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People with learning disabilities constitute 2% of
the general population. They are a heterogeneous,
psychosocially disadvantaged and vulnerable
group with a relatively higher prevalence of mental
disorders (Borthwick-Duffy, 1994). Despite diffi-
culties in the diagnosis and classification of
psychiatric illnesses in this population (Fryers, 1997)
there is ample evidence that anxiety disorders do
occur (McNally & Ascher, 1987) and they are reported
to be at least as common as in the general population,
if not more so (King et al, 1994; Deb et al, 2001a).

The diagnosis, classification and management of
mental disorders in people with learning disabilities
are often fraught with challenges not encountered
in people with average IQ. Within the context of the
philosophies of normalisation, equity and social
inclusion, health professionals are increasingly
called upon to assess and treat learning-disabled
individuals, often in crisis. Frequently, they exhibit
challenging behaviour as a means of coping with
frustration, anxiety and stress (Menalescino, 1977).
It is therefore essential that all mental health
professionals acquire the fundamental skills needed
at the interface of learning disability and psychiatric
disorders, underpinned where appropriate by access
to specialist services. Here we explore these key
issues and implications for clinical practice with
relation to anxiety disorders.

Anxiety is a universal human experience. It is a
distressing emotion, consisting of both psychological
and somatic manifestations and hyperarousal. It is
frequently accompanied by behavioural reactions
(Hoen-Saric et al, 1995). At optimal levels it is normal,
motivational and protective, helpful in coping with
adversity (the Yerkes–Dodson law; Yerkes & Dodson,

1906). Anxiety differs from fear, in that fear is a
focused and direct response to a specific event or
object that the person is consciously aware of. The
DSM–IV–TR defines anxiety as:

‘the apprehensive anticipation of future danger or
misfortune accompanied by a feeling of dysphoria or
somatic symptoms of tension. The focus of anticipated
danger may be external or internal’ (American
Psychiatric Association, 2000).

Anxiety disorder, or pathological anxiety, occurs
when the intensity or duration of anxiety is
disproportionate to the potential for harm, or in the
absence of recognisable threat to the individual. It
involves increased levels of arousal, which has the
effect of disorganising rather than facilitating an
individual’s performance.

Prevalence

Anxiety ranks among the most common categories
of mental disorder reported in large-scale epidemio-
logical studies within the general population (Robins
& Regier, 1991); Jenkins, 1997). In primary care,
anxiety and depression account for 80% of consul-
tations for mental health problems (Cooper, 1972).
Untreated, they are costly to both the individual and
society. Comorbidity is also a significant problem:
about 75% of individuals with an anxiety disorder
meet criteria for at least one comorbid psychiatric
disorder (Kessler et al, 1994).

In people with learning disabilities anxiety
disorders are well recognised (Bailey & Andrews,
2003), may be underreported (Reiss et al, 1982) and
underdiagnosed (Veerhoven & Tuinier 1997). In a
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sample of learning-disabled people, Cooper (1997)
found higher rates of anxiety disorders in the elderly
individuals than in the younger age groups. A study
cohort comparing people with learning disabilities
with the general population revealed significantly
higher rates of phobic disorder in the former (Deb
et al, 2001a). A literature review (Raghavan, 1997)
revealed a similar if not higher prevalence of
generalised anxiety disorder in people with learning
disabilities. Significant comorbidity was also
reported in a study by Masi et al (2000) in learning-
disabled adolescents. Anxiety disorders were
identified as more prevalent in individuals with self-
injurious behaviour than in those without such
behaviour (Moss et al, 2000).

Diagnosis and classification

Anxiety disorders include panic disorder, agora-
phobia, specific phobias, generalised anxiety dis-
order, social phobia, obsessive–compulsive disorder,
and acute and post-traumatic stress disorders
(PTSD). Accurate diagnosis is central to the effective
management of these conditions (Box 1). Frequently,
comorbid disorders such as depression can make
the presentation and diagnosis confusing, even in
the general population.

Sovner (1986) highlighted four factors reflecting
the profound biopsychosocial effects of learning
disability that may influence the diagnostic process:

• intellectual distortion – emotional symptoms
may be difficult to elicit because of deficits
in abstract thinking and in receptive and
expressive language skills; for example the
phrase ‘butterflies in the stomach’ might not
be understood;

• psychosocial masking – limited social experi-
ences can influence the content of psychiatric
symptoms; for example mania may present as
a grandiose belief that the individual can drive
a car;

• cognitive disintegration – a decreased ability
to tolerate stress can lead to anxiety-induced
decompensation (sometimes misinterpreted as
psychosis);

• baseline exaggeration – the severity or fre-
quency of chronic maladaptive behaviour may
increase after onset of psychiatric illness.

Another factor that may contribute to difficulties
experienced by clinicians is diagnostic over-
shadowing, a tendency in the clinician to overlook
symptoms of mental illness, attributing them to
learning disability (Reiss et al, 1982).

In people with learning disabilities, the clinical
utility of the ICD–10 and DSM– IV–TR in diagnosing

anxiety disorders is limited (Ruedrich et al, 2001;
Cooray et al, 2005). This is because diagnostic criteria
are firmly entrenched in language-based phenomen-
ology, validated on individuals with average
intellectual functioning. Currently, the evidence base
relating to anxiety disorders in people with learning
disabilities is poor, further compounded by diffi-
culties in carrying out robust research (Oliver et al,
2003). Most studies use some form of modified
criteria, with a resultant lack of consistency.

Endeavours to improve diagnostic practice have
led to the development of guidelines (Rush & Frances,
2000; Deb et al, 2001b) and a number of informant
and self-report assessment instruments of psycho-
pathology, some of which are listed in Box 2. However,
the reliability of these instruments is variable.
Costello et al (1997) reported that the greatest
unreliability when applying the PAS-ADD related
to symptoms of anxiety.

To address the problems of classification, a new
consensus-based system reflecting expert opinion,
the Diagnostic Criteria for Psychiatric Disorders for
Use with Adults with Learning Disabilities/Mental

Box 1 Difficulties of psychiatric diagnosis in
people with learning disabilities

• Current psychiatric classification systems are
based on studies that excluded people with
learning disabilities

• Deficits in language and/or abstract think-
ing make emotional symptoms difficult to
identify

• Limited social experience can influence the
content of psychiatric symptoms

• There is a tendency for clinicians to overlook
psychiatric symptoms, attributing them to
learning disability

Box 2 Instruments for detecting psycho-
pathology in learning disability

• Psychopathology Instrument for Mentally
Retarded Adults (PIMRA), based on DSM–
III–R (Matson et al, 1984)

• Diagnostic Assessment for the Severely
Handicapped (DASH) scale, based on DSM–
III–R (Matson et al, 1991)

• Psychiatric Assessment Scale for Adults with
Developmental Disability (PAS–ADD), based
on ICD–10 (Moss et al, 1993)
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Retardation (DC–LD), has been developed (Royal
College of Psychiatrists, 2001). This provides
operationalised diagnostic criteria for psychiatric
disorders for use with adults with moderate, severe
or profound learning disabilities. It may also be used
to complement the ICD–10 or DSM–IV–TR in adults
with mild learning disabilities.

Generally, all criteria for anxiety disorders in
ICD–10 or DSM–IV–TR can be applied validly and
reliably in people with mild-to-moderate learning
disability (Masi et al, 2002; Stavrakaki, 2002). In those
with severe-to-profound disability, psychiatric
assessments must be modified within the context of
limitations in cognitive function, using simple
spoken language, pictures and sign language.
Collateral information from a primary caregiver
familiar with the individual is essential. The
interview must be unhurried, allowing sufficient time
to give an account of events. Questions and
responses may need to be repeated and rechecked.
People with learning disabilities are suggestible and
when presented with a choice of alternatives may
agree or repeat the last words of the questionner’s
sentence. Consequently, leading questions must be
avoided.

Effects of learning disability
on the presentation of the clinical
features of anxiety

The clinical features of anxiety have cognitive,
physiological, psychological and behavioural
components. Psychological and cognitive elements
may present as fearful anticipation, irritability,
concentration and memory problems, repetitive
worrying thoughts, fear and, in extreme instances,
fully fledged panic. Physiological manifestations
include dry mouth, difficulty in swallowing,
flushing, sweating, pallor, palpitations, tremor,
hyperventilation, chest pain/tightness, headache,
backache, fatigue, muscle tension, diarrhoea,
increased urinary frequency, paraesthesia, height-
ened startle response and insomnia. Avoidance is a
common behavioural manifestation of anxiety.
Chronologically, anxiety can be episodic, continuous
or stress related.

Descriptions of key diagnostic concepts of anxiety
require a certain level of IQ and linguistic skills,
particularly with relation to more complex subjective
cognitive phenomena. Matson et al, 1997 concluded
that when anxiety cannot be expressed, especially
in people with more severe degrees of learning
disability, it might manifest as a behavioural
disorder. However, this may be non-specific and
may be a reflection of other triggers such as the

environment. It is important to distinguish between
behavioural disorders and abnormal behaviours
that are the result of an underlying mental illness.
In diagnosising anxiety, Khreim & Mikkelson
(1997) highlighted the need to place relatively
greater emphasis on phenomena such as agitation,
screaming, crying, withdrawal, regressive/clingy
behaviour or freezing, all of which could be
interpreted as manifestations of fear.

In people with severe and profound learning
disability, subjective elements of the diagnostic
criteria for anxiety are difficult, if not impossible, to
apply. The clinician must therefore rely on signs
(observed behaviours) rather than on self-reported
distress and on the diagnosis postulated from
observations made by primary caregivers. The
application of objective equivalents in lieu of
subjective criteria, as well as unofficial pragmatic
modifications to the DSM and ICD classificatory
systems, may be justifiable in such instances. This
has prompted clinicians to interpret diagnostic
criteria in terms of behavioral correlates that reflect
the verbal components of the relevant anxiety
disorders (Table 1).

These issues might best be addressed by the
official modification of the DSM and ICD diagnostic
criteria for anxiety to tailor them to adults with
learning disabilities, as has already been done for
the child and adolescent population.

Risk factors

People with learning disabilities frequently contend
with a lifetime of adversity, inadequate social
supports and poor coping skills. These factors
contribute to increased vulnerability to stressful
life events, which may trigger anxiety disorders.

Table 1 Behavioural correlates of anxiety symptoms
in learning disability

Anxiety symptom Behavioural correlate

Dry mouth Increased drinking
Sensations of shortness Hyperventilation
of breath
Sensations of anxiety Signs of increased

arousal (shortness of
breath; increased pulse
rate); irritability; anger;
sweating; self-injurious
behaviour; avoidance
behaviour

Panic Tremulousness with
excessive motor activity,
agitation and or aggression
(Stavrakaki, 2002)
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Kessler et al (1994) reported that all types of
mental disorder, including anxiety, decline with
increasing educational level. Current psychological
models of anxiety tend to incorporate the role of the
individual’s vulnerability, which includes both
genetic (Smoller & Tsuang, 1998; Kendler et al, 2001)
and acquired predispositions (Coplan et al, 1997).
Some genetic causes of learning disability have
associations with anxiety, for example: fragile-X
syndrome is associated with social anxiety disorder;
Rubinstein–Taybi and Prader–Willi syndromes
with obsessive–compulsive disorder (Levitas &
Reid, 1998); and Williams syndrome with anxiety
(Einfeld et al, 2001) and phobias (Dykens, 2003).
Hyman et al (2002)noted significantly high compul-
sive behaviour in Cornelia de Lange syndrome.

Studies on types of fear reported in this population
demonstrate similarities between children and adults
of equivalent mental age, highlighting the develop-
mental perspective (Sternlicht, 1979; Duff, 1981;
Pickersgill et al, 1994). For example individuals with
moderate learning disability experience fears of:
animals, thunder and ghosts (preoperational
thinking), and physical injuries (concrete oper-
ational), mirroring normal Piagetian transition in
non-learning disabled children. However, in
childhood, anxieties and phobias might also occur
as transient phenomena, integral to normal early
development.

The psychological basis underpinning anxiety
includes psychodynamic (anxiety perceived as an
expression of unresolved conflict), cognitive (role of
individual’s perceptions of stressful events in
aetiology of anxiety) and behavioural (role of
learning, e.g. through classical conditioning and
vicarious or observational learning) theories. Ingram
et al (1998) reported that people with anxiety
frequently have negative cognitions.

Treatment

The treatment for anxiety disorders in people with
learning disabilities broadly parallels that in the
rest of the population (Box 3). A range of effective
interventions is available (Stavrakaki, 1997),
including medication (Kapczinski et al, 2004),
psychological therapies (reassurance, counselling,
anxiety management such as relaxation training,
anger management and self-help such as biblio-
therapy). Desensitisation and exposure therapy are
effective management strategies in obsessive–
compulsive disorder and social phobia. Some
studies suggest that optimum results are achieved
by combining psychological and pharmacological
interventions (Fineberg & Drummond, 1995;
Kandel, 1999). Behavioural therapy and cognitive

therapy alone or in combination have demon-
strated clear experimental evidence of efficacy in
the treatment of anxiety disorders (Michels, 1997).
Involving affected individuals in an effective
partnership with healthcare professionals and
using comprehensible and clear communication
both improve outcomes (National Institute for
Clinical Excellence, 2004).

In people with mild or borderline learning
disability and anxiety disorders, evidence based on
case studies demonstrates the effectiveness of
cognitive–behavioural therapy (Lindsay et al, 1997;
Lindsay, 1999). The core principles of cognitive

Box 3 Case example

A.M., a 29-year-old man with moderate learning
disabilities and Down’s syndrome (trisomy
chromosome 21) was taken to his local accident
and emergency department in a distressed and
agitated state, having physically attacked his
paid carer during a community trip in a car. Once
in the hospital he presented as calm and
appropriate in his behaviour.

He was initially unable to give an explanation
of his earlier distress, but it was elicited from
him that he had a 2-year history of becoming
nervous in certain situations, for example while
travelling, particularly on long car journeys. He
would worry about being involved in an
accident and being unable to escape from the
vehicle. Although not describing subjective
feelings of ‘anxiety’, on direct questioning, he
reported experiencing autonomic symptoms of
anxiety at such times, including sweating,
tremor and palpitations. He denied persistently
depressed mood, and did not have any bio-
logical features of a mood disorder.

Collateral history was obtained from his mother.
It transpired that the onset of his anxiety
symptoms correlated with a number of bereave-
ments of significant people in his life over the
previous 4 years. Moreover, he had become so
nervous in social situations that he was living
an extremely restricted lifestyle, avoiding such
situations. He had never previously experienced
a panic attack.

Panic disorder with agoraphobia was diag-
nosed. A referral was made to the local learning
disability psychiatric team. A.M. was reluctant
to take medication (a selective serotonin re-
uptake inhibitor), but engaged successfully with
psychological treatment of his anxiety disorder.
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therapy may require modification to meet the abilities
of the individual. Evidence relating to the long-term
outcome of these interventions is unavailable,
although they are likely to be beneficial.

Training and education in relaxation techniques
is also helpful for those with mild, moderate or severe
learning disability. Martin et al (1998) reported a
successful outcome with relation to achieving
relaxation in individuals with severe-to-profound
learning disability using multisensory stimulation
(Snoezelen environment).

The pharmacological treatment of anxiety, targeted
at achieving maximum gains from the lowest effective
dose and with minimum adverse effects include
selective serotonin reuptake inhibitors (SSRIs),
serotonin noradrenalin reuptake inhibitors (SNRIs),
buspirone, beta-blockers, benzodiazepines and
tricyclic antidepressants. People with learning
disabilities may not be able to report adverse effects.
Any resultant impairment of cognitive and psycho-
motor abilities may have profound implications for
behaviour and general functioning.

In view of their potential adverse effects benzo-
diazepines should be considered only for short-term
(no more than 4 weeks) treatment of acute, disabling
anxiety which is causing significant distress, while
medium- or long-term strategies are instituted. A
minority with intractable anxiety may benefit from
long-term treatment, which should not be denied
(Royal College of Psychiatrists, 1997).

In generalised anxiety disorder, obsessive–
compulsive disorder, panic disorder, PTSD and
social phobia, SSRIs may be used as first-line treat-
ment. Treatment with SNRIs such as venlafaxine,
which is effective in generalised anxiety disorder,
should be supervised by specialist mental health
medical practitioners. Tricyclics may be used as
second-line intervention for all of these conditions
with the exception of social phobia. Other pharmaco-
logical treatments with a weaker evidence base or
which are less well tolerated include buspirone
(generalised anxiety disorder, obsessive–compulsive
disorder) and antipsychotics (quetiapine or ris-
peridone as antidepressant augmentation for
obsessive–compulsive disorder). The choice of
treatment ultimately should be a consequence of the
assessment process and shared decision-making,
with emphasis on safety, tolerability and the
patient’s preferences within the context of best
available evidence.

Key points

Box 4 summarises key learning points to be taken
from this article.
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MCQs
1 With regard to people with learning disabilities:
a a diagnosis of learning disability is dependent on

significantly sub-average IQ and associated deficits in
adaptive behaviour with onset occurring before 18
years of age

b the prevalence of learning disability in the general
population is 0.2%

c mental health problems are less common than in the
general population

d mental health problems always present as challenging
behaviour

e the philosophy of normalisation supports people with
learning disabilities accessing generic health services.

2 The following contribute to difficulties in psychiatric
diagnosis in learning disability:

a diagnostic overshadowing
b limitations in the patient’s linguistic skills
c the patient’s suggestibility
d limitations in the patient’s social experience
e absence of collateral information.

3 Anxiety disorders in people with learning disabilities:
a are more common than in the general population
b are underdiagnosed in comparison with the general

population
c are less likely to be comorbid with other psychiatric

disorders than in the general population
d can only be diagnosed using modified diagnostic

criteria
e do not respond to psychological treatments.

4 Anxiety is a common association in the following
disorders:

a fragile-X syndrome
b Downs syndrome
c autistic-spectrum disorder
d Williams syndrome
e Angelmans syndrome.

5 The following are features of severe anxiety:
a palpitations
b disorientation in place
c paraesthesia
d visual hallucinations
e obsessional symptoms.
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