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@ Learning Objectives

This chapter is devoted to the epidemiol-
ogy of psychiatric disorders in people with
intellectual disabilities (ID). It starts by
considering the types of psychiatric disor-
ders that people with ID experience, within
the context of diagnostic overshadow-
ing and the multi-morbidity that typically
occurs in people with ID, and the impli-
cations when conducting assessments. It
then considers the reported prevalence of
psychiatric disorders across the life-course
and compares this with the prevalence in
the general population, and also for people
with co-occurring ID and autism spectrum
disorder. Relevant aspects of aetiology are
then considered, followed by information
on the course of psychiatric disorders in
this population.

1. To understand how commonly psychi-
atric disorders are experienced by chil-
dren, young people, and adults with ID

2. To understand variation in the preva-
lence of psychiatric disorders in people
with ID compared with the general
population

3. To understand the influence of co-
occurring autism spectrum disorder
with ID on the prevalence of psychiat-
ric disorders

4. To understand the course of psychiatric
disorders in people with ID

9.1 Introduction

People with ID can experience all types of
psychiatric disorders that occur in the general
population. Some disorders occur more fre-
quently in people with ID than in the general
population, and some common disorders, in
particular problem behaviours, are not often
seen in the general population. Psychiatric
disorders are common in people with ID,
which is perhaps not surprising, given the
complex mix of biological factors, psycholog-
ical and social disadvantages, and additional
developmental factors that people with 1D
have and are exposed to.

Psychiatric disorders are commonly over-
looked in people with ID for a number of rea-

sons including diagnostic overshadowing,
complexity and multi-morbidity, reliance on
carer reports, and differing presentations (see
» Chap. 5). A previously undiagnosed psy-
chiatric disorder can be found in around 30%
of adults, especially in those with more severe
ID [1]. The term ‘diagnostic overshadowing’,
which is commonly used, describes how the
additional problems experienced by a person
with ID tend to be misattributed as due to
their ID rather than correctly attributed to co-
occurring disorders [2]. Failure to identify
additional disorders results in failure to offer
interventions and care and so is a very impor-
tant problem.

Psychiatric assessments are complex in
people with ID, as psychiatric disorders tend
not to occur in isolation. Psychiatric disorders
can occur on top of existing long standing
neurodevelopmental disorders such as autism
spectrum disorder (ASD) or attention-deficit-
hyperactivity disorder (ADHD) and co-occur
together with physical disorders, impairments,
and disabilities. Indeed, multi-morbidity is the
norm for people with ID; assessments reveal
that almost all adults with ID have multi-mor-
bidity (two or more disorders as well as their
ID) [3]. Other studies have found that even
when the conditions were restricted to a lim-
ited number of physical and psychiatric disor-
ders receiving input from general practitioners
(i.e. already identified), the majority with 1D
had multi-morbidity, and the extent of multi-
morbidity in young 20 years old adults with
ID was similar to that in the 50- to 54-year-
old general population [4, 5]. Additionally, a
range of neurodevelopmental conditions tend
to co-occur, for which the term ESSENCE
has been coined (Early Symptomatic
Syndromes Eliciting Neurodevelopmental
Clinical Examination) [6]. ESSENCE includes
major problems in: motor skills, general devel-
opment, speech and language, social interac-
tion and communication, behaviour,
hyperactivity or impulsivity, hypoactivity,
inattention, sleep or feeding difficulties [6];
genetic data also increasingly supports the
ESSENCE clustering of neuro-developmen-
tal (including epilepsy) and psychiatric disor-
ders [7]. The identification of co-occurring
psychiatric disorders in persons with ID or ID


https://doi.org/10.1007/978-3-319-95720-3_5

217

Epidemiology of Psychiatric Disorders in Persons with Intellectual Disabilities

and co-occurring ASD requires specific clini-
cal skills and specific tools, particularly to dif-
ferentiate between  psychopathological
symptoms and behavioural changes due to
other factors, such as physical pain, response
to trauma, or overwhelmed neuro-autonomic,
flight, or freeze reactions to environmental
stressors (see » Chap. 5).

Psychiatric disorders, physical disorders,
and drug side-effects can mimic each other, so
given the high levels of multi-morbidity, psy-
chiatric disorders should not be considered in
isolation. Some physical disorders relate to
the persons underlying cause of 1D, but life-
style and environmental factors, sub-optimal
support, and healthcare are also important
contributors [8]. Multi-morbidity also results
in polypharmacy and potential problems with
disease-disease, disease-drug, and drug-drug
interactions. People with ID may not be able
to self-report drug side effects and are reliant
on others observing these, so pharmacovigi-
lance is essential. Anticholinergic burden can
also be an issue due to polypharmacy and the
strong anticholinergic effects of many psycho-
tropic drugs. This has potential negative side
effects such as further impairments of cogni-
tion [9, 10].

As well as multi-morbidity, assessments
are complicated further by limitations in
reciprocal communication and understand-
ing, and decision-making capacity, visual and
hearing impairments, and reliance on carer
observations and reports, sometimes several
carers/teams of carers. Together, this means
that differential diagnosis is not only crucial
but also complex, in order to establish the best
treatment and care plan for the individual.

o People with ID experience the full range
and high rates of psychiatric disorders.
These are often overlooked or misattrib-
uted to the persons’ ID, causing unneces-
sary suffering. Psychiatric assessments are
complex as, in addition to having ID,
multi-morbidity is typical. Interventions
need to be tailored to each individual’s
needs, taking account of physical health as
well as the psychiatric disorders.

9.2 Prevalence of Psychiatric
Disorders

The prevalence of problem behaviours will
not be further considered within this chapter,
as it is considered in depth in » Chap. 7.
Studies differ in the prevalence of psychi-
atric disorders they report, due to the meth-
ods they use. In particular, differences in
reported rates relate to the disorders included
as psychiatric disorders, for example, whether
or not problem behaviours and ASD are
included along-side other psychiatric disor-
ders, and also how representative the studied
population with ID is. Given that the bound-
ary between mild ID and the general popula-
tion merges, particularly in adulthood, some
studies report rates separately for people with
mild ID from people with moderate-profound
ID. Rates vary also by the age ranges included
in the studies. Study results also vary for other
reasons, such as the types of assessments
completed and diagnostic criteria used, or
whether information has been taken from
existing records such as general practitioner
health records, which are likely to underreport
the extent of psychiatric disorders. Studies
also vary in the size of the populations stud-
ied, therefore limiting conclusions that can be
drawn, particularly for less common condi-
tions. Some studies report point prevalence of
psychiatric disorders, some report period
prevalence, or lifetime prevalence, and some
do not provide precise distinction between
these, which also impacts on reported rates,
contributes to variation in rates, and limits the
validity of comparing rates between studies.
Some authors have attempted to synthesise
information on studies of prevalence of psy-
chiatric disorders in children and young peo-
ple [11] and in adults [12, 13], but these
syntheses have inherent limitations in view of
all the reasons given above, as the authors
acknowledge. As one would expect, recent
meta-analysis found that pooled prevalence is
lower in population-based studies than in
non-population-based studies, and in low
overall risk-of-bias studies as compared to the
moderate overall risk-of-bias studies [13].
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Reported point prevalence rates of
psychiatric disorders in children and young
people with ID range from 30% [14, 15] to
50% [16], though it should be noted that these
rates include problem behaviours. A study
examining robust data from UK private
household surveys reported a prevalence of
36% in 641 children and young people (aged
5-16 years) with ID [15]. This study was only
of children/youth living in private households,
and in view of the general population sam-
pling frame, the individuals with ID had pre-
dominantly mild ID. A representative sample
of US adolescents found that 65.1% has a life-
time prevalence for a psychiatric disorder [17].

For adults with ID, reported prevalence
ranges from 14.5% (excluding problem behav-
iours, ADHD, ASD, dementia, and personal-
ity disorder, people aged 65 and over, and
people with severe ID) [16] to 43.8% (adults
with moderate to profound ID only) [18],
depending on the conditions included and the
quality assessment applied [16-21]. The larg-
est adult population-based prevalence study
in which each person (aged 16 years and over)
was individually assessed included 1023 adults
with ID [19]. Using robust methods, it
reported a point prevalence of psychiatric dis-
orders of 28.3% (or 40.9% if problem behav-
iours are also included). It reported rates
separately for adults with mild ID at 25.4%
and for adults with moderate to profound ID
at 30.2% [19].

The effect of severity of ID on prevalence
of psychiatric disorders is controversial, with
some findings indicating higher rates in per-
sons with severe/profound ID [22-24] and
some others indicating the opposite [13, 25].
Some differences are accounted for by whether
or not problem behaviours and/or ASD were
included within the definition of psychiatric
disorders, as they occur more commonly in
people with more severe ID.

The effect of sex on prevalence of psychi-
atric disorders of any type is also currently
not clearly understood. Most studies found
no differences [13, 17, 26, 27], but some have
identified a significantly higher prevalence
among males than females [28]. Some of these
discrepancies may be explained by whether or

not the definition of psychiatric disorders
included problem behaviours and/or ASD.

To date there is a lack of prevalence esti-
mates of co-occurring psychiatric disorders
identified using the new Diagnostic and
Statistical Manual of Mental Disorders, fifth
edition (DSM-5) [29] (and proposed
International and Statistical Classification of
Diseases and Related Health Problems 11th
revision: ICD-11) definition of ID/disorders
of intellectual development (see new ICD-11
term) [30], and differentiated by severity levels
of adaptive functioning and specific (not gen-
eral 1Q) cognitive functioning [31]. Platt and
collaborators found low adaptive behaviour
to be associated with a higher rate of psychi-
atric disorders than low I1Q, although results
of their study have to be interpreted in light of
several limitations [17].

o Reported point prevalence rates of psychi-
atric disorders in persons with ID range
from 30% to 50% in children and adoles-
cents and from 14.5% to 43.8% in adults.
Several factors account for the different
rates reported, especially the specific types
of conditions included in the definition of
psychiatric disorder (e.g. whether ASD
and problem behaviours are included), the
type of sample, and the assessments used.

9.3 Prevalence of Psychiatric
Disorders Compared
with General Population

Presentation of psychiatric disorders can dif-
fer from that seen in the general population,
and so the categories of psychiatric disorders
as described in the standard psychiatric diag-
nostic manuals, the International and
Statistical Classification of Diseases and
Related Health Problems tenth revision (ICD-
10) [32], and the DSM-5 [29] are not always
easy for generalists to apply. For this reason,
the manuals have been interpreted for use
with people with ID, with the publication of
DC-LD (Diagnostic Criteria for Psychiatric
Disorders for Use with Adults with Learning
Disabilities/Mental Retardation) [33], com-
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plementary to ICD-10, and The Diagnostic
Manual-Intellectual Disability 2 (DM-ID-2)
[34], complementary to DSM-5. DC-LD is
currently being revised into a second edition,
in keeping with the publication of ICD-11.
Whilst these differences pose challenges when
comparing prevalence of types of psychiatric
disorders between the population with ID and
the general population (i.e. comparing like
with like), work does suggest that similar
broad categories of conditions do occur, with
the addition of problem behaviours. For
example, a study using exploratory and con-
firmatory factor analyses on two large datas-
ets of psychopathology in adults with
mild-profound ID (n = 457; n = 274) extracted
a model of psychopathology with five factors:
depressive, anxiety, cognitive decline, psycho-
sis, and affect dysregulation-problem behav-
iour [35, 36]. The affect dysregulation-problem
behaviour factor had good discriminate valid-
ity, face validity, and predictive validity over a
S-year follow-up period. This study provides a
conceptualisation of problem behaviours
within the broad over-arching family of psy-
chiatric disorders, whilst being distinct from
the other categories of depression, anxiety,
cognitive decline, and psychosis, all of which
resonate with the broad categories seen within
the general population.

The study of 641 children and young peo-
ple described above [15] reported a prevalence
of psychiatric disorders including problem
behaviours/conduct disorder of 36% in 641
children and young people aged 5-16 years
with ID, compared with 8% of 17,774 chil-
dren without ID [15]. Hence in this study, the
children and young people with ID accounted
for 14% of all children with psychiatric
disorders, and their prevalence of psychiatric
disorders was higher than for other children
and young people for 27 out of 28 ICD-10
categories [15].

A recent study has drawn direct compari-
son between children/young people with 1D
and the child/youth general population, using
the same methods for both, and appears to be
unique in including a whole country sample,
so is large, includes people of all ability levels,
and is representative [37]. The study used data
from Scotland’s Census, 2011, which had an

estimated 94% coverage of the whole country,
and systematically enquired for everyone
whether they had ID (and distinguished this
from specific learning disabilities and from
autism spectrum disorder) and whether they
had a mental health condition. It included
5234 aged 0-15 years with ID and 911,097
without ID. Of the children/young people
with ID, 12.8% had mental health conditions
compared with only 0.3% of the children/
youth without ID. Mental health conditions
were significantly more prevalent at all age
groups, children, youth, and adults; indeed ID
(all ages) had an odds ratio of 7.1 in predicted
mental health conditions. The disparity
between the people with ID and those without
was apparent at all age groups, but more so
for the children and young people than for
adults. Mental health conditions were also
related to poorer general health status [37].

The study using Scotland’s Census, 2011
described above, also reported on adults,
drawing direct comparison between adults
with ID and the adult general population,
using the same methods for both [37]. It
included 18,660 adults aged 16-64 years with
ID compared with 3,470,078 without ID and
2455 adults aged 65 years and over with 1D
compared with 887,879 without ID. Of the
adults with ID, 23.4% of the adults and 27.2%
of the older adults had mental health condi-
tions compared with 5.3% and 4.5% of the
general population, respectively. Mental
health conditions were significantly and sub-
stantially more prevalent at all age groups.
Mental health conditions were also related to
poorer general health status. Contrary to the
general population, males rather than females
were more likely to have mental health
conditions [37].

A Swedish prevalence study specifically
concerning older people had a large cohort of
people with ID (n = 7936), aged 55 years or
more and an age, and sex-matched cohort
from the general population [25]. Information
regarding psychiatric diagnoses was collected
from the National Patient Register during
2002-2012. Seventeen per cent of persons
with ID had at least one psychiatric diagnosis
versus 10% of the general population cohort
(OR 1.84). Most common diagnoses in the ID
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cohort were ‘other’ psychiatric diagnoses (i.e.
not included in any of the diagnostic groups)
(10%) and affective disorders (7%), whilst the
general population cohort was most often
diagnosed with affective disorders (4%) and
alcohol/substance-abuse-related disorders
(4%). The highest odds for ID were found for
psychotic disorder (10.4), ADHD (3.81),
dementia (2.71), personality disorder (as a
unique group) (2.67), affective disorder (1.74),
and anxiety disorder (1.36) [25].

Despite the problems in comparing like for
like between the population with ID and the
general population, there is considerable evi-
dence to show that most psychiatric disorders
are more common in adults with ID than in
the general population [23]. This includes
schizophrenia [38, 39], bipolar disorder and
mania [17, 40, 41], dementia (particularly in
adults with Down syndrome [42, 43], but also
in people with ID not due to Down syndrome
[44, 45]), ASD [15, 46, 47], and ADHD [15].

Unipolar depression and anxiety are com-
mon in people with ID. Some research sug-
gests they are more common than in the
general population [17], whilst other studies
do not [40, 48, 49]. It is perhaps surprising
that unipolar depression and anxiety are com-
mon, given the high levels of mood stabilising
drugs prescribed for people with ID: About
25% of people with ID have epilepsy [3] and
so are prescribed anti-epileptic drugs, and
whilst mood-stabilisation is not the purpose
for their prescription in this situation (epi-
lepsy), most do also have mood-stabilising
properties. Epilepsy is much less common in
the general population, at about 1% of the
population, so the use of these drugs is much
less prevalent. Longitudinal studies suggest
that depression and anxiety may be more
enduring conditions in people with ID than in
the general population, although there are
small numbers of people with ID within these
longitudinal studies, and of those, almost all
have mild ID, so are not representative of all
people with 1D [50-52].

o There is considerable evidence to show
that some psychiatric disorders are more
common in children and adults with ID
than in the general population, including

autism spectrum disorder, ADHD, bipolar
disorder, dementia, and schizophrenia.
Depression and anxiety are also common;
it is disputed whether or not they occur
more commonly than in the general popu-
lation, but given the high rate of usage of
mood stabilising drugs (for epilepsy), it is
notable that they have not been reported
to be less common than in the general
population.

9.4 Prevalence of Psychiatric
Disorders in Persons
with Co-occurring Intellectual
Disabilities and Autism
Spectrum Disorder

Persons with both ID and ASD may present
several symptoms and deficits which are not
seen in those with ID or ASD alone, and a dif-
ferent frequency of co-occurrent disorders
[53], some of which may be accounted for by
differing population characteristics such as a
higher proportion of males and higher pro-
portion with more severe ID.

As above mentioned, in persons with 1D
and ASD, one of the main issues in diagnos-
ing co-occurrent psychiatric disorders is rep-
resented by the difficulty to distinguish
between behavioural changes associated to
psychopathological symptoms and those that
can be attributed to physical, psychological,
or environmental factors. In other words,
behavioural responses to pain (including pain
associated with sensory hypersensitivities),
traumatic life events and life stressors (such as
change and loss, both of which are frequent in
the lives of people with ID and ASD), overlap
with behaviours and symptoms that consti-
tute criteria for psychiatric diagnoses. An
essential part of diagnostic practice therefore
working with people with ID and ASD is to
include assessment of the support environ-
ment (e.g. for sensory triggers in ASD, whether
expectations are appropriate or overwhelm-
ing), as well as examining the lived experience
of the individual for past or present trauma
circumstances that may be triggering intense
emotional responses. In the absence of recog-
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nising such life events, other psychiatric
disorders (e.g. mood and anxiety disorders)
may be diagnosed in error. Epidemiological
studies of psychiatric disorders in ID and
ASD have not routinely included trauma and
adjustment-related diagnoses; the high preva-
lence of anxiety and mood disorders in this
population may relate in part to these diag-
nostic errors [54].

Investigations on which types of instru-
ments used to support direct clinical assess-
ments are the most valid have been carried
out, in particular with regard to screening
tools and semi structured interviews (see
» Chap. 8). This point should be considered
also whilst reviewing evidence produced so
far. Instruments that do not consider the con-
text of the individuals lived experience (e.g.
screening instruments considering only behav-
iours and symptoms in the absence of consid-
ering what may have triggered these) will not
be able to differentiate between psychopathol-
ogy associated with unrecognised medical
conditions, trauma, and adjustment-related
conditions from other major psychiatric
disorders.

Research shows an inverse relationship
between 1Q and severity of ASD, with rate of
problem behaviours in ASD being lower at
higher 1Q [55-58]. Conversely, severity of
ASD symptoms — and not that of ID — is
directly associated with the rates of stereoty-
pies [59, 60].

Although still limited and controversial,
literature on the prevalence of psychiatric dis-
orders in persons with both ID and ASD may
indicate a higher rate of the full range of psy-
chiatric disorders in comparison with those
with ID or ASD alone [61-63]. Conversely, a
study of adults with ASD compared rates
with controls with ID matched for age, gen-
der, ability-level, and Down syndrome [64].
They found that although the adults with
ASD had a higher point prevalence of prob-
lem behaviours compared with the whole
adult population with ID, there was no differ-
ence in prevalence, or incidence of either
problem behaviours or other psychiatric dis-
orders when compared with their matched
controls [64]. They concluded that the differ-
ences in rates of psychiatric disorders were

accounted for by other factors, including abil-
ity level and Down syndrome. The adults with
ASD who had problem behaviours were, how-
ever, less likely to recover over a 2-year period
than were their matched controls [64]. Greater
agreement has been identified on higher rates
of problem behaviours, stereotypies and ritu-
als, communication difficulties, and social
impairment in comparison to ID alone [57,
58, 65-67]. Nevertheless, specific investigation
on causes and triggers is lacking and current
prevalence might present some overlap issues
with behavioural changes of non-psycho-
pathological origin.

Furthermore, the co-occurrence of ASD
with ID has been associated with a higher
probability to be hospitalised and to receive a
psychopharmacological treatment [68—70].
Lunsky and collaborators found that more
than half of adults with ID and ASD have a
co-occurring psychiatric  disorder (26.1%
mood disorder, 26.1% psychotic disorder, and
4.3% personality disorder), although they did
not include trauma nor adjustment disorder.
However, when compared with those with
only ID, they did not show statistically signifi-
cant differences except for the probability of
the diagnosis of a psychotic disorder being
lower in the co-occurring ID and ASD group
[71]. In addition, individuals with problem
behaviours and ASD were less likely to receive
a diagnosis of schizophrenia, whereas the lat-
ter increased if problem behaviours were
absent [66]. In all cases, the presence of prob-
lem behaviours had a negative impact on
overall functioning and quality of life [61, 66,
69, 72-77].

The presence of ID in persons with ASD
seems to negatively impact on the possibility
of having an adjunctive diagnosis of psychiat-
ric disorder. In a 10-year longitudinal study,
Selten and collaborators found that the co-
occurrence of ID in persons with ASD
reversed the trend of a higher rate of diagno-
ses of bipolar and psychotic disorders than
the general population [78]. Individuals with
ASD who have greater cognitive abilities have
been reported to have higher rates of depres-
sion than those with co-occurrent ID, which
has simplistically been explained with a
greater awareness of their difficulties [79-82].
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Specific diagnostic procedure and tools
seem to represent a significant determinant for
the reliability of prevalence findings in per-
sons with ID and ASD. These often include
too many subjective symptoms which are not
easy to identify in this group of patients and
should be substituted by behavioural and
observable equivalents (see » Chap. 5).
Different studies have found an increasing
prevalence of psychiatric disorders as long as
the specificity of their assessment tools rose.
By using the Psychiatric Assessment Schedules
for Adults with Developmental Disabilities
(PAS-ADD), Thalen found an overall rate of
69.6% vs 8.6% in persons with ID alone [83],
and through the Diagnostic Assessment for
the Severely Handicapped-1I (DASH-II),
Matson and Cervantes found statistically sig-
nificant differences in 8 out of the 12 subscales
of the tools, on anxiety, mania, schizophrenia,
stereotypies/tics, self-injurious behaviour, eat-
ing disorders, sexual disorders, and impulse
control [63]. Nevertheless, the sensitivity for
psychopathological features of some tools,
such as the DASH, has not definitively been
ascertained and high score reports may express
mental distress due to other causes, including
adaptive response to overwhelming stress.

Among specific psychiatric disorders,
mood disorders [62, 83], anxiety disorders
[26, 73, 83], somatic symptoms disorder, and
impulse control disorders [61, 84-86] have
been reported as the most frequent.
Nevertheless, most of these study findings
could be hampered by issues of multi-
morbidity and differential diagnosis.

Higher rates of inattention, hyperactivity,
and impulsive behaviours have been observed
in teens with both ASD and ID in comparison
with those without ASD [87]. In addition,
people with both conditions resulted to be
more vulnerable to sleep problems, organic
syndrome, stereotypies, and tics, although the
psychopathological nature of this difference
has not been confirmed [61].

The co-occurrence of psychiatric disorders
has been found to be higher in males, in youth,
and in persons with mild-to-moderate 1D [66,
69, 71]. Thalen found psychoses and anxiety
disorder to trend inversely to the severity of
ID more than other disorders [83].

Some high rates of psychiatric disorders in
persons with ID and ASD, such as that of
bipolar disorder, seem to be related to behav-
ioural dysregulation, as expressed by restless-
ness, agitation, or distraction, and may reflect
the symptom overlap between psychopatho-
logical features, autism, and ID rather than a
true co-occurrence of psychiatric disorders
[26]. A subgroup of persons with ID and
ASD, which shows adjunctive symptoms that
cross diagnostic boundaries and include psy-
chotic symptoms, excessive anxiety, mood
lability, and information-processing deficits,
seems to identify a complex neurodevelop-
mental disorder deserving a new diagnostic
category [88]. Multiple complex developmen-
tal disorder (MCDD), multiplex developmen-
tal disorder (MDD) [89], and
multidimensionally impaired disorder [90] are
the terms and underlying models proposed for
this category.

For psychotic disorders, most prevalence
studies did not include adequate methods of
assessment that distinguished from autistic
features, psychotic-like symptoms, and symp-
toms of other psychiatric disorders, especially
psychotic features of a post-traumatic stress
disorder [91]. Psychotic-like behaviour such as
talking to one’s self, regression, and particular
postures can be a common response of person
with ID (with or without ASD) to stressful
and other negative events [10], whilst bizarre
expression or fantastic thinking can represent
normal ways of experiencing the world of
many persons with ASD. The link between
Adverse Childhood Experiences and later
psychosis increasingly identified in the general
population during the last 20 years [92, 93] is
being shown to occur also, or even more, in
persons with borderline intellectual function-
ing, ID, and ASD [94-97].

Compared with the general population,
people with co-occurring ID and ASD are
markedly more likely to report a mental health
condition. A whole population study included
5709 children and adults with co-occurring
ID and ASD compared with 5,289,694 other
children and adults in the general population
[98]. After adjusting for age and sex, the odds
ratio for a mental health condition was 25.6 or
130.8 when the interaction between age
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co-occurring ID and ASD was also adjusted
for [98]. Further study with the same data set
reported on the relative independence of 1D
and ASD in contributing to the high odds
ratio for a mental health condition compared
with the general population [99]. It reported
that 9396 of the 1,548,819 children had ID,
25,063 of the 1,548,819 children had autism,
16,953 of the 3,746,584 adults had ID, and
6649 of the 3,746,584 adults had autism. In
the children, both ID (odds ratio of 7.0) and
autism (odds ratio of 23.1) independently pre-
dicted mental health conditions. Also in
adults, ID (odds ratio of 3.5) and autism
(odds ratio of 5.3) both independently pre-
dicted mental health conditions [99].

o Although still limited and controversial,
the literature on the prevalence of psychi-
atric disorders in persons with both ID
and ASD indicates a higher rate in com-
parison with those with ID or ASD alone.

9.5 Aetiology of Psychiatric
Disorders

The aetiology of psychiatric disorders in peo-
ple with ID is typically multi-factorial. Some
specific causes of 1D are associated with spe-
cific types of psychiatric disorders (‘behav-
ioural phenotypes’), for example, Down
syndrome and dementia; other factors can also
influence presentations of behavioural pheno-
types. Multi-factorial aetiology can be consid-
ered on biological, psychological, social, and
developmental dimensions and in terms of
predisposing, precipitating, and maintaining
factors. Aetiology has been represented graph-
ically across the life-course, in detail, by
Accessible Cause-Outcome Representation
and Notation System (ACORNS) [100]. This
shows that some of the multiple, interacting
aetiologies are transactional; and linear cause
and effect directions cannot usually be inferred.
Considering aetiology is helpful in finding
ways to prevent or reduce psychiatric disor-
ders, or to aid recovery.

There are both similarities and additional
complexity in aetiology of psychiatric disor-
ders in people with ID compared with the

general population. Similarities include that
some psychiatric disorders have a degree of
heritability so the person may have acquired
the disorder even  without having
ID. Neurological disorders such as epilepsy
are considered to increase the risk of psychiat-
ric disorders in the general population, and
whilst the ID literature is a bit mixed on this
point, epilepsy is about 25 times more com-
mon in people with ID compared with the
general population [101]. The addition of the
developmental dimension adds complexity,
including parental bonding and development
of attachments at early age, impairments in
attentional control, and communication limi-
tations [102-104]. There are transactional
effects of the person with ID and carers; psy-
chiatric disorder in the person with ID affect-
ing the carer-person with ID interaction, and
carer stress and health, in turn further affect-
ing the mental health of the person with ID; a
spiralling vicious circle can be established
[105]. Being dependent upon others in daily
tasks can be restrictive upon what one can
achieve and aspire to, which may also impact
upon health.

Further complexity stems from people
with ID having greater burden in all of the
dimensions, such as the behavioural pheno-
types of some causes of 1D; additional physi-
cal disorders and disabilities; psychological
factors associated with ID; and multiple social
disadvantages. Abuse, neglect, or exploitation
have been shown to predict psychiatric disor-
ders in adults with ID [106]. Life events are
more common for people with ID, and when
they do occur, they tend to be multiple, for
example, the death of a parent-carer leading
to multiple changes in the person’s life and
care, move of home, and dislocation from for-
mer environment, family friends, and occupa-
tions[15, 19, 48, 107-109]. Lone parent family,
poor family functioning, lack of parental edu-
cational qualifications, income poverty, and
households with no paid employment have
been shown to be associated with psychiatric
disorders in children and young people with
ID[15, 110]. Social disadvantages experienced
by people with ID also include lack of paid
employment, poverty of environment and rec-
reational opportunities, social exclusion, and
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experience of bullying, harassment, stigma,
and hate crimes [111-114]. Aetiology of spe-
cific psychiatric disorders is considered in
greater detail in the relevant chapters.

o The aetiology of psychiatric disorders in
people with ID is typically multi-factorial,
with biological, psychological, social, and
developmental dimensions and in terms of
predisposing, precipitating, and maintain-
ing factors. Some specific causes of ID are
associated with specific types of psychiat-
ric disorders.

9.6 Incidence and Course
of Psychiatric Disorders

There has been less research conducted on the
incidence and course of psychiatric disorders
in people with ID, compared with prevalence
studies. » Chapter 7 considers the course of
problem behaviours. The few studies on other
psychiatric disorders suggest a more enduring
pattern for psychiatric disorders than one
might expect from studies with the general
population, albeit with episodes of remission
along the way. It is not clear if this pattern is
due to greater severity of psychiatric disorders
in people with ID, or poorer interventions/
access to interventions, compared with the
general population.

Regarding children and young people, a
study followed a cohort of Australian chil-
dren and young people with ID, aged
4-19.5 years, over 14 years. Hyperactivity was
more prominent at younger ages and per-
sisted for longer in the children and young
people with more severe ID. Emotional disor-
ders emerged later in childhood [115-117].
Similar findings have been reported from lon-
gitudinal studies with children in the
Netherlands [118, 119].

Regarding adults, the incidence of men-
tal disorders, excluding problem behaviours,
has been reported to be 12.6% over a 2-year
period, 8.3% for affective disorders, 1.7%
for anxiety disorders, and 1.4% for psy-

chotic disorders [39, 106]. Despite high
mood stabiliser use (22.4%), 2-year incident
mania has been reported to be 1.1% which is
much higher than the general population,
with a standardised incident ratio of 41.5
for first episode (or 52.7 excluding Down
syndrome) [41]. Full remission of psychosis
after 2 years was reported to be only 14.3%
[39], poorer than it is for aggression or self-
injury [120, 121]. At age 65 years or older,
the standardised incidence ratio for demen-
tia is reported to be 4.98 [122], showing it is
much higher in adults with ID — it is even
higher in adults with Down syndrome.
These findings show that incidence is higher
than that found in the general population
for psychosis, bipolar disorder, and demen-
tia, whilst much of the current high preva-
lence of common psychiatric disorders is
due to enduring disorders, rather than new
episodes. The evidence-base is, however,
limited in quantity.

o The few available studies on the course of
psychiatric disorders in persons with ID
suggest a more enduring pattern than in
the general population.

9.7 Conclusion

In conclusion, psychiatric disorders are com-
mon in people with ID across the whole life-
course. Point prevalence (excluding problem
behaviours) is about 30% and may be higher
in people who have co-occurring ID and
ASD. Psychiatric disorders appear to be
more enduring than in the general popula-
tion, but there have been few longitudinal
studies investigating the course of psychiatric
disorders. Many factors contribute to the
high rates. Given the extensive multi-morbid-
ity that people with ID experience, and the
added developmental dimension, assess-
ments are complex, but important to get
right, so that the most appropriate interven-
tions can be offered to improve the person’s
quality of life.
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Key Points

== Psychiatric disorders are common
across the whole life-course, and much
more so than in the general population.

== The point prevalence of psychiatric dis-
orders (excluding problem behaviours)
is about 30%; having ID increases the
odds of psychiatric disorders by about 7
times compared with the general popu-
lation.

== Schizophrenia, bipolar disorder,
dementia, autism, and ADHD all occur
more commonly than in the general
population.

== The co-occurrence of ID and autism
may be associated with a higher rate of
the full range of psychiatric disorders in
comparison with those with ID or
autism alone.

= Aectiology is multi-factorial, due to a
range of biological, psychological,
social, and developmental factors.

== Psychiatric disorders may be more
enduring than in the general popula-
tion, but there are few studies on the
course of psychiatric disorders.

== Psychiatric disorders typically coexist
with other physical disorders and
impairments, and assessments
therefore complex.

are

References

Pena-Salazar C, Arrufat F, Santos JM, Fontanet
A, Gonzalez-Castro G, Mas S, Roura-Poch P, Val-
dés-Stauber J. Underdiagnosis of psychiatric dis-
orders in people with intellectual disabilities:
differences between psychiatric disorders and chal-
lenging  behaviour. J  Intellect  Disabil.
2020;24(3):326-38. https://doi.
org/10.1177/1744629518798259. Epub 2018 Sep 5.
PMID: 30185101.

Reiss S, Levitan GW, Szyszko J. Emotional distur-
bance and mental retardation: diagnostic over-
shadowing. Am J Ment Defic. 1982;86:567-74.
Kinnear D, Morrison J, Allan L, Henderson A,
Smiley E, Cooper S-A. The prevalence of multi-
morbidity in a cohort of adults with ID, with and
without Down  syndrome. BMJ  Open.
2018;8:e018292. https://doi.org/10.1136/bmjopen-
2017-018292.

10.

11.

12.

13.

14.

225

Epidemiology of Psychiatric Disorders in Persons with Intellectual Disabilities

Cooper S-A, McLean G, Guthrie B, McConnachie
A, Mercer S, Sullivan F, et al. Multiple physical
and mental health comorbidity in adults with ID:
population-based cross-sectional analysis. BMC
Fam Pract. 2015; https://doi.org/10.1186/s12875-
015-0329-3.
Carey IM, Shah SM, Hosking FJ, DeWilde S, Har-
ris T, Beighton C, et al. Health characteristics and
consultation patterns of people with intellectual
disability: a cross-sectional database study in Eng-
lish general practicee Br J Gen Pract.
2016;66(645):e264-70. https://doi.org/10.3399/
bjgpl16X684301.
Gillberg C. The ESSENCE in child psychiatry:
Early Symptomatic Syndromes Eliciting Neurode-
velopmental Clinical Examinations. Res Dev Dis-
abil. 2010;31:1543-51.
Moreno-De-Luca A, Myers SM, Challman TD,
Moreno-De-Luca D, Evans DW, Ledbetter
DH. Developmental brain dysfunction: revival and
expansion of old concepts based on new genetic
evidence. Lancet Neurol. 2013;12:406-14.
Cooper S-A, Hughes-McCormack L, Greenlaw N,
McConnachie A, Allan L, Baltzer M, et al. Man-
agement and prevalence of long-term conditions
in primary health care for adults with ID com-
pared with the general population: a population-
based cohort study. J Appl Res Intellect Disabil.
2017;31(S1):68-81. https://doi.org/10.1111/
jar.12386.
O’Dwyer M, Maidment I, Bennett K, Peklar J,
Mulryan N, McCallion P, et al. Association of
Anticholinergic burden with adverse effects in
older people with ID in Ireland: an observational
cross-sectional  study. Br J  Psychiatry.
2016;209:504-10.
O’Dwyer M, Peklar J, McCallion P, McCarron M,
Henman MC. Factors associated with polyphar-
macy and excessive polypharmacy in older people
with Intellectual Disability differ from the general
population; a cross-sectional observational nation-
wide study. BMJ Open. 2016. http://bmjopen.bmj.
com/content/6/4/e010505.
Einfeld SL, Ellis LA, Emerson E. Comorbidity of
intellectual disability and mental disorder in chil-
dren and adolescents: a systematic review. J Intel-
lect Dev Disabil. 2011;36:137-43.
Buckles J, Luckasson R, Keefe E. A systematic
review of the prevalence of psychiatric disorders
in adults with intellectual disability, 2003-2010. J
Mental Health Res Intellect Disabil. 2013;6:
181-207.
Mazza MG, Rossetti A, Crespi G, Clerici
M. Prevalence of co-occurring psychiatric disor-
ders in adults and adolescents with intellectual
disability: a systematic review and meta-analysis.
J Appl Res Intellect Disabil. 2020;33(2):126-38.
Dekker MC, Koot HM, van der Ende J, Verhulst
FC. Emotional and behavioural problems in chil-
dren and adolescents with and without ID. J
Child Psychol Psychiatry. 2002;43:1087-98.


https://doi.org/10.1177/1744629518798259
https://doi.org/10.1177/1744629518798259
https://doi.org/10.1136/bmjopen-2017-018292
https://doi.org/10.1136/bmjopen-2017-018292
https://doi.org/10.1186/s12875-015-0329-3
https://doi.org/10.1186/s12875-015-0329-3
https://doi.org/10.3399/bjgp16X684301
https://doi.org/10.3399/bjgp16X684301
https://doi.org/10.1111/jar.12386
https://doi.org/10.1111/jar.12386
http://bmjopen.bmj.com/content/6/4/e010505
http://bmjopen.bmj.com/content/6/4/e010505

226

17.

19.

20.

21.

22.

23.

24.

25.

26.

217.

S.-A. Cooper et al.

Emerson E, Hatton C. Mental health of children
and adolescents with ID in Britain. Br J Psychia-
try. 2007;191:493-9.

Deb S, Thomas M, Bright C. Mental disorder in
adults with intellectual disability. 1: prevalence of
functional psychiatric illness among a commu-
nity—based population aged between 16 and 64
years. J Intellect Disabil Res. 2001;45:495-505.
Platt JM, Keyes KM, McLaughlin KA, Kaufman
AS. Intellectual disability and mental disorders in
a US population representative sample of adoles-
cents. Psychol Med. 2019;49(6):952-61.

Bailey N. Prevalence of psychiatric disorders in
adults with moderate to profound learning dis-
abilities. Adv Ment Health Learn Disabil.
2007;1:36-44.

Cooper S-A, Smiley E, Morrison J, Allan L, Wil-
liamson A. Prevalence of and associations with
mental ill-health in adults with ID. Br J Psychia-
try. 2007;190:27-35.

Cooper S-A, Bailey NM. Psychiatric disorders
amongst adults with learning disabilities: preva-
lence and relationship to ability level. Ir J Psychol
Med. 2001;18:45-53.

Corbett JA. Psychiatric morbidity and mental
retardation. In: James FE, Snaith RP, editors.
Psychiatric illness and mental handicap. London:
Gaskell Press; 1979. p. 11-25.

Kozlowski AM, Matson JL, Sipes M, et al. The
relationship between psychopathology symptom
clusters and the presence of comorbid psychopa-
thology in individuals with severe to profound
intellectual  disability. Res Dev  Disabil.
2011;32(5):1610-4.

He P, Chen G, Wang Z, et al. Adults with ID in
China: comorbid psychiatric disorder and its
association with health service utilisation. J Intel-
lect Disabil Res. 2018;62(2):106-14.

Pena-Salazar C, Arrufat F, Santos JM, Fontanet
A, Gonzalez-Castro G, Mas S, et al. Underdiag-
nosis of psychiatric disorders in people with ID:
differences between psychiatric disorders and
challenging behaviour. J Intellect Disabil.
2018;174462951879825 https://doi.
org/10.1177/1744629518798259.

Axmon A, Bjorne P, Nylander L, Ahlstrom
G. Psychiatric diagnoses in older people with
intellectual disability in comparison with the gen-
eral population: a register study. Epidemiol Psy-
chiatr Sci. 2018;27(5):479-91.

Bakken TL, Helverschou SB, Eilertsen DE, Heg-
gelund T, Myrbakk E, Martinsen H. Psychiatric
disorders in adolescents and adults with autism
and intellectual disability: a representative study
in one county in Norway. Res Dev Disabil.
2010;31(6):1669-77.

Shimoyama M, Iwasa K, Sonoyama S. The preva-
lence of mental health problems in adults with ID
in Japan, associated factors and mental health
service use. J Intellect Disabil Res.
2018;62(11):931-40.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Halfon N, Newacheck PW. Prevalence and impact
of parent-reported disabling mental health condi-
tions among U.S. children. J Am Acad Child
Adolesc Psychiatry. 1999;38(5):600-9.; discussion
610-3. PMID: 10230193. https://doi.
org/10.1097/00004583-199905000-00023.
American Psychiatric Association. Diagnostic and
statistical manual of mental disorders. 5th ed.
Arlington: American Psychiatric Association; 2013.
World Health Organization. International statis-
tical classification of diseases and related health
problems (ICD-11). World Health Organization.
https://www.who.int/standards/classifications/
classification-of-diseases. Last accessed 14 Mar
2021.

American Psychiatric Association. Diagnostic
and statistical manual of mental disorders (5th
edition; DSM-5). Washington, DC; 2013.

World Health Organization. International classi-
fication of diseases and related health problems
(10th rev., ICD-10). Geneva: WHO; 1994.

Royal College of Psychiatrists. DC-LD [diagnos-
tic criteria for psychiatric disorders for use with
adults with learning disabilities / mental retarda-
tion]. London: Gaskell Press; 2001.

Fletcher R, Barnhill J, Cooper S-A. The diagnos-
tic manual-intellectual disability 2. A textbook of
diagnosis of mental disorders in persons with
intellectual disability. New York: NADD Press;
2016.

Melville C, McConnachie A, Johnson P, Purves
D, Smiley E, Simpson N, et al. Problem behav-
iours and symptom dimensions of psychiatric dis-
orders in adults with ID: an exploratory and
confirmatory factor analysis. Res Dev Disabil.
2016;55:1-13.

Melville CA, Smiley E, Simpson N, Johnson P,
McConnachie A, Purves D, et al. Statistical mod-
elling studies examining the dimensional struc-
ture of psychopathology experienced by adults
with ID. Systematic review. Res Dev Disabil.
2016;53-54:1-10.

Hughes-McCormack LA, Rydzewska E, Hender-
son A, Rintoul J, Macintyre C, Cooper S-A. Prev-
alence of mental ill-health and relationship with
physical health in a whole country population of
26,349 people with ID, compared with the general
population. Br J Psychiatry Open. 2017;3(5):243—
8. http://bjpo.repsych.org/content/3/5/243.
Turner TH. Schizophrenia and mental handicap:
an historical review, with implications for further
research. Psychol Med. 1989;19:301-14.

Cooper S-A, Smiley E, Morrison J, et al. Psycho-
sis and adults with ID. Prevalence, incidence, and
related factors. Soc Psychiatry Psychiatr Epide-
miol. 2007;42:530-6.

Cooper S-A, Smiley E, Morrison J, Allan L, Wil-
liamson A. An epidemiological investigation of
affective disorders with a population-based
cohort of 1,023 adults with ID. Psychol Med.
2007;37:873-82.


https://doi.org/10.1177/1744629518798259
https://doi.org/10.1177/1744629518798259
https://doi.org/10.1097/00004583-199905000-00023
https://doi.org/10.1097/00004583-199905000-00023
https://www.who.int/standards/classifications/classification-of-diseases
https://www.who.int/standards/classifications/classification-of-diseases
http://bjpo.rcpsych.org/content/3/5/243

227

Epidemiology of Psychiatric Disorders in Persons with Intellectual Disabilities

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

Cooper S-A, Smiley E, Allan L, Morrison J. The
incidence of unipolar and bipolar depression and
mania in adults with ID. Prospective cohort
study. Br J Psychiatry. 2018; https://doi.
org/10.1192/bjp.2018.12.

Oliver C, Holland AJ. Down’s syndrome and
Alzheimer’s disease: a review. Psychol Med.
1986;16:307-22.

Prasher VP. Age-specific prevalence, thyroid dys-
function and depressive symptomatology in
adults with down syndrome and dementia. Int J
Geriatr Psychiatry. 1995;10:25-31.

Cooper S-A. High prevalence of dementia
amongst people with learning disabilities not
attributed to Down’s syndrome. Psychol Med.
1997;27:609-16.

Strydom A, Livingston G, King M, Hassiotis
A. Prevalence of dementia in intellectual disabil-
ity using different diagnostic criteria. Br J Psy-
chiatry. 2007;191:150-7.

Baird G, Simonoff E, Pickles A, Chandler S,
Loucas T, Meldrum D, et al. Prevalence of disor-
ders of the autism spectrum in a population
cohort of children in South Thames: the Special
Needs and Autism Project (SNAP). Lancet.
2006;368(9531):210-5.

Brugha TS, Spiers N, Bankart J, Cooper SA,
McManus S, Scott FJ, et al. Epidemiology of
autism in adults across age groups and ability lev-
els. Br J Psychiatry. 2016;209:498-503.

Reid K, Smiley E, Cooper S-A. Prevalence and
associations with anxiety disorders in adults with
ID. J Intellect Disabil Res. 2011;55:172-81.
Maiano C, Coutu S, Tracey D, et al. Prevalence of
anxiety and depressive disorders among youth
with ID: a systematic review and meta-analysis. J
Affect Disord. 2018;236:230-42.

Maughan B, Collishaw S, Pickles A. Mild mental
retardation: psychosocial functioning in adult-
hood. Psychol Med. 1999;29:351-66.

Collishaw S, Maughan B, Pickles A. Affective
problems in adults with mild learning disability:
the roles of social disadvantage and ill health. Br
J Psychiatry. 2004;185:350-1.

Richards M, Maughan B, Hardy R, Hall I, Stry-
dom A, Wadsworth M. Long-term affective dis-
order in people with learning disability. Br J
Psychiatry. 2001;170:523-7.

Boucher J, Bigham S, Mayes A, Muskett T. Rec-
ognition and language in low functioning autism.
J Autism Dev Disord. 2008;38:1259-69.

Bradley E, Hollins S, Korossy M, Levitas
A. Adjustment disorder in disorders of intellec-
tual development. In: Casey P, editor. Adjust-
ment disorders: from controversy to clinical
practice. Oxford University Press; 2018.

O’Brien G, Pearson J. Autism and learning dis-
ability. Autism. 2004;8:125-40.

Murphy O, Healy O, Leader G. Risk factors for
challenging behaviors among 157 children with

57.

58.

59.

60.

6l.

62.

63.

64.

65.

66.

67.

68.

69.

autism spectrum disorders in Ireland. Res Autism
Spectr Disord. 2009;3:474-82.

Totsika V, Hastings RP, Emerson E, Lancaster
GA, Berridge DM. A population-based investiga-
tion of behavioural and emotional problems and
maternal mental health: associations with autism
spectrum disorder and intellectual disability. J
Child Psychol Psychiatry. 2011;52(1):91-9.
Kurzius-Spencer M, Pettygrove S, Christensen D,
Pedersen AL, Cunniff C, Meaney FJ, Soke GN,
Harrington RA, Durkin M, Rice S. Behavioral
problems in children with autism spectrum disor-
der with and without co-occurring intellectual
disability. Res Autism Spectr Disord. 2018;
56:61-71.

Goldmon S, Wang C, Salgado MW, Greene PE,
Kim M, Rapin I. Motor stereotypies in children
with autism and other developmental disorders.
Dev Med Child Neurol. 2009;51:30-8.

Matson JL, Kozlowski AM. The increasing prev-
alence of autism spectrum disorders. Res Autism
Spectr Disord. 2011;5(1):418-25.

Bradley EA, Summers JA, Wood HL, Bryson
SE. Comparing rates of psychiatric and behavior
disorders in adolescents and young adults with
severe intellectual disability with and without
autism. J Autism Dev Disord. 2004;34:151-61.
Bradley E, Bolton P. Episodic psychiatric disorders
in teenagers with learning disabilities with and
without autism. Br J Psychiatry. 2006;189(4):361-6.
Cervantes PE, Matson JL. Comorbid symptomo-
logy in adults with autism spectrum disorder and
intellectual disability. J Autism Dev Disord.
2015;45(2):3961-70.

Melville CA, Cooper S-A, Morrison J, Smiley E,
Allan L, Jackson A, Finlayson J, Mantry D. The
prevalence and incidence of mental ill-health in
adults with autism and ID. J Autism Dev Disord.
2008;38:1678-88.

Matson JL, Shoemaker M. Intellectual disability
and its relationship to autism spectrum disorders.
Res Dev Disabil. 2009;30(6):1107-14.

McCarthy J, Hemmings C, Kravariti E, Dworzyn-
ski K, Holt G, Bouras N, Tsakanikos E. Chal-
lenging behavior and co-morbid psychopathology
in adults with intellectual disability and autism
spectrum  disorders. Res  Dev  Disabil.
2010;31(2):362-6.

Lundqvist LO. Prevalence and risk markers of
behavior problems among adults with ID: a total
population study in Orebro County, Sweden. Res
Dev Disabil. 2013;34:1346-56.

Cowley A, Newton J, Sturmey P, Bouras N, Holt
G. Psychiatric inpatient admissions of adults with
ID: predictive factors. Am J Ment Retard.
2005;110(3):216-25.

Tsakanikos E, Costello H, Holt G, Bouras N,
Sturmey P, Newton T. Psychopathology in adults
with autism and intellectual disability. J Autism
Dev Disord. 2006;36:1123-9.


https://doi.org/10.1192/bjp.2018.12
https://doi.org/10.1192/bjp.2018.12

228

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

S.-A. Cooper et al.

Tsakanikos E, Sturmey P, Costello H, Holt G,
Bouras N. Referral trends in mental health ser-
vices for adults with intellectual disability and
autism spectrum disorders. Autism. 2007;
11:9-17.

Lunsky Y, Gracey C, Bradley E. Adults with
autism spectrum disorders using psychiatric hos-
pitals in Ontario: clinical profile and service
needs. Res Autism Spectr Disord. 2009;3(4):
1006-13.

LoVullo SV, Matson JL. Comorbid psychopa-
thology in adults with autism spectrum disorders
and ID. Res Dev Disabil. 2009;30(6):1288-96.
Hutton J, Goode S, Murphy M, Couteur AL,
Rutter M. New-onset psychiatric disorders in
individuals with autism. Autism. 2008;12(4):
373-90.

Mouridsen SE, Rich B, Isager T, Nedergaard
NJ. Psychiatric disorders in individuals diagnosed
with infantile autism as children: a case study. J
Psychiatr Pract. 2008;14:5-12.

La Malfa G, Lassi S, Salvini R, Giganti C, Ber-
telli M, Albertini G. The relationship between
autism and psychiatric disorders in intellectually
disabled adults. Res Autism Spectr Disord.
2007;1(3):218-28.

Matson JL, Nebel-Schwalm MS. Comorbid psy-
chopathology with autism spectrum disorders in
children: an overview. Res Dev Disabil.
2007;28:341-52.

Ghaziuddin M. Mental health aspects of autism
and Asperger syndrome. London: Jessica Kings-
ley Publishers; 2005.

Selten JP, Lundberg M, Rai D, Magnusson
C. Risks for nonaffective psychotic disorder and
bipolar disorder in young people with autism
spectrum disorder: a population-based study.
JAMA Psychiat. 2015;72(5):483-9.

Sterling L, Dawson G, Estes A, Greenson J. Char-
acteristics associated with presence of depressive
symptoms in adults with autism spectrum disor-
der. J Autism Dev Disord. 2008;38(6):1011-8.
Buck TR, Viskochil J, Farley M, et al. Psychiatric
comorbidity and medication use in adults with
autism spectrum disorder. J Autism Dev Disord.
2014;44(12):3063-71.

Greenlee JL, Mosley AS, Shui AM, Veenstra-
VanderWeele J, Gotham KO. Medical and behav-
ioral correlates of depression history in children
and adolescents with autism spectrum disorder.
Pediatrics. 2016;137(suppl 2):S105-14.

Rai D, Heuvelman H, Dalman C, Culpin I, Lun-
dberg M, Carpenter P, Magnusson C. Association
between autism spectrum disorders with or with-
out intellectual disability and depression in young
adulthood. JAMA Netw Open. 2018;1(4):¢181465.
Thalen M. Comorbidity in adolescents and adults
with intellectual disability (ID). Masterthesis
Orthopedagogiek; 2011.

Gadow KD, Devincent CJ, Pomeroy J, Azizian
A. Comparison of DSM-IV symptoms in elemen-

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

tary school-age children with PDD versus clinic
and community samples. Autism. 2005;9
:392-415.

Hill J, Furniss F. Patterns of emotional and
behavioural disturbance associated with autistic
traits in young people with severe ID and chal-
lenging behaviours. Res Dev Disabil. 2006;27:
517-28.

McCarthy J. Children with autism spectrum dis-
orders and intellectual disability. Curr Opin Psy-
chiatry. 2007;20:472-6.

Bradley EA, Isaacs BJ. Inattention, hyperactivity,
and impulsivity in teenagers with intellectual dis-
abilities, with and without autism. Can J Psychia-
try. 2006;51:9.

Cochran DM, Dvir Y, Frazier JA. ‘Autism-plus’
spectrum disorders: intersection with psychosis
and the schizophrenia spectrum. Child Adolesc
Psychiatr Clin N Am. 2013;22(4):609-27.

Cohen DIJ, Paul R, Volkmar FR. Issues in the
classification of pervasive and other developmen-
tal disorders: toward DSM-IV. J Am Acad Child
Psychiatry. 1986;25(2):213-20.

Kumra S, Jacobsen LK, Lenane M, et al. “Multi-
dimensionally impaired disorder”: is it a variant
of very early-onset schizophrenia? J Am Acad
Child Adolesc Psychiatry. 1998;37(1):91-9.
Bertelli MO, Piva Merli M, Bradley E, Keller R,
Varrucciu N, Del Furia C, Panocchia N. The
diagnostic boundary between autism spectrum
disorder, intellectual developmental disorder and
schizophrenia spectrum disorders. Adv Mental
Health Intellect Disabil. 2015;9(5):243-64.
Coughlan H, Cannon M. Does childhood trauma
play a role in the aetiology of psychosis? A review
of recent evidence. BJPsych Adv. 2017;23(5):
307-15.

Sullivan SA, Kounali D-Z, Cannon M, David AS,
Fletcher P, Holmans PA, Jones H, Jones PB, Lin-
den DEJ, Lewis GH, Owen MJ, O’Donovan MC,
Rammos A, Thompson A, Wolke D, Zammit S. A
population-based cohort study examining the
incidence and impact of psychotic experiences
from childhood to adulthood, and prediction of
psychotic disorder. Am J Psychiatr. 2020; https://
doi.org/10.1176/appi.ajp.2019.19060654.

Hoover DW. The effects of psychological trauma
on children with autism Spectrum disorders: a
research review. Rev J Autism Dev Disord.
2015;2:287-99.

Berg KL, Shiu CS, Acharya K, Stolbach BC,
Msall ME. Disparities in adversity among chil-
dren with autism spectrum disorder: a popula-
tion-based study. Dev Med Child Neurol.
2016;58:1124-31.

Kerns CM, Newschaffer CJ, Berkowitz S, Lee
BK. Brief report: examining the Association of
Autism and Adverse Childhood Experiences in
the National Survey of Children’s Health: the
important role of income and co-occurring men-
tal health conditions. J Autism Dev Disord.


https://doi.org/10.1176/appi.ajp.2019.19060654
https://doi.org/10.1176/appi.ajp.2019.19060654

229

Epidemiology of Psychiatric Disorders in Persons with Intellectual Disabilities

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

2017;47(7):2275-81.
s10803-017-3111-7.
Hassiotis A, Brown E, Harris J, et al. Association
of Borderline Intellectual Functioning and
Adverse Childhood Experience with adult psychi-
atric morbidity. Findings from a British birth
cohort. BMC Psychiatry. 2019;19:387.

Dunn K, Rydzewska E, Cooper S-A. The preva-
lence of mental health conditions, sensory
impairments, and physical disability in people
with co-occurring ID and autism (both condi-
tions together) compared with other people — a
total population study of 5,295,403 people. BMJ
Open. 2020:10e035280. https://doi.org/10.1136/
bmjopen-2019-035280.

Kinnear D, Rydzewska E, Dunn K, Hughes-
McCormack L, Melville C, Henderson A, Coo-
per S-A. The relative influence of ID and autism
on mental and general health. A cross-sectional
study of a whole country of 5.3 million children
and adults. BMJ Open. 2019;9(8):029040.
https://doi.org/10.1136/bmjopen-2019-029040.
Moore DG, George R. ACORNS: a tool for the
visualisation and modelling of atypical develop-
ment. J Intellect Disabil Res. 2011;55:956-2.
Robertson J, Hatton C, Emerson E, Baines
S. Prevalence of epilepsy among people with ID:
a systematic review. Seizure. 2015;29:46-62.
Scerif G. Attention trajectories, mechanisms and
outcomes: at the interface between developing cog-
nition and environment. Dev Sci. 2010;13:805-12.
Moore DG, Oates JM, Hobson RP, Goodwin
J. Cognitive and social factors in the development
of infants with down syndrome. Down Synd Res
Pract. 2002;8:43-52.

Bishop SJ. Trait anxiety and impoverished pre-
frontal control of attention. Nat Neurosci.
2009;12:92-8.

Singer GHS. Meta-analysis of comparative stud-
ies of depression in mothers of children with and
without developmental disabilities. Am J Ment
Retard. 2006;111:155-69.

Smiley E, Cooper S-A, Finlayson J, Jackson A,
Allan L, Mantry D, et al. The incidence, and pre-
dictors of mental ill-health in adults with ID. Pro-
spective study. Br J Psychiatry. 2007;191:313-9.
Hulbert-Williams L, Hastings RP, Crowe R, Pem-
berton J. Self-reported life events, social support
and psychological problems in adults with ID. J
Appl Res Intellect Disabil. 2011;24:427-36.
Hastings RP, Hatton C, Taylor J, Maddison
C. Life events and psychiatric symptoms in adults
with ID. J Intellect Disabil Res. 2004;52:95-106.
Esbensen AJ, Benson BA. A prospective analysis
of life events, problem behaviours, and depres-
sion in adults with intellectual disability. J Intel-
lect Disabil Res. 2006;50:248-58.

https://doi.org/10.1007/

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

Emerson E. The determinants of health inequi-
ties experienced by children with learning dis-
abilities. Public Health England; 2015. https:/
www.improvinghealthandlives.org.uk/secure-
files/160112_1124//Determinants%200f%20
Child%20Health%20Inequalities.pdf.

Jahoda A, Markova I. Coping with social stigma:
people with ID moving from institutions and fam-
ily home. J Intellect Disabil Res. 2004;48:719-29.
Cooney G, Jahoda A, Gumley A, Knott F. Young
people with learning disabilities attending main-
stream and segregated schooling: perceived
stigma, social comparisons and future aspira-
tions. J Intellect Disabil Res. 2006;50:432-45.

Ali A, Hassiotis A, Strydom A, King M. Self
stigma in people with ID and courtesy stigma in
family carers: a systematic review. Res Dev Dis-
abil. 2012;33:2122-40.

Ali A, King M, Strydom A, Hassiotis A. Self-
reported stigma and symptoms of anxiety and
depression in people with ID: findings from a
cross sectional study in England. J Affect Disord.
2015;187:224-31.

Einfeld SL, Tonge BJ. Population prevalence of
psychopathology in children and adolescents
with intellectual disability: II epidemiological
findings. J Intellect Disabil Res. 1996;40:99-109.
Tonge BJ, Einfeld SL. Psychopathology and intel-
lectual disability: the Australian child to adult
longitudinal study. Int Rev Res Mental Retard.
2003;26:61-91.

Einfeld SL, Piccinin AM, Mackinnon A, Hofer
SM, Taffe J, Gray KM, et al. Psychopathology in
young people with intellectual disability. J Am
Med Assoc. 2006;296:1981-9.

Wallander JL, Dekker MC, Koot HM. Risk fac-
tors for psychopathology in children with intel-
lectual disability: a prospective longitudinal
population-based study. J Intellect Disabil Res.
2006;50:259-68.

De Ruiter KP, Dekker MC, Verhulst FC, Koot
HM. Developmental course of psychopathology
in youths with and without ID. J Child Psychol
Psychiatry. 2007;48:498-507.

Cooper S-A, Smiley E, Jackson A, Finlayson J,
Allan L, Mantry D, et al. Adults with ID. Preva-
lence, incidence, and remission of aggressive
behaviour, and related factors. J Intellect Disabil
Res. 2009;53:217-32.

Cooper S-A, Smiley E, Allan L, Morrison J, Jack-
son A, Finlayson J, et al. Adults with ID. Preva-
lence, incidence and remission of self-injurious
behaviour, and related factors. J Intellect Disabil
Res. 2009;53:200-16.

Strydom A, Chan T, King M, Hassiotis A, Liv-
ingston G. Incidence of dementia in older adults
with ID. Res Dev Disabil. 2013;34:1881-5.


https://doi.org/10.1007/s10803-017-3111-7
https://doi.org/10.1007/s10803-017-3111-7
https://doi.org/10.1136/bmjopen-2019-035280
https://doi.org/10.1136/bmjopen-2019-035280
https://doi.org/10.1136/bmjopen-2019-029040
https://www.improvinghealthandlives.org.uk/securefiles/160112_1124//Determinants of Child Health Inequalities.pdf
https://www.improvinghealthandlives.org.uk/securefiles/160112_1124//Determinants of Child Health Inequalities.pdf
https://www.improvinghealthandlives.org.uk/securefiles/160112_1124//Determinants of Child Health Inequalities.pdf
https://www.improvinghealthandlives.org.uk/securefiles/160112_1124//Determinants of Child Health Inequalities.pdf

	9: Epidemiology of Psychiatric Disorders in Persons with Intellectual Disabilities
	9.1	 Introduction
	9.2	 Prevalence of Psychiatric Disorders
	9.3	 Prevalence of Psychiatric Disorders Compared with General Population
	9.4	 Prevalence of Psychiatric Disorders in Persons with Co-occurring Intellectual Disabilities and Autism Spectrum Disorder
	9.5	 Aetiology of Psychiatric Disorders
	9.6	 Incidence and Course of Psychiatric Disorders
	9.7	 Conclusion
	References




