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SHORT REPORT

Psychiatric morbidity in prisoners with intellectual disabilities: results
from a UK based prison survey

Summary
People with intellectual disabilities (ID) are over-represented in prison. We
hypothesised that prisoners with ID would have higher rates of psychiatric
morbidity than prisoners without ID. Our sample was drawn from all prisons in
England and Wales. ID was defined as Quick Test scores equivalent to an IQ of
≤65. Prisoners with ID had significanlty higher prevalences of probable
psychosis, cannabis use, and attempted suicide. There was no excess of
personality disorders, or alcohol abuse.
Prison staff and health professionals need to identify such individuals at an early
stage, so that intervention or transfer to hospital settings can be offered as
needed.
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Rates of Intellectual disability (ID) in prisons vary from as low as 1% to as high as
8% 1,2,3 depending on methods of ascertainment. The considerable needs of
prisoners with ID in Britain have been highlighted by the Bradley report4, which
recommended early identification and needs assessment, in order to inform how
and where they would be most appropriately treated.

The aim of this study was to examine the prevalence of ID in a UK based sample
of prisoners and its association with a range of mental disorders. We
hypothesised that psychiatric morbidity in prisoners with ID would be increased.
We also investigated predictive factors that might be associated with increased
psychiatric morbidity in this subset of prisoners.

Methods
A random sample of 3563 prisoners was selected from all 131 prisons (total
n=61,944) in England and Wales (one in eight males in remand, one in thirty four
males who had been sentenced, and one in three of all female prisoners), in a
two stage survey5. 3142 (88%) prisoners were interviewed following informed
consent.
Trained lay interviewers collected information about socio-demographic status,
general health, deliberate self-harm, drug and alcohol misuse6, key life events,
post-traumatic stress, difficulties with daily living, history of previous convictions,
use of services in prison and and lifetime experience of services.
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The Clinical Interview Schedule–Revised (CIS-R)7 was used to establish the
presence of common mental disorders (CMD).
An overall category of ‘probable psychosis’ was used comprising those identified
by SCAN5, together with those who did not have a phase-two interview but had
endorsed two or more psychosis screening criteria in the first phase interview8
Personality disorders were assessed by the self administered SCID-II interview.
The Quick Test (QT) (Ammons & Ammons)9 measured participants’ intellectual
functioning in the survey. The QT correlates well with the Wechsler Adult
Intelligence Scale (WAIS-R) Full Scale IQ10. The Quick Test is only valid for first
language English speakers, so, 375 participants who were born outside of the
UK the and Ireland were excluded.
ID was defined by a score of 25 or less on the Quick Test (equivalent to an IQ of
65 or less), together with limited educational attainment (i.e. not higher than a
GCSE or “O” level qualification). Any participants who had a Quick Test score
of less than 25 but reported educational attainment higher than “O” Level were
included in the normal ability group.
The “survey” commands in STATA 11.0 (http://www.stata.com) were used to
carry out the analyses as it provides robust estimates of variance in complex
data sets. The data was weighted to adjust for the differential sampling fractions
by type of prisoner (remand or sentences, male or female) and for non-response
within each group.
We used logistic regression to explore the association between ID and
psychiatric disorder, adjusting sequentially for sociodemographic variables (age,
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gender, ethnicity, in care as a child), clinical attributes (cannabis dependence,
self-rated health status) and sentence type and length .

Results
The mean Q-Test score was 35.37 (SE 0.149), equivalent to an IQ of 84. 9.3%
had a Q-Test score equivalent to an IQ of less than 70, and 4.7% per cent (170)
of the sample had ID as defined above. Prisoners with ID were more likely to be
female, younger than 30 years (79.7% vs. 61%, p<0.001) and from minority
ethnic groups (16.2% vs. 12.4%, p=0.05). A greater proportion had been in local
authority care as children (42% vs. 29%, p= 0.009) and had been admitted to a
mental hospital (15.6% vs. 8.8%, p=0.02) (supplementary data 1).

A greater proportion of prisoners with ID were on remand (33% vs. 19.4%,
p<0.001) or had shorter sentences (up to 12 months; 83.9% vs. 66.7%, p=0.004).
Although similar proportions of prisoners with and without ID had been given a
court order for psychiatric care, those with ID were more likely to be currently
located in a setting other than a “normal prison unit”, such as the hospital wing of
the prison (10.7% vs. 6.%, p<0.001) (supplementary table 2).

Although they appeared to have similar levels of visits from family or friends,
inmates with ID were more likely to report feeling a moderate to severe lack of
social support (71.4% vs. 58.2%, p=0.05) (supplementary table 3).
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12.6% of prisoners with ID rated their general health as “very bad”, compared
with 6.3% of those without ID (p<0.001).
Prisoners with ID were twice as likely to have had probable psychosis (11.3% vs.
5.7%, p<0.01). CMD was somewhat more prevalent (CIS-R score>12) among
prisoners with ID (53.1% vs. 43.6%, p=0.08).
We found a twofold increase in attempted suicide in prisoners with ID (13.5% vs.
6.5%, p=0.02), and relatively higher rates of history of self harm (19.9% vs.
13.8%, p=0.07).
Although lifetime drug use and alcohol dependence were similar in both prisoner
groups, more prisoners with ID were cannabis dependent/frequent user (51.2%
vs. 42.1%, p=0.01).
Fewer prisoners with ID received treatment for drug addiction while in prison and
a significantly smaller proportion had any drug education (11.5% vs. 22.1%,
p=0.01) (supplementary table 4).

Relationship between mental disorder and other variables

Before adjustment, there was no significant association between CMD and ID
(OR=0.68, 95% CI 0.44 – 1.05).
The presence of ID, however, predicted the presence of probable psychosis
(OR=2.08, 95% CI 1.16-3.75; p=0.014). Introduction of sociodemographic
variables (age, sex, ethnicity), to the model did not alter the relationship
(OR=2.25 95% CI 1.23-4.09 p = 0.008), neither did being in care as a child, or
length of imprisonment.
6

Adding cannabis dependence mediated the strength of association between
probable psychosis and ID (OR=1.99 95% CI 1.04-3.78; p=0.03). However, the
inclusion of self-rated health status (poor) appeared to fully mediate the
relationship (OR=1.65 95%CI 0.88-3.09; p=0.12) (table 1).

[table 1 near here]

Discussion
The national prisons survey remains the “most influential and comprehensive”11
recent survey of the mental health of prisoners. In order to compensate for the
lack of current norms for the QT, we used a lower IQ equivalence threshold but
we may still have overestimated the true prevalence of ID in the prison
population. Underestimation is also possible. Due to the exclusion of individuals
born outside the UK and Ireland our findings are not representative of all
prisoners.
The excess of psychosis may pre-exist imprisonment but it might also be due to
onset during incarceration as they are challenged by the stressful and complex
prison environment. The association between ID and psychosis was fully
mediated by self-reported health status, but not by other factors. This may mean
that participants with ID rate themselves as having particularly poor health in the
context of suffering with psychosis, or that poorer physical health is coexisting
with psychosis in this group12.

7

Increased prevalence of suicidal behaviour in prison has been reported
elsewhere13.
The higher proportion of prisoners with ID being on remand suggests that the
current procedures may be partially effective in diverting prisoners with ID from
being given custodial sentences by transferring them elsewhere prior to
sentencing15 though poor identification could be a problem 14. Furthermore,
prisoners with ID may learn to hide their cognitive limitations, for fear of
discrimination16. Reduced likelihood of educational interventions about
substance misuse whilst in prison may be an indication of exclusion or shortage
of specialist input.
Despite the highly burdened prison system, the care that these vulnerable
prisoners receive should be tailored to their needs.
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Table A. Logistic regressions relating intellectual disabilities and
sociodemographic and clinical variables to psychosis

Variables in equation

Presence of psychosis
Odds Ratios (95% CI*) for

p

group with ID** vs normal
intelligence
ID only

2.08 (1.16-3.75)

0.014

ID + age, sex, ethnicity,

2.09 (1.15 - 3.19)

0.015

2.25 (1.23 – 4.12)

0.009

1.99 (1.04-3.78)

0.036

1.65 (0.88-3.09)

0.12

+ in care as a child,
ID + age, sex, ethnicity,
+ length of sentence
ID + age, sex,
ethnicity, + cannabis
dependence
ID + age, sex,
ethnicity, + self-rated
health status

*: Confidence interval
**: intellectual disabilities

12

