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     Due to limitations in verbal ability and intellect, medical problems can be difficult to diagnose in patients 
with developmental disabilities.  As a result, many symptoms and signs of physical conditions can be 
mistaken for psychiatric disorders.  Communication between the primary care physician, specialists, and 
psychiatric providers is an important part of diagnosing any problem. Data from caregivers, family and direct 
support staff in the form of observations is made, along with data on current psychiatric and medical 
problems and current medications can assist in the diagnosis.  Psychiatric providers must be very aware of 
the possibility that a patient with developmental disabilities is presenting with behavior or emotional 
responses that are due to an underlying physical ailment. 
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Differentiating	  Psychiatric	  and	  Medical	  Problems	  in	  
Patients	  with	  Developmental	  Disabilities	  

	  
Q. Dr. Silka, it is well known that psychiatric 
disorders can be difficult to diagnose in 
patients with developmental disabilities. Is 
this also true for medical problems? 
 
A.  Yes, and for the same reasons.  Just as it 
is difficult for someone with limited verbal 
skills and a developmental level that does not 
reach the level of abstract thinking to 
describe subjective internal states such as 
feeling depressed or anxious, it is equally 
difficult to describe stomach distress. The 
traditional psychiatric examination involves 
asking the patient to describe feelings and 
perspectives on life issues; the medical 
evaluation also asks the patient to describe 
symptoms such as levels of pain and 
perspectives on when and where physical 
ailments occur. (12) 
 
     When a person in distress from a 
psychiatric or a medical problem is unable to 
cognitively formulate and put distress into 
words, he or she may become agitated and 
engage in aggression or SIB, or conversely 
become withdrawn and lethargic. (11,12)  
 

Q.  Can this lead to family members and 
direct support professionals contacting the 
psychiatrist instead of the primary care 
physician (PCP) due to distress from a 
medical problem? 
 
A.  Yes, and it can also occur the other way 
around, where the PCP is contacted for what 
turns out to be more of a psychiatric issue.  
Also, it is important to remember that there 
can be many other causes for a nonspecific 
decompensation besides a medical or 
psychiatric disorder, such as psychosocial 
stressors and family/systems issues.  Who 
the individual is taken to can be more a 
function of the orientation of the caregiver or 
family member than anything else.   
 
Q.  Given that, how do people decide whom to 
contact? 
 
A.  There is no simple answer to this, but 
there are some obvious physical signs that 
would lead to contacting the PCP first.  These 
include fever, sweating, difficulty breathing, 
coughing, constipation, diarrhea, sores and 
rashes. (1,7,14) However, many medical 
problems may not present with any of these 
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more obvious symptoms.  When that occurs, 
it becomes more important to consider all 
possibilities and discuss them with whichever 
physician is seen.  It is important to try to get 
the various physicians to communicate with 
each other to try to sort things out.  This is 
sometimes difficult for physicians to due to 
their time constraints, care being dispersed in 
many medical facilities, and changing medical 
providers.(10,11)  I find that communicating 
by E-mail can sometimes work better than by 
playing phone tag.   
 
Q.  What can the caregiver or family member 
do to facilitate the process of sorting out a 
medical problem from a psychiatric problem? 
 
A.  First, caregivers, family, and direct 
support professionals should always have an 
updated list of all providers, their telephone 
numbers, addresses, and fax numbers if 
available. There are many times when the 
person bringing the patient does not bring 
formal information in writing, and is further 
not able to give the name of other medical 
professionals involved in the patient’s care. 
 
     It is most helpful if the health provider can 
have information about specific symptoms 
with details such as the onset of the 
symptoms, events that increase or decrease 
the symptoms, past history of symptoms, and 
changes in behavior relative to the baseline 
level of functioning that occur related to the 
symptoms. (1,10,11)  Also, it is very helpful to 
gather data that tracks such observable signs 
such as sleep pattern, changes in eating 
patterns and weight, changes in thirst, sores 
or rashes, menstrual periods, bowel 
movements, bowel or bladder incontinence, 
and vital signs if possible. (1,7,11,14)   There 
are programs for training direct support staff 
and family members in observing for signs 
and symptoms of some of the more common 
medical problems.  It is also helpful to have 
someone who can evaluate the more medically 
complicated individuals in order to decide 
whether or not to contact the doctor and can 
help to gather the relevant information.  Some 
agencies have their own nurse that can assist 
in the medical issues and some if not all 
states have nurses employed by their 
Department of Mental Retardation or 
Developmental Disabilities for this purpose.  
The Massachusetts Department of Mental 
Retardation currently has a pilot study 
underway that includes preventative health 

care standards, forms for gathering medical 
information, training in observation of signs 
and symptoms of illness, procedures for 
health care appointments and a protocol for 
clinical consultation.   
 
     Most importantly, the health care provider 
needs an accurate list of all of the current 
psychiatric and medical problems and current 
medications as well as what has recently 
changed, preferably in a synopsized form. 
(1,10,11)  There are a variety of forms 
available for synopsizing information for 
health care appointments.  It is surprising to 
me how often something as basic as a 
complete list of all current medications is not 
provided, even when someone is being 
hospitalized.  I have had lists provided to me 
of only the so-called “psych meds” under the 
assumption that those are all that matter to 
the psychiatrist, and never known that the 
individual is on other medications.  The body 
obviously does not differentiate “psych meds” 
from other meds, and there can be side effects 
and drug interactions that can occur between 
them that can sometimes be the cause of the 
decompensation.  It is also important to list 
who is prescribing which medications and if a 
doctor plans to change a medication that 
another doctor is prescribing, to point that 
out to them and ask that they contact the 
prescribing doctor, or to contact them 
yourself if they do not.  
 
Q. Many people with mental retardation have 
known syndromes such as Down Syndrome, 
or may have another genetic condition that is 
not easily physically recognized.  This is also 
important information, don’t you agree? 
 
A.  Yes, that is a good point.  The reason that 
this is especially important is that many 
syndromes have known medical problems 
associated with them that can provide 
valuable clues to what might be the problem.  
For example, Down Syndrome is frequently 
associated with hypothyroidism, which can 
lead to depressive symptoms. Also, there is 
emerging understanding of the psychiatric 
disorders that are associated with syndromes, 
such as Down Syndrome and depression or 
Alzheimer’s dementia.  There is currently 
ongoing work on the subject of behavioral 
phenotypes, which are descriptions of the 
psychiatric symptoms and diagnoses 
associated with a variety of syndromes.(8)  
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This is still in relatively early stages, but 
again can sometimes provide valuable clues.   
 
Q.  What are the most common medical 
problems that lead to a so-called “psychiatric 
decompensation”?   
 
A. One common problem is constipation. 
(1,5,9)  When chronic or severe, it can cause 
extreme distress and in severe cases can 
cause an impaction that is potentially life 
threatening.  This can lead to agitation that is 
misinterpreted as a psychiatric disorder and 
lead to the prescribing of medications that are 
not indicated and often have the side effect of 
worsening constipation.  Other GI problems 
such as ulcers or GERD (“heartburn”) can 
cause significant distress also.  I have had 
patients admitted to our inpatient psychiatric 
unit who have been found to be severely 
constipated and just treating that has 
resolved their psychiatric symptoms, allowing 
some of their psychotropic medications to be 
tapered off.   
 
     Seizure disorders are frequently seen in 
this population and can cause psychiatric 
symptoms.  This is a complex topic that has 
been reviewed elsewhere (see references). 
(2,4,13)  Involuntary movement disorders can 
also sometimes be perceived as either 
volitional or as symptoms of a psychiatric 
decompensation.  For example, akathisia is a 
movement disorder that causes severe motor 
restlessness that can look like the increased 
motor activity seen in mania or ADHD.  Many 
of these are in fact caused by psychotropic 
medications, most frequently antipsychotics, 
and the treatment is to taper the medications 
or treat the side effects.   
 
     Another common problem is physical pain, 
which can occur for a wide variety of reasons, 
from minor injuries such as a muscle sprain 
or tendonitis to more severe cases such as 
unrecognized fractures or severe dental 
disease.(1,9)  A patient of normal intelligence 
can usually identify these symptoms fairly 
well, and then will initiate contact with a 
physician for help.  People with even mild 
levels of mental retardation are often unable 
to cognitively formulate their pain; they 
cannot identify the source of pain adequately.  
This often leads to increased agitation and 
aggression or self-injury.   
 

     Thyroid disease is frequently seen, 
especially in Down Syndrome.(6,9)  
Hypothyroidism can look like depression and 
hyperthyroidism can look like mania.  
Treating the thyroid abnormality can often 
resolve the mood symptoms.  Other endocrine 
disorders that affect cortisol or the sex 
hormones have significant effects on mood.  
Abnormalities in blood chemistries such as 
sodium and blood sugar levels can also effect 
mood and cause confusion.   
 
     The impact of vision and hearing 
abnormalities is often not considered, but 
they can cause problems that are 
misinterpreted as a psychiatric disorder, 
especially when adequate supports are not in 
place.(9)  People whose sensory inputs are 
limited in this way can often become anxious 
or frustrated by not knowing what is going on 
around them and by misinterpreting their 
environment.  I once saw a patient who was 
thought to be psychotic when she was talking 
to herself because the person she thought she 
was talking to had left the room without 
informing her.   
 
     Sleep apnea is a common problem, 
especially in Down Syndrome, Prader-Willi 
Syndrome and also in individuals who are 
obese.  In sleep apnea, the air passage is 
blocked and leads to a low oxygen level and 
frequent brief awakenings overnight.  This 
can cause problems with fatigue, daytime 
“catnaps,” increased irritability and increased 
confusion.  Treating this by means of 
continuous positive airway pressure (CPAP) 
can often lead to increased energy and an 
improved mood.   
 
     Infections can occur and cause either 
increased agitation or alterations in mental 
status such as confusion and lethargy.(1,9)  
Common examples include urinary tract 
infections, respiratory infections (bronchitis, 
pneumonia), ear infections and skin 
infections.   
 
      One possible cause that is often 
overlooked is substance use, abuse, 
dependence or withdrawal.  Many of the 
higher functioning individuals in the 
community who live more independently have 
access to alcohol and other drugs that can 
cause psychiatric symptoms.  In addition, 
nicotine and caffeine effects can sometimes be 
a significant factor.   
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     Another cause that is frequently 
overlooked is medication side effects and drug 
toxicities.  Many medications can cause 
symptoms that are thought to be due to a 
psychiatric disorder and sometimes lead to 
the prescribing of more medications.(4)  Many 
medications can raise or lower the blood 
levels of other medications and cause 
problems in that way.  Some medications 
have blood levels that can be checked to see if 
they are too high or too low, but many don’t.  
Many medications also cause or worsen 
physical symptoms such as constipation, 
thyroid status, blood chemistries, or can 
lower seizure threshold.(1)  This is one reason 
why it is so important to let the physician 
know the list of all medications the individual 
is prescribed and also which medications 
have been recently changed, as that can 
provide important clues as to the cause of a 
decompensation.   
 
Q. In your experience, what are the most 
common psychiatric problems brought to the 
Primary Care Physician? 
 
A.  Depression and anxiety disorders are 
probably the most common and most 
frequently overlooked psychiatric disorders 
that lead to a referral to the PCP, whether one 
is developmentally disabled or not.(9)  The 
unpleasant sensations that can be caused by 
these disorders are often felt in various areas 
of the body and can lead to the belief that it a 
medical problem.  For example, a panic attack 
can involve dizziness, sweating, nausea, 
shortness of breath and a racing heartbeat 
that is very similar to a heart attack.  Also, 
many individuals with developmental 
disabilities have difficulty labeling their 
feelings and describe them in terms of a 
physical sensation, such as that they have a 
stomachache.  This can sometimes lead to 
medications being prescribed symptomatically 
for these symptoms that can complicate the 
picture and potentially interact with other 
meds.   
 
Q. What recommendations do you have for 
family and support staff in terms of 
monitoring and preventative care? 
 
A. Family and direct support professionals 
must keep regular track of appetite and sleep.  
Any change in level of thirst may indicate a 
serious condition such as diabetes.  For 

women, a record of menstrual periods is 
essential.  If possible, a record of bowel 
elimination is critical. 
 
Q. Do you think that the required minimum 
once a year physical is adequate for patients 
with developmental disabilities? 
 
A.  This is probably adequate for most people 
as long as the relevant information is 
provided as described above.  However, 
equally important to the annual physical is to 
have someone examined when they are 
showing signs of physical distress.  Medical 
causes should always be considered and 
ruled out before assuming that the problem is 
a psychiatric one.  This can be discussed with 
the PCP or the psychiatrist and any 
appropriate examinations or labs can be 
ordered.   
 
     It is important to try to prepare the 
individual for a medical appointment if they 
are, typically, anxious or resistant to 
examination so the physician is able to 
complete the exam, lab work, tests, etc.  
Having familiar people available for the 
appointment and explaining in advance what 
is going to happen can be very helpful, as can 
desensitization programs.  There are some 
individuals for whom that is not enough and 
it is generally recommended that they be 
presedated before the appointment.  The most 
commonly used options are benzodiazepines 
such as Ativan, Halcion or Valium, or other 
medications such as Chloral Hydrate or 
Benadryl.  It is important to let the physician 
know what medications have been successful 
in the past, if anything, because no 
medication works for everybody and the best 
predictor of success is past success.  For 
some people, nothing short of conscious 
sedation or general anesthesia is effective, 
which needs to be done in a controlled 
fashion by an anesthesiologist.  The risks of 
anesthesia need to be weighed against the 
benefits of the evaluation in these cases.  
However, too frequently family and caregivers 
will decide that it is too difficult to medically 
evaluate some people and give up trying. The 
individual could have either an acute or 
chronic medical problems that can could 
result in long-term suffering that could be 
avoided with treatment.  
 
Q.  I have found that good nutrition is a 
serious problem for many people with 
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developmental disabilities in professional 
care.  Under the guise of “choice”, many are 
receiving very poor quality food.  One patient I 
know is provided a salad every evening, which 
the staff throw out because she does not eat 
it.  Instead she eats many fattening foods and 
has gained over 50 lbs. in one year.  Other 
patients seem never to eat breakfast, and to 
have few fresh fruits or vegetables.  Do you 
think that these patients should at least be 
prescribed a multivitamin? 
 
 A.  I think that is a good idea.  Chronically 
poor nutritional intake can lead to vitamin 
deficiencies that can cause health problems.  
It can also be helpful to obtain a nutritional 
evaluation so that healthy choices that the 
individual would be interested in eating are 
provided.  Obesity causes significant health 
problems and is very prevalent in this 
population.  Diet and exercise programs can 
be very helpful in this regard.  It is also 
important to realize that many medications 
can cause weight gain and to discuss with the 
doctor the possibility of tapering off 
medications that may not be indicated or 
switching to another medication of the same 
class that does not cause as much weight 
gain.  This needs to be considered carefully if 
the medication has been beneficial, because 
the risk of decompensation is sometimes 
worse than the risk of weight gain and not all 
medications of the same class work equally 
effectively.   
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