastings, R. P., Reilly, S., Cass, H.,
& Charman, T. (2001). Behavioural and
emotional features in Rett syndrome. Disabil-
ity and Rebabilitation, 23(3-4), 129-138.
https://doi.org/10.1080/09638280150504207

Mount, R. H., Hastings, R. P., Reilly, S., Cass, H.,
& Charman, T. (2002). Behaviour problems in
adult women with Rett syndrome. Journal of
Intellectual Disability Research, 46(Pt 8), 619-
624. https://doi.org/10.1046/j.1365-2788.
2002.00442.x

Mount, R. H., Hastings, R. P., Reilly, S., Cass, H.,
& Charman, T. (2003). Towards a behavioral
phenotype for Rett syndrome. American
Journal of Mental Retardation, 108(1), 1-12.
https://doi.org/10.1352/0895-
8017(2003)108<<0001:TABPFR>2.0.CO;2

Muthén, L. K., & Muthén, B. O. (2017). Mplus
user’s guide. Muthén & Muthen.Neul, J. L.,
Fang, P., Barrish, J., Lane, J., Caeg, E. B,
Smith, E. O., Zoghbi, H., Percy, A., & Glaze,
D. G. (2008). Specific mutations in methyl-
CpG-binding protein 2 confer different sever-
ity in Rett syndrome. Neurology, 70(16), 1313—
1321. https://doi.org/10.1212/01.wnl.
0000291011.54508.a2a

Neul, J. L., Kaufmann, W. E., Glaze, D. G,
Christodoulou, J., Clarke, A. J., Bahi-Buisson,
N., Leonard, H., Bailey, M. E., Schanen, N.
C., Zappella, M., Renieri, A., Huppke, P.,
Percy, A. K., & RettSearch, C. (2010). Rett
syndrome: Revised diagnostic criteria and
nomenclature. Awnnals of Neurology, 68(6),
944-950. https://doi.org/10.1002/ana.22124

Norris, M., & Lecavalier, L. (2010). Evaluating the
use of exploratory factor analysis in develop-
mental disability psychological research. Jour-
nal of Autism and Developmental Disorders,

252

©AAIDD
DOL: 10.1352/1944-7558-128.3.237

40(1), 8-20. https://doi.org/10.1007/s10803-
009-0816-2

O’Leary, H. M., Kaufmann, W. E., Barnes, K. V.,
Rakesh, K., Kapur, K., Tarquinio, D. C.,
Cantwell, N. G., Roche, K. J., Rose, S. A,
Walco, A. C., Bruck, N. M., Bazin, G. A.,
Holm, I. A., Alexander, M. E., Swanson, L.
C., Baczewski, L. M., Poon, C., Mayor Torres,
J. M., Nelson, C. A,, 3rd, & Sahin, M. (2018).
Placebo-controlled crossover assessment of
mecasermin for the treatment of Rett syn-
drome. Annals of Clinical and Translational
Neurology, 5(3), 323-332. https://doi.org/10.
1002/acn3.533

Olsson, B., & Rett, A. (1990). A review of the Rett
syndrome with a theory of autism. Brain ¢
Development, 12(1), 11-15. https://doi.org/10.
1016/50387-7604(12)80166-5

Percy, A. K., Neul, J. L., Glaze, D. G., Motil, K. .,
Skinner, S. A., Khwaja, O., Lee, H. S., Lane, J.
B., Barrish, J. O., Annese, F., McNair, L.,
Graham, J., & Barnes, K. (2010). Rett
syndrome diagnostic criteria: Lessons from
the Natural History Study. Annals of Neurol-
0gy, 68(6), 951-955. https://doi.org/10.1002/
ana.22154

Raspa, M., Bann, C. M., Gwaltney, A., Benke, T.
A., Fu, C., Glaze, D. G., Haas, R., Heyde-
mann, P., Jones, M., Kaufmann, W. E.,
Lieberman, D., Marsh, E., Peters, S., Ryther,
R., Standridge, S., Skinner, S. A., Percy, A. K,,
& Neul, J. L. (2020). A psychometric evalua-
tion of the Motor-Behavioral Assessment
Scale for use as an outcome measure in Rett
syndrome clinical trials. American Journal on
Intellectual and Developmental Disabilities,
125(6), 493-509. https://doi.org/10.1352/
1944-7558-125.6.493

Robertson, L., Hall, S. E., Jacoby, P., Ellaway, C.,
de Klerk, N., & Leonard, H. (2006). The
association between behavior and genotype in
Rett syndrome using the Australian Rett
Syndrome Database. American Journal of
Medical Genetics, Part B: Neuropsychiatric Ge-
netics, 141B(2), 177-183. https://doi.org/10.
1002/2jmg.b.30270

Rojahn, J., Rowe, E. W., Kasdan, S., Moore, L., &
van Ingen, D. J. (2011). Psychometric proper-
ties of the Aberrant Behavior Checklist, the
Anxiety, Depression and Mood Scale, the
Assessment of Dual Diagnosis and the Social
Performance Survey Schedule in adults with
intellectual disabilities. Research in Developmen-

RSBQ Psychometric Characterization



AMERICAN JOURNAL ON INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

2023, Vol. 128, No. 3, 237-253

tal Disabilities, 32(6), 2309-2320. https://doi.
org/10.1016/j.ridd.2011.07.035

Schreiber, J. B., Nora, A., Stage, F. K., Barlow, E.
A., & King, J. (2006). Reporting structural
equation modeling and confirmatory factor
analysis results: A review. The Jowrnal of
Educational Research, 99(6), 323-338. https://
doi.org/https://doi.org/10.3200/JOER.99.6.
323-338

Tarquinio, D. C., Hou, W., Neul, J. L., Lane, J. B.,
Barnes, K. V., O’Leary, H. M., Bruck, N. M.,
Kaufmann, W. E., Motil, K. J., Glaze, D. G.,
Skinner, S. A., Annese, F., Baggett, L., Barrish,
J. O., Geerts, S. P., & Percy, A. K. (2015). Age
of diagnosis in Rett syndrome: Patterns of
recognition among diagnosticians and risk
factors for late diagnosis. Pediatric Neurology,
52(6), 585-591. https://doi.org/10.1016/;.
pediatrneurol.2015.02.007

Waulffaert, J., Van Berckelaer-Onnes, 1. A., &
Scholte, E. M. (2009). Autistic disorder
symptoms in Rett syndrome. Autism, 13(6),
567-581. https://doi.org/10.1177/
1362361309338184

Young, D. J., Bebbington, A., Anderson, A,
Ravine, D., Ellaway, C., Kulkarni, A., de
Klerk, N., Kaufmann, W. E., & Leonard, H.
(2008). The diagnosis of autism in a female:
Could it be Rett syndrome? European Journal
of Pediatrics, 167(6), 661-669. https://doi.org/
10.1007/500431-007-0569-x

Recerved 11/27/2021, accepted 10/18/2022.

Research reported in this publication was partially
supported by the International Rett Syndrome Founda-

L. M. Oberman et al.

©AAIDD
DOI: 10.1352/1944-7558-128.3.237

tion (IRSF) under Angel Award #3400. All
supplementary figures and tables can be found at
bttps://www.rettsyndrome.org/research/research-
publications/RSBQ-tables. The anthors wish to thank
Richard Hastings for bis pioneer work developing the
RSBQ and for valuable input into this manuscript. We
are deeply indebted to the individuals with Rett
syndrome and their families who participated in the
studies that collected the data analyzed bere.

Authors:

Lindsay M. Oberman, Center for Neuroscience
and Regenerative Medicine, Henry M. Jackson
Foundation for the Advancement of Military
Medicine, USA; Helen Leonard, Telethon Kids
Institute, The University of Western Australia,
Perth, Western Australia, Australia; Jenny Downs,
Telethon Kids Institute, The University of West-
ern Australia and School of Physiotherapy and
Exercise Science, Curtin University, Perth, West-
ern Australia, Australia; Rina Cianfaglione, Uni-
versity of Southampton; Michelle Stahlhut,
Center for Rett Syndrome, Rigshospitalet, Copen-
hagen, Denmark; Jane L. Larsen, Center for Rett
Syndrome, Rigshospitalet, Copenhagen, Den-
mark; Katherine V. Madden, Anavex Life Scienc-
es Corp., USA; and Walter E. Kaufmann, Anavex
Life Sciences Corp. and Emory University School
of Medicine, USA.

Correspondence concerning this article should be
addressed to Walter E. Kaufmann, Anavex Life
Sciences Corp., 630 5™ Avenue, 20™ Floor, New
York, NY 10111 (email: walter.e.kaufmann@
emory.edu).

253



Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



