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Introduction 

 In Canada and the United States, dual diagnosis has been used to describe individuals 

with a concurrent disorder, that is, the co-occurrence of substance use and mental illness.1,2 An 

alternate description exists for a historically underrecognized population.3 Dual diagnosis is 

defined here as life-long developmental disability (DD) with co-occurring mental illness and 

behavioural difficulties.4,5,6 Disorders of development may affect cognitive (e.g. intellectual 

delay), physical (e.g. cerebral palsy), language, social (e.g. autism), emotional, and behavioural 

domains of an individual’s life-course trajectory.5 Similarly, the DSM-V details 

neurodevelopmental disorders as a group of conditions with onset during the developmental 

period, and manifestation of the disorder often before a child enters early schooling.7 Individuals 

may be characterized by deficits to personal, social, academic, and/ or occupational functioning – 

the severity of which ranges from very specific limitations in particular learning domains to 

broader global impairments.7 Numerous studies have found the prevalence of psychopathology 

to be four to five times higher among those with DD compared to the general population.8 

Correspondingly, mental disorder prevalence rates of 30-50% have been observed among 

children with an intellectual disability (ID), and are consistent with findings that children and 

adolescents have a higher relative risk of mental illness associated with their delay (range 2.8-

4.5) compared to typically developing cohorts.9 However, psychiatric illness continues to be 

underdiagnosed in those with DD.8  

Dual diagnosed populations present a significant challenge for treatment and 

management. In Canada, individuals with DD were hospitalized 8378 times in 2005/06, of 

which, 3478 (42%) were for a psychiatric condition.10 Individuals with DD were also more likely 

to be hospitalized two or more times during the year.10 The literature has now well established 

that individuals with DD are at a five times greater risk of future mental health problems 

compared to controls.11,12 This holds true in pediatric cohorts where 40-50% of children with ID 

have a co-occurring disorder, such as depression, anxiety, substance abuse, disruptive 

behaviours, or psychosis.12 Clinicians often lack the specific expertise and experience of working 

with individuals with DD, and may fail to identify mental health symptoms as being beyond the 

behaviours associated with a developmental delay.13 Research specific to assessment and 

intervention in pediatric dual diagnosed populations are limited, with most of the available 
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investigations pertaining to adult cohorts. Traditionally, DD and mental health have existed as 

distinct fields of study. The ultimate effect of this has been issues with, accurate diagnosis, 

accessibility of services, and development of management plans for children and adolescents that 

receive both diagnoses.14 For families this has translated to increased distress, poor community 

participation, unemployment, and forensic involvement.12,5 The following discussion describes 

dual diagnosis in the pediatric population and practical management considerations. 

 

Determinants of psychiatric illness in dual diagnosis 

 Monroe and Simons (1991) and Monroe and Hadjiyannakis (2002) proposed a diathesis-

stress model of psychopathology, which suggests that all people have some predisposing factors 

(diatheses) for any given mental disorder. The point at which an individual develops a disorder 

depends on the interaction between risk factors and stress experienced.15,16,17 Mental health co-

morbidity in children with DD are a result of the interplay between biological and environmental 

risk and resilience factors. Life course issues mediate when these factors are present in a child’s 

life.5 Therefore, a composite model may best explain the developmental vulnerability innate to 

children and adolescents with a dual diagnosis.18 The literature has suggested that most of the 

variance in developmental vulnerability is a result of the social determinants of health and their 

interaction with an individual’s innate biological susceptibility to adversity.19 More so, it is an 

individual’s genetic makeup that makes them more sensitive to favourable or unfavourable 

environments.20  

Of note, risk and protective factors elicit a maximal effect during critical periods, 

particularly the first five years of life.21 The cumulative effect of multiple risk and protective 

factors related to a child, their family, psychosocial status, neighbourhood, and service system/ 

policy contribute to the child’s developmental vulnerability and life-course trajectory.5 Factors 

such as poverty, living in a single-parent household, negative life events, low parental education, 

and poor mental and physical health, have been associated with an increased prevalence of 

depression, anxiety, emotional, and conduct disorders among children and adolescents with 

ID.22,23,24 Moreover, exposure to such factors have been found to be statistically significantly 

higher among children with ID, with 46% exposed to three or more potential risk factors 

compared to 24% of children without ID.22 Further to this, in a study of adverse childhood 
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experiences (ACEs), in an income stratified sample, the association between ACEs and autism 

spectrum disorders (ASD) was greater for children of lower income families. Children were 

more likely to have ≥ 2 ACEs associated with their ASD status. Additionally, children with 

anxiety, depression, attention, and behavioural problems were twice as likely to have ≥ 2 ACEs, 

irrespective of their ASD status.25,26 While the evidence on predictors of mental health among 

children with DD is varied, the findings support a growing view that these individuals are more 

vulnerable to psychosocial stresses, and thus more likely to develop psychiatric 

symptomatology.5,20,27 

 

Assessment and professional practice gaps 

 Dual diagnosed populations present a challenge for assessment by clinicians. Use of 

measures such as the Child Behaviour Checklist (CBCL), and Children’s Depression Inventory 

have shown some utility, however, the results of these measures may not provide a reliable 

assessment among children with DD.28,29 Ultimately, an assessment of the psychometric 

properties of the CBCL in a population of children and youth with ID found inter-rater reliability 

to be too low for clinical decision making.29 Measures created for typically developing children 

and adolescents should be used with caution. The normative values established for these 

measures tend to exclude individuals with DD. Further to this, informant based measures are 

susceptible to cross-informant agreement, though a marginal difference has been found in 

assessments of children with ID.30,31 A preferred method of assessment would aim to utilize 

instruments designed and normed for children and adolescents with DD, such as Reiss Scales for 

Children’s Dual Diagnosis, the Developmental Behaviour Checklist, and Aberrant Behaviour 

Checklist.8,32,33,34 These scales assess problem behaviours and psychopathology across several 

behavioural and emotional domains, and when used in a multi-method, multi-informant 

approach, may aid in defining a co-occurring mental illness.   

 Numerous studies have found the prevalence of psychopathology in those with DD to be 

about four to five times higher than the general population.8 However, psychiatric illness 

continues to be underdiagnosed in those with DD due to diagnostic overshadowing, a lack of 

appropriate diagnostic criteria, and scarcity of appropriate assessment measures.8 A significant 

challenge for clinicians in treating dual diagnosed populations is the heterogenous nature of DD 
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and mental disorders. It has been suggested that communication barriers, along with sensitivity 

to multiple physiological and environmental stressors confound diagnosis and treatment 

planning.35 More so, there are few clinicians with training and expertise in dual diagnosis. This 

coupled with a lack of specialized mental health inpatient and respite services have introduced a 

significant service gap, placing those with DD and co-occurring mental illness at greater risk.4,36 

Across Canada, there are limited acute mental health crisis resources for individuals with DD 

outside of emergency and inpatient psychiatric units – settings where those with DD typically 

have done poorly because of their unique needs.4 Additionally, most hospitalizations for those 

with DD occur between 15 and 24 years.10 The onset of mental illness and increasingly 

challenging behaviours peak in young adulthood, which fits with a loss of supports and services 

as adolescents transition into an adult care system. This poses an additional gap in the provision 

of care for dual diagnosed populations and is one that clinicians are challenged with filling 

despite a preparedness to fill that gap or not.  

 

Opportunities for intervention 

 Mounting evidence supports that interventions incur the greatest benefit when started 

early in childhood. This evidence is strongest for young children with cognitive impairments, 

language disorders, and ASD, though children still demonstrate substantial developmental 

delays.37,38 For those at risk for dual diagnoses, early interventions may not eliminate the risk for 

co-occurring mental disorders, but may affect long term morbidity, reducing risk of relapse or re-

hospitalization.39 Models of service delivery suggest optimal efficacy with comprehensive 

treatment programs that cover multiple settings (inpatient, day treatment, and outpatient), and 

treatment modalities (individual psychotherapy, functional therapy, parent and family 

interventions, environmental interventions, and psychotropic medications).40,41,42 There is a need 

to integrate behavioural and pharmacological treatments to maximize the efficacy of both. Multi-

modal or multi-system therapy may offer this for children with a dual diagnosis. The effect of 

such treatment models in pediatric populations is largely unexplored given the challenges with 

study design and assessment. However, a treatment model that is both integrative and 

individualistic may be best suited to meet the diverse needs and developmental trajectories of 

children with DD.41,43  
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 At school, children with a dual diagnosis can expect to receive educational supports in 

the form of an individualized education plan, which addresses academic and socio-behavioural 

needs through individual goals and resource identification. However, these plans largely focus on 

academic needs.35,44 A large portion of a child’s time is spent at school, therefore, a school-based 

intervention that addresses co-occurring mental health concerns for children with DD may be an 

untapped opportunity for intervention. In addition to predominantly academic and behaviour-

oriented interventions, educational plans should aim to address social-emotional issues. 

Preliminary findings of a pilot school-based mental health model serving dual diagnosed students 

suggested improvements to a variety of school indicators and parent-reported mental health 

functioning.45 These findings are encouraging for a school-based mental health service delivery 

model that exists within a multi-tiered system of prevention and intervention. Though 

collaborative management of this developmentally complex population requires the support of 

numerous care providers, it offers great promise in influencing a positive life-course trajectory 

for children and adolescents with dual diagnoses.  

 

Conclusion 

 Psychiatric illnesses among children and adolescents with DD are prevalent, but largely 

undiagnosed due to challenges in assessment of complex behaviours exhibited by this 

population. Developmental vulnerability coupled with multiple risk factors increasingly 

predispose children to co-morbid mental illness. Utilization of measures specific to children with 

DD may ultimately assist in clarifying dual diagnoses. Though clinicians are faced with the 

challenge of managing this behaviourally and emotionally complex population, early 

intervention, and multi-modal treatment is perhaps most effective for promoting a positive life-

course trajectory. School-based mental health interventions may be a potential avenue for 

management of dual diagnoses in children and adolescents. An area of psychiatric practice that 

has been historically misunderstood, growing awareness of pediatric dual diagnosis warrants 

greater attention, particularly as identification and management of this population becomes the 

collective responsibility of a diverse set of health care practitioners.  
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