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  Individuals with developmental disability are difficult  to interview because of verbal impairment.  
  In addition, they may answer “yes” to questions to please the examiner. Because of developmental 
  delay, behaviors and  verbalizations  typical of children may persist into adulthood, and these may 
  be mistaken for hallucinations and delusions. When evaluating a person with developmental delay 
  for psychiatric illness,  it is important to  establish  a baseline  of  possible behaviors years prior to 
  the  first   consultation.   Typically,  if   the  person is  experiencing  a  hallucination,  this  will  be 
  accompanied by other symptomology as well. Delusions, on the other hand, may persist for years, 
  without other functional impairment. 
  Keywords: delusions, erotomania, hallucinations, intellectual developmental disability, mental 
  retardation, psychosis 

 
Q. Dr. Hurley, do you believe that hallucinations 
and delusions are more common or less common 
among people with developmental disabilities? 

 
A. I do not believe there is a scientifically 
researched answer to this question, however, most 
clinicians believe that they are more frequent. Due 
to cognitive impairment, it is likely that 
hallucinations and delusions would be more 
common among people with developmental delay 
compared to individuals who are intellectually 
normal. It is well known that children have 
hallucinations or delusions under a variety of 
circumstances. Therefore, those who are delayed 
might be more vulnerable to these symptoms. In 
my experience, I do see more hallucinations and 
delusions compared to intellectually normal 
patients. For example, an individual with an 
intellectual disability is more likely to have mood 
congruent hallucinations or delusions when 
experiencing a major depressive episode compared 
to intellectually normal individuals with major 
depression. Thus, if you compare the two patient 
groups by a diagnosis, those with intellectual 
disability do have these psychotic symptoms more 
frequently. 
 

As you are well aware, it is very difficult to 
distinguish a true hallucination or delusion in a 
person with developmental delay.2,4  A 
hallucination is a perception of a sensation that is 
not present: hearing a voice that is not there, 
smelling something not present, or seeing 
something that is not there. For those of normal 
intelligence, there is an accepted standard norm 
understanding of what is and is not really “there” 
in all societies. Thus, if I see pink elephants 
dancing in my office, I will recognize this as a 
hallucination. I will be likely to report that I have 
had hallucinations of pink elephants to my 
physician. For those with developmental delay, 
the larger cultural understanding is missing. For 
example, if someone with moderate intellectual 
delay sees a pink elephant, he or she may or may 
not appreciate that this is a hallucination, may 
not be distressed, and may or may not report this 
to anyone. Thus, clinicians cannot depend on 
patient recognition or self-report as much as they 
would for intellectually normal patients. A 
delusion is a belief system that is abnormal and 
considered by a culture to be untrue. For example, 
if I believe in UFOs, that is not necessarily 
abnormal and in our society would not be 
considered a delusion. If I believe that the CIA is 
following me because I hold a special secret about 
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the universe, that is untrue. Delusions are more 
difficult to manage and treat. Unlike 
hallucinations, the person with a delusion is 
convinced this is true. He or she is unlikely to 
report this as a delusion to anyone, including a 
physician. He or she may or may not act out on a 
delusion to bring it to the attention of others. 
Some individuals with erotomania (the erroneous 
belief that someone of higher status is in love with 
them) live normal lives and carry this belief, but 
never act on it. In the case of people with 
intellectual disability, family and direct support 
staff may or may not be aware of a delusional 
belief, and may or may not be aware that it is 
causing any problems. Thus, the frequency of 
these symptoms among people with developmental 
disabilities is largely unknown. The patient has to 
verbally self-report the hallucination or delusion 
to others. If acting out on a delusion, a third party 
would have to report this problem. 

Q. In your opinion, do family or direct support 

staff have the expertise to identify a hallucination 
or delusion? 
 

A. No, they do not. As noted in my paper in this 
issue of Mental Health Aspects of Developmental 
Disabilities, many individuals are brought for 
psychiatric treatment by family or direct support 
professionals on the basis of having hallucinations 
or delusions.5  Upon clinical examination, this is 
not verified. Many of these individuals are merely 
behaving like young children: talking out loud to 
themselves, acting out fantasies, or holding beliefs 
that would be seen as normal in young children. 
There are some phenomena related to 
hallucinations and delusions that occur at great 
frequency among those with developmental delay, 
and infrequently among those who are 
intellectually normal. The first is the “monologue,” 
or talking out loud to oneself. When we first talk 
as toddlers, we do this nearly all the time. One can 
see toddlers chatting to themselves out loud, and 
this is considered normal and quite cute. As we 
age, speech is subsumed into “private speech.” In 
other words, we talk to ourselves in our head. 
This also persists into adulthood to some extent. 
When we are stressed or solving a difficult 
problem, all of us talk out loud to ourselves. 
Those with developmental delay are more 
vulnerable to talking out loud, and may never 
fully subsume speech privately depending on their 
level of disability.4 
 
When one is upset, the character, frequency, and 
strength of the talk may increase, and family and 
staff may become more aware or alarmed. This is 
also true for intellectually normal individuals. 
Some individuals with developmental delay merely 
engage in active day dreaming quite 
enthusiastically and loudly, alarming others. This 

can be mistaken for a hallucination as others 
believe that the person must be talking to others 
that are not present, and that he or she must be 
hearing voices. 
 
Another problem is the nature of the psychiatric 
interview itself. It is a personal verbal exchange 
which depends largely on the patient’s verbal self-
report. The question and answer format is fairly 
didactic. Upon psychiatric interview, those with 
developmental delay may say that they hear voices, 
when asked “Do you hear voices in your head?” 
Because of their concrete cognitive status, this 
question is misinterpreted. The psychiatric 
clinician really meant to say: “Do you ever 
perceive voices of other people talking to you when 
you know there is no one present speaking with 
you?” This sentence, in and of itself, is too long for 
someone with intellectual disability to interpret 
and remember, so in effect, the question cannot 
reasonably be asked. In order to judge if the 
person is experiencing a hallucination, the total 
clinical picture must be consistent. For example, 
one woman with hallucinations cried, held her 
ears, and said, “I hear them talking! Mary and 
Ken!” This occurred within the context of a major 
depressive episode with ample changes in 
behavior and vegetative symptoms. Thus, we 
could assume that she was truly experiencing very 
upsetting auditory hallucinations. Hallucinations 
seldom if ever occur as isolated symptoms. 
 

Q. Can delusions be identified by family and 
direct support staff? 

A. This is probably a bit easier. Erotomania and 

the related pathologies of love may be the most 
common delusions among people with intellectual 
disability.3,6,9,10  In erotomania, a person has a 
belief about a romance that does not exist. 
Typically, a man or woman may be convinced a 
person of higher status is in love with him or her. 
These beliefs may become problematic depending 
on how the delusion is portrayed and if it is acted 
out. Typically, a female believes that a movie star 
is in love with her. It is important to note that 
there are many intellectually normal individuals 
who hold such beliefs, but do not act out on them. 
They may mention the situation to a coworker or 
family member, but there may be no actual 
problem. We are more familiar with this situation 
when there is a problem. There are many 
individuals who develop erotomania or associated 
pathologies of love about entertainment figures 
and then stalk and harass them, or even harm 
them.7,8 
 
I have known a fairly large number of men and 
women with developmental delay who believed 
that a direct support professional had a romantic 
interest in them. When the line was crossed and 



 

Mental	  Health	  Aspects	  of	  Developmental	  Disabilities	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  October/November/December	  2003,	  6,	  153-‐157	  

the staff were depicted as acting on this (e.g., “He 
kissed me.”), then everyone would become 
concerned. Obviously, such a situation has 
serious legal implications. In another situation, 
the woman stalked the staff member and called 
his home. Another woman I worked with stalked a 
peer at her workshop. He was distraught for she 
would not leave him alone there, and called him at 
home during the night incessantly. She insisted 
he was her boyfriend and that they had romantic 
interludes at the workshop. 
 
Because the person believes the delusion, it is 
useless to contradict him or her. The treatment 
plan must involve meeting the person’s underlying 
needs. For erotomania and the other pathologies 
of love, it is believed that the underlying need is 
for a true romance and love. Thus, the treatment 
plan should help the person develop personal and 
rewarding relationships. There are isolated 
situations where the erotomania may result from 
a medical cause, as a recent case report 
illustrated when a patient developed the delusion 
in response to treatment with venlafaxine.1 
 
Often, a delusion will develop in the course of 
another mental illness, for example, during a 
major depression or as part of schizophrenia. In 
this case, the first line of treatment must be 
treating the underlying psychiatric disorder. In 
these cases, once effective treatment is 
implemented, the psychotic symptoms will usually 
resolve, but not necessarily. Once established, 
delusions may take on a life of their own. 
 

Q. Another difficult symptom to explore is the 
difference between obsessions and delusions. 
Classically, the difference is thought to be that the 
individual has insight that the thought does not 
make sense in the case of an obsession or does 
not have that insight in the case of a delusion. 
Since many people with developmental disabilities 
have trouble describing their internal states, this 
distinction often becomes less clear. How do you 
tell the two apart? 
 

A. In a romantic obsession, the person typically 
has a drive to, for example, be with a person, be 
around the person, talk about them constantly, 
and so forth. If a delusion, the person is typically 
more relaxed about it. They are convinced that the 
other person loves them. The patient lives in a 
delusional world, so he or she is not anxious or 
“obsessed.” I do agree, however, that this 
distinction is difficult to evaluate in a person with 
developmental delay. 
 

Q. I have noticed that some people  will assume 
a psychotic process is going on when there is any 
alteration in mental status, such as confusion and 

disorientation. If this is assumed, sometimes 
causes for this alteration such as a medical 
problem causing a delirium can be missed. 
Sometimes even the rapid tapering of an 
antipsychotic medication can lead to mental 
status changes that appear psychotic but are 
actually a withdrawal phenomenon and are used 
as evidence that the antipsychotic must have been  
treating an underlying psychosis. Do you see this 
also? 
 

A. Yes. If any direct support professionals or 
family sense a change in mental status such as 
alteration in conscious state, or most certainly, a 
loss of behavioral control with the change, it is 
generally assumed the person is “psychotic.” 
Family and caregivers do not have the knowledge 
to entertain alternate possible explanations, and 
even few consultant professionals to agencies 
have this expertise. The default explanation is 
typically that the person is psychotic, and to call 
the psychiatrist demanding more medication. In 
the intellectually normal population, it is well 
known that these symptoms arise commonly 
during many medical illnesses, medical 
treatments or due to substance abuse. 
 

Q. In my opinion, there has been a long history 
of fairly indiscriminate use of antipsychotic 
medication in this population due to the 
assumption that hallucinations and delusions are 
present when they are not. This can lead to 
obvious problems with side effects and drug 
interactions and even the long term risk of 
irreversible problems such as tardive dyskinesia. 
In the past, it appeared that there was more of a 
movement in the field away from using these 
medications if the indication was not clear. 
However, especially since the introduction of some 
of the newer atypical antipsychotics, there now 
appears to be a renewed use of these medications 
for relatively softer criteria. I think that since 
there are fewer side effects, perhaps there has 
been less vigilance in this regard, but clearly all of 
these newer medications have their own risks, 
including tardive dyskinisia. Have you noticed this 
trend? 
 

A. Yes, in general, I would say that first the 
entire field of psychiatry is overly enthusiastic 
about these medicines. Further, whereas the risk 
of tardive dyskinisia is extremely low, other risks 
are not. Zyprexa certainly causes weight gain and 
has a fairly significant risk of causing diabetes. 
Clozaril is linked to serious and potentially fatal 
risk of neutropenia and myocarditis. Geodon is 
associated with cardiac abnormalities. And I 
would say there is little or no appreciation of these 
risks among caregivers, who often desperately 
plead with the psychiatric clinician for more 
medication, or to please try a medication that is 
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helping another person in their service network. 
However, if a patient does have psychotic 
symptoms, standard practice suggests that an 
antipsychotic be used to see if the symptoms 
might respond to this intervention. 
 

Q.  Given that it is often difficult to know 
absolutely whether or not someone with 
developmental disabilities is experiencing 
hallucinations or delusions, one way to approach 
making a treatment decision is to look at the risk 
benefit ratio. If the possible hallucinations or 
delusions are not causing the individual or others 
any distress or putting anyone at risk, then I 
think that the potential risks of antipsychotic use 
sometimes will outweigh the potential benefits. 
What is your opinion on this? 
 

A. I absolutely agree. In the case of delusions or 
hallucinations, if they occur during the course of 
a psychiatric illness, such as depression, it is 
likely that the symptoms will subside when the 
underlying depression is treated. If, however, that 
is not the case, the symptoms may continue and 
not be responsive to pharmacotherapy. In the case 
of singular delusions, such as erotomania, and 
true paranoia, psychotropic medicine may not 
work. The treatment is psychotherapy and 
extensive and correctly designed support systems. 
The use of medicines where they are not effective 
poses possible risks and no benefit. In these cases, 
it is extremely difficult to convince family and 
caregivers that this is true and there is usually 
extreme pressure put on prescribers to use 
medication. Direct support staff and family must 
be educated and convinced to try environmental 
support methods and/or to tolerate and ignore the 
symptoms. 
 

Q. How do you distinguish hallucinations from 
dissociative phenomena such as flashbacks? This 
is a population that is vulnerable to being abused 
and can develop posttraumatic stress disorder 
(PTSD) symptoms. The treatments for each are 
obviously different. 

A. Flashbacks are not a well-understood 
phenomenon, and there is much research needed. 
I would also like to emphasize that abuse does not 
necessarily result in “PTSD.” Further, PTSD can 
result from causes other than “abuse,” such as 
the following: drastic upheaval in living situation, 
being the victim of a fire, or having a long and 
serious medical trauma or surgical procedure. A 
flashback is like a memory, or remembrance. They 
are unpleasant or frightening. A hallucination is 
an experience that is real and present. It is not 
necessarily unpleasant or frightening. For 
example, most people who have migraine 
headaches experience visual hallucinations of 
geometric patterns of light. Further, flashbacks 

are usually clearly tied to the precipitating event, 
although not necessarily, and this depends on the 
complexity of the event. I agree that this 
distinction is quite difficult to make in a patient 
with developmental delay. As a final comment, it 
is important to emphasize that historical data and 
multiple perspectives assist the psychiatric 
clinicians in making these judgments.  Many 
direct support professionals today do not have 
training in keeping objective behavioral data. It is 
often difficult to obtain any reliable historical 
information. If possible, referral for psychological 
projective testing can be very helpful, if there is a 
psychologist available who has experience using 
these instruments with people who have 
developmental delay. 
 
________________________________________________ 
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