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Background. There appears to be a higher rate of prevalence of hyperkinetic disorder in the intellectual disability (ID)
population, although there is a large variability in rates in previous studies. Hyperkinetic disorder can be a challenge to
diagnose in a populationwith ID and can present a barrier to the development of the activities of daily living in an already
vulnerable population.

Objectives. Our objective was to examine the point prevalence of hyperkinetic disorder in the ID population in a com-
munity ID service and also to determine the prevalence of hyperkinetic disorder based on the level of ID.

Methods. A cross-sectional review of the Online Information Service ‘OLIS’ database was undertaken to establish the
total number of patients with ID and those with comorbid hyperkinetic disorder. The overall point prevalence and
prevalence based on the level of ID was calculated from the collected data.

Results. The point prevalence of hyperkinetic disorder in the population with ID was similar to that found in studies in
the general population at 3.1% in adults and 32.6% in children. When divided by the level of disability, the calculated
point prevalence in both adults and children was highest in the population with mild ID and decreased as the level of
disability increased.

Conclusion. This report contributes to previous research establishing the rates of hyperkinetic disorder in an ID popu-
lation and establishes the point prevalence of hyperkinetic disorder in individuals diagnosed with ID in a clinical sample.
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Introduction

A number of studies suggest that hyperkinetic dis-
order is more common in people with intellectual
disability (ID) than the general population (Seager &
O’Brien, 2003; Emerson & Hatton, 2007; Neece et al.
2011; Neece et al. 2013). Hyperkinetic disorder can
present as an extra barrier to learning and functional
skill acquisition in this already vulnerable group
because of its impact on attention and ability to engage
with others.

Background to hyperkinetic disorder

Hyperkinetic disorder, as classified in the ICD-10, is a
neurodevelopmental disorder, often diagnosed in
childhood (World Health Organisation, 1992). Its main
features are impaired attention and over-activity,
which occur in more than one environment, are of early
onset (under 6 years of age) and of long duration. The
associated features include social disinhibition and

impulsive flouting of social rules (World Health Orga-
nisation, 1992; NICE, 2008). It is important to consider
whether symptoms in the ID population are related to
the disability itself or whether they are part of a sepa-
rate, hyperkinetic disorder. The American Psychiatric
Association describes a similar disorder called attention
deficit hyperactivity disorder, but with an age of onset
specified as below 12 years (American Psychiatric
Association, 2013).

Some studies have suggested that hyperkinetic dis-
order may be underdiagnosed in the ID population
owing to ‘diagnostic overshadowing’ or because of an
already present diagnosis of ID (Fuller and Sabatino,
1998; Hendriksen et al. 2015). The National Institute for
Health and Clinical Excellence (NICE, 2008) recom-
mends a multi-modal approach investigating symp-
toms and impact in different settings as outlined by a
variety of sources. Multi-disciplinary involvement is
crucial in terms of evaluating psychiatric comorbidity,
communication and sensory issues and adaptive
functioning.

The diagnostic validity of hyperkinetic disorder in
the presence of ID has historically been a question of
debate and has been examined previously (Hastings
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et al. 2005; Antshel et al. 2006; Neece et al. 2013).
However, the study of Stromme and Diseth (2000)
among others supports a higher prevalence of hyper-
kinetic disorder in the ID population. Additionally, the
Neece et al. (2013) study shows consistencies in
symptoms across a range of IQ levels. Evans and
Trollor (2016) argue that these bolster the validity of
diagnosis and recommend a thorough approach to
review potential contributors to symptoms in this
population such as other medical or psychiatric diag-
noses and autism.

Prevalence in studies

There is a large variability in the reported rates of
hyperkinetic disorder in individuals with ID. Pre-
valence figures in children with ID range from 8.7%
to over 40% (Stromme & Diseth, 2000; Neece et al.
2013) and from <2% to 55% of adults (Cooper et al.
2007). This is comparable to the general population
with studies reporting prevalence rates between
1.4% and 9.5% in children and between 1.0% and
4.4% in adults (Polanczyk, 2014; Chan et al. 2016;
Thapar & Cooper, 2016). Neece et al. (2013) argue
that overall studies show a threefold over-
representation of hyperkinetic disorder in the ID
population compared with the general population.
Different sampling strategies and assessment meth-
ods, including differing diagnostic criteria, may have
contributed to this variation (Polanczyk, 2014).

Previous studies examining the prevalence of
hyperkinetic disorder based on the level of ID have
produced mixed results with some reporting increas-
ing rates as the level of disability increases (Hastings
et al. 2005; La Malfa et al. 2008; Memišević &
Sinanović, 2015), whereas others showing no differ-
ence (Hardan & Sahl, 1997; Dekker & Koot, 2003) and
some others reporting decreasing rates (Johnson et al.
1995). Several reasons for these discrepancies have
been posited, including the possible reluctance of
clinicians to diagnose hyperkinetic disorder in the
individuals with more severe IDs (Buckley et al. 2006),
uncertainty regarding the presentation of symptoms
of hyperkinetic disorder particularly as the severity of
ID increases, as well as differences in criteria and
methodology between studies (Reilly & Holland,
2011).

This report aims to add further to the prevalence
research by examining the point prevalence of hyper-
kinetic disorder in the population within a community
ID psychiatric service. In terms of areas for further
prevalence research, one key area is establishing base-
line rates for hyperkinetic disorder across different
levels of ID, which we also aim to examine in this
report.

Methods

Study setting

The community psychiatry service for people with ID
in county Galway sits within a voluntary organisation,
which like many others in Ireland has service-level
agreements with the health service executive. However,
unlike many others, it delivers services to people with
mild ID. A significant numbers of voluntary sector
services in Ireland work with people with moderate,
severe and profound ID only. People with mild ID
nationally are often seen by psychiatric community
mental health teams. In county Galway, however, and
for historical reasons, a significant number of people
with mild ID receive service provision from voluntary
services specialising in working with people with ID.
The psychiatry service also provides input to children
with ID. This is through a clinic jointly provided with
the local developmental paediatrics service.

Essentially, small multi-disciplinary teams (minus
psychiatry) across voluntary agencies provide input to
people with ID depending on age, geographical area
and level of ability. If psychiatry input is required, a
referral is sent via the general practitioner. While the
psychiatry team members are not part of an MDT
as such, service provision can be delivered in a
consultative outpatient clinic process or through case
conferences and team meetings.

The psychiatry service also receives referrals from
Child and Adolescent Mental Health Service (CAMHS)
and community mental health teams. The referrals for
children are for those attending special schools in the
county and accessing multi-disciplinary services
attached to those schools.

This ‘cradle to grave’ service is undergoing a process
of reconfiguration to be in line with national policy. Its
current format, however, allows straightforward pre-
valence statistics to be calculated in the ID clinical
sample accessing services in county Galway as this
includes children and adults with ID in the county
across all ranges of ID from profound to mild.

The Online Information Service ‘OLIS’ database is a
local service database which contains a subsection with
clinical and diagnostic information pertinent to the ID
psychiatry service in Galway. The number of patients
with various diagnoses can be identified alongside their
age using this database.

Procedure

OLIS was used to identify the total number of children
and adults with ID and those with a comorbid diag-
nosis of hyperkinetic disorder. The diagnosis of hyper-
kinetic disorder had been previously established using
a multidisciplinary approach with clinical and
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psychological assessments which always include
structured instruments (Conner’s Rating Scales) pro-
vided to teachers and parents as well as two separate
environmental assessments and observations.

The total number of patients with ID and patients
with comorbid hyperkinetic disorder was used to cal-
culate the point prevalence of hyperkinetic disorder in
the clinical ID population.

The number of adults and children with hyperkinetic
disorder based on the level of ID (mild, moderate,
severe and profound) was also examined and used to
calculate the point prevalence of hyperkinetic disorder
in each ID population.

Statistical analysis was completed using the SPSS
version 11 software. Fisher’s test was used to calculate
differences in prevalence rates with significance estab-
lished at p-value <0.05.

Results

The calculated point prevalence of hyperkinetic dis-
order in children was 32.6% and in adults was 3.1%
(Table 1). The difference between the two populations
was statistically significant at p< 0.005.

The calculated point prevalence of hyperkinetic dis-
order in children with mild ID was 50%, in children
with moderate ID was 26.3% and in children with
severe IDwas 14.3%. The calculated point prevalence of
hyperkinetic disorder in adults with mild ID was 4.6%,
in adults with moderate IDwas 3.5% and in adults with
severe ID was 0.8%. The differences in prevalence rates
between adults and children with mild and moderate
ID were significant at p< 0.05 (Table 2).

Discussion

We found that the prevalence of hyperkinetic disorder
within the ID service falls within the range reported in
other studies (see Table 1), although it was at lower end
of the reported rates in adults and at the higher end of
the reported rates in children. The overall prevalence of
hyperkinetic disorder was higher in children compared
with the adults and this result was statistically
significant.

When based on the level of ID, the calculated point
prevalence of hyperkinetic disorder in our patient
population was highest in individuals withmild ID and
it decreased as the severity of the ID increased. The
prevalencewas higher in children across the levels of ID
compared with adults, although this result was only
statistically significant for the mild and moderate ID
populations. Taylor et al. (2015) report that while some
adults continue to have symptoms in adulthood, most
do not, and this is reflected in our results with higher
prevalence in children when compared with adults.

Hyperkinetic disorder can present with increased
comorbidities in an ID population (Ahuja et al. 2013)
and previous studies also report higher rates in this
population than in the general population (Stromme &
Diseth, 2000; Neece et al. 2013). There is a large varia-
bility in the reported rates of hyperkinetic disorder in
this population and this has been attributed to the dif-
ferences in use of criteria and diagnostic methods
(Reilly & Holland, 2011). Our prevalence rate of 32.6%
in children with ID is comparable to a recent annual

Table 1. Point prevalence of hyperkinetic disorder in the clinical ID
population

Children Adults

Total with ID 43 390
Comorbid ID and HK 14 12
Point prevalence 32.6% 3.1%
Prevalence in studies 8.7–40% 2–55%

HK, hyperkinetic disorder; ID, intellectual disability.
The calculated point prevalence of hyperkinetic disorder in

children and adults compared with the prevalence in previous
studies (Stromme & Diseth, 2000; Cooper et al. 2007; Neece
et al. 2013).

Table 2. Point prevalence according to level of ID

Children Adults

Total HK Prevalence (%) Total HK Prevalence (%) Fisher’s test (p-value)

Mild ID 16 8 50 116 6 5.2 0
Moderate ID 19 5 26.3 145 5 3.5 0.002
Severe ID 7 1 14.3 125 1 0.8 0.1036
Profound ID 1 0 0 4 0 0 1

HK, hyperkinetic disorder; ID, intellectual disability; CI, confidence interval.
The calculated point prevalence of hyperkinetic disorder in adults and children based on the level of ID.
p< 0.05= significant.
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CAMHS national report published by the Health
Service Executive (HSE, 2014) in Ireland, which found
that hyperkinetic disorder was the most frequently
assigned primary presentation in their patient popula-
tion at 31.6% of cases.

The previous data available on prevalence of hyper-
kinetic disorder based on the level of ID is conflicting
and our results seem to be in contradiction to some
studies in the past that have reported either no change
or increasing rates of hyperkinetic symptoms as the
level of disability increases (Dekker & Koot, 2003; La
Malfa et al. 2008). However, as Reilly and Holland
argue, most previous studies on prevalence have
examined the presence of symptoms of hyperkinetic
disorder in an ID population using diagnostic instru-
ments rather than examining the prevalence of clinical
diagnosis of hyperkinetic disorder in the population
and that, as it has previously been suggested by Dekker
and Koot, the presence of symptoms does not necessa-
rily correlate with impairment (Dekker & Koot, 2003;
Reilly & Holland, 2011).

Evans and Trollor (2016) argue that vulnerability to
this disorder is conferred by a number of means,
including many biological, environmental and social
risk factors in addition to syndromes, which give rise to
both. The lower rates in those with severe ID may be
secondary to the increased complexity of diagnosis in
this population. It is possible that symptoms in more
severe ID cases with genetic syndromes are attributed
to the genetic condition rather than hyperkinetic dis-
order (King, 2016). This may also explain higher rates of
hyperkinetic disorder in people with ID.

There are strengths and limitations to this study. Our
community psychiatry service for individuals with ID is
set up to provide a service for both children and adults
with all levels of ID. This has created a database which
has allowed us to examine the point prevalence of
hyperkinetic disorder in the total ID population known to
the community service and also examine the prevalence
based on the severity of ID in this clinical sample.

The diagnosis of hyperkinetic disorder in our popu-
lation was a clinical diagnosis, made after a multi-
modal assessment was undertaken when an individual
presented with impairment in functioning, and the
prevalence reported may be more representative of the
rates that may be encountered in a general ID psy-
chiatry service.

A limitation of our report is the relatively small
sample size in the under 18 population, particularly
when separated based on the level of ID, which cau-
tions the generalisation of the results in this population.
The small sample size of adults with profound ID also
limits our findings for that population. Additionally,
the small sample sizes also limit the use of statistical
analysis for assessing the significance of differences in

prevalence rates, particularly based on the level of ID,
as they reduce power and limit any clinical inferences
that can be made from the results of statistical tests and
future similar studies with larger sample sizes may be
able to identify any statistical differences.

Conclusion

We have calculated the point prevalence of comorbid
hyperkinetic disorder in individuals within a commu-
nity ID psychiatry service and it is in keeping with the
rates found in previous literature. Our data suggest that
the prevalence of hyperkinetic disorder may decrease
in a clinical population as the severity of ID increases.
However, conflicting data are available regarding the
prevalence of hyperkinetic disorder in a learning dis-
ability population based on the level of disability and
further prevalence research with larger sample sizes
should be considered in terms of future research.
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