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Abstract
Background  Individuals with intellectual disabilities (ID) are frequently involved in the criminal justice system, and 
many subsequently enter the forensic psychiatric system. While individuals with ID in forensic psychiatric settings 
are known to have a high burden of engaging in self-harming behaviors, limited studies have explored self-harming 
behaviors among them.

Aim  To determine the prevalence of ID and explore the burden of self-harming behaviors and the associated factors 
among forensic psychiatric patients with ID.

Methods  This retrospective study utilized data on 155 patients diagnosed with ID under the Ontario Review Board 
during the reporting year 2014 to 2015. The primary outcome variable was engagement in physical self-harming 
behaviors. Factors associated with self-harm were identified using logistic regression analysis, performed with 
STATA-17.

Results  The prevalence of ID among forensic psychiatric patients in Ontario was found to be 13.1%. Of these 
patients, 43.2% had their Full-Scale Intelligence Quotient (FSIQ) score included in the report used for the database. The 
prevalence of self-harming behaviors among patients with ID was 9.7%. The likelihood of self-harm was significantly 
lower in males (adjusted odds ratio [aOR] = 0.02, 95% confidence interval [CI] = 0.002–0.47, p-value = 0.013) and 
significantly higher in those with a previous history of self-harm (aOR = 28.21, 95% CI = 1.61–494.66, p-value = 0.022).

Conclusion  This study found a high burden of both ID and self-harm, especially among females and those with 
prior history of self-harming. These findings highlight the need for relevant resources, targeted interventions, and 
specialized programs to mitigate self-harm in this vulnerable population.
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Introduction
Self-harm is a major concern that can cause serious 
ramifications (including scars, severe injuries, infection, 
psychological trauma, and unintentional death) among 
individuals with intellectual disabilities (ID), particularly 
within forensic psychiatric settings [1–3]. In forensic 
psychiatric settings, individuals with intellectual impair-
ments also experience severe mental health issues and 
other behavioral challenges that often result in additional 
layers of needs for them [1, 2, 4]. The prevalence of self-
harm in people with ID is significantly higher compared 
to the general population and even higher among indi-
viduals with ID in forensic settings due to unique risk 
issues that stem from prevalent aggressive behaviors, loss 
of control, past offenses, and heightened emotional insta-
bility among them [1, 2, 5–8].

Recent literature underscores that self-harm behavior 
not only endangers patients’ physical and psychological 
well-being but also complicates their care, rehabilita-
tion, management, and recovery, placing a considerable 
strain on forensic psychiatric services and resources [3, 5, 
9, 10]. Furthermore, self-harm is strongly associated with 
harm towards others, and this may be a great predictor of 
violence recidivism [11, 12]. Thus, making rehabilitation 
more complicated.

Several individual factors heighten the risk of self-harm 
in individuals with ID in the general population [5]. For 
example, individuals who engage in self-harm often share 
a history of early-life trauma, including child abuse, and 
frequently come from families with mental health issues 
[13, 14]. Research has consistently identified adverse 
childhood experiences—such as sexual abuse, family 
breakdown, bullying, and domestic violence—as contrib-
uting factors to later self-harm [15]. This is particularly 
pertinent in a forensic psychiatric setting, as many indi-
viduals in the forensic system have had adverse child-
hood experiences [9]. In addition, those with a history 
of offending behavior are particularly vulnerable due to 
social isolation and emotional instability, that can fur-
ther heighten their risk for self-harm actions [16]. While 
evidence indicates that self-harm may be more common 
among women in community populations, it is a serious 
issue for both men and women in secure settings [17–
19]. To effectively address these interrelated risk factors 
of self-harm among individuals with ID, a comprehen-
sive, multi-faceted approach is essential for developing 
prevention and intervention strategies.

Self-harm presents significant long-term risks to 
patients and caregivers, placing a substantial burden on 
healthcare systems [20], particularly the forensic psychi-
atric system, with the mandate of managing individu-
als with diverse risk profiles and needs [3, 21, 22]. The 
incident of self-harm often triggers strong emotional 
reactions in caregivers and healthcare professionals, 

including feelings of frustration, inadequacy, and guilt 
[23, 24]. Despite the high rates of self-harm in the 
forensic population, research focusing on individuals 
with ID in forensic psychiatry is limited. While studies 
have examined self-harm in the general population or 
among non-forensic individuals with ID [2], the specific 
dynamics of forensic settings—characterized by height-
ened supervision, control, and co-occurring behavioral 
issues—remain underexplored. This gap in understand-
ing hampers evidence-informed advocacy for resources 
and targeted interventions that meet the unique needs 
of people with ID in the forensic system. Furthermore, 
research is needed to identify the specific drivers of 
self-harm in forensic settings for individuals with ID to 
guide comprehensive risk evaluation, develop assess-
ment tools, and promote effective prevention and treat-
ment approaches. Therefore, the current study seeks to 
understand self-harm among individuals with ID within 
the Ontario Review Board system (consisting of patients 
managed by forensic psychiatric hospitals in the prov-
ince of Ontario) by using data from patients under review 
between 2014 and 15. With this, we seek to understand 
the following research questions.

Research question and hypothesis
Research questions

1.	 What is the prevalence of self-harm behaviors among 
individuals with ID in forensic psychiatry settings?

2.	 What are the associated risk factors of self-harm 
behaviors in this population?

Hypothesis

1)	 Individuals with ID within the forensic psychiatric 
system exhibit significantly higher odds of engaging 
in self-harming behaviors.

2)	 A history of self-harm is a strong predictor of 
repeated self-harming behavior in individuals with 
ID in forensic settings.

Methods
In this secondary data analysis, we utilized data captured 
from reports submitted to the Ontario Review Board 
(ORB) during the reporting years 2014 and 2015, which 
has already been described in previous studies conducted 
to better understand various aspects of forensic psy-
chiatric patients in Ontario [3, 9, 12, 25, 26]. The study 
was conducted in accordance with the Declaration of 
Helsinki 2013 [27] and approved by the Hamilton Inte-
grated Research Ethics Board (HiREB) -approval number 
#15,564. For the present study, we analyzed the data from 
the database, focusing on variables needed to answer 
the study’s research questions on individuals with ID. 
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Explicitly, our study included only individuals with docu-
mented information on the ID diagnosis (i.e., diagnosed 
with ID or not). The necessary details on the study vari-
ables and the individuals diagnosed with ID are included 
below.

Study variables
Outcome
Self-harming behaviors during the reporting year were 
captured as “yes” for the presence and “no” for the 
absence of physical self-harming behaviors (intentional 
self-harm and suicide attempts) in the reporting period. 
Self-harming behaviors from the year prior to the report-
ing year were also documented as a history of self-harm-
ing behaviors (Yes vs. No).

Covariates
These include demographic variables (age, gender, and 
level of education) and clinical characteristics (status in 
the forensic psychiatry system, inpatient vs. outpatient, 
history of substance misuse, and history of self-harming 
before the reporting year). Additionally, other covariates 
encompass forensic psychiatry system-related variables 
(duration of stay within the forensic system in months, 
ORB status as Not Criminally Responsible on account of 
mental disorder [NCR] vs. Unfit to Stand Trial [UST]), 
and other factors commonly associated with self-harm-
ing among individuals with ID, such as a history of child 
abuse, number of previous convictions, number of previ-
ous offenses and nature of index offense and a family his-
tory of mental illness.

Intellectual disability-related variables
Intellectual disability is characterized by significant limi-
tations both in intellectual functioning (reasoning, learn-
ing, problem solving) and in adaptive behavior, which 
covers a range of everyday social and practical skills. It 
was captured as “Yes” for individuals with ID diagnosis 
or “No” for those not diagnosed. Those identified with ID 
were based on clinical diagnosis made by clinicians dur-
ing the reporting year or past history of such a diagno-
sis. A diagnosis of ID is made via clinical assessment and 
standardized testing. The severity of impairment is based 
primarily on the level of adaptive functioning (i.e. the 
impact of the deficit in general mental abilities on func-
tioning needed for everyday life). Although IQ tests are 
used for assessment, they are no longer the sole determi-
nant of a diagnosis of ID based on DSM-5-TR.

For IQ testing, the objective measure used in determin-
ing the level of IQ included the Full-Scale Intelligence 
Quotient (FSIQ) measure. The FSIQ is a composite score 
derived from various subtests of intelligence tests, such 
as the Wechsler Adult Intelligence Scale (WAIS) or the 
Wechsler Intelligence Scale for Children (WISC) [28, 

29]. This is a common measure used among forensic pro-
grams in Ontario and has been widely used in various 
international forensic settings such as the UK, Belgium, 
Kosovo, Netherland, among others [30–34]. The subtests 
cover a broad range of cognitive abilities, ensuring com-
prehensive assessment and content validity. The FSIQ 
scores are comparable across different populations and 
age groups, having been standardized using large repre-
sentative international samples [19–23]. It is sensitive to 
differences in cognitive abilities, accurately identifying 
intellectual disabilities or giftedness. In forensic popu-
lations specifically, studies have shown that the FSIQ 
retains strong internal consistency and predictive valid-
ity when used to assess cognitive functioning, although 
factors such as mental illness or substance use may influ-
ence the interpretation of the results [30, 35, 36].

Statistical analysis
Data analysis was conducted using STATA version 17. 
Descriptive statistics, including frequencies and percent-
ages, were used to present categorical variables. For con-
tinuous variables, means and standard deviations were 
reported for normally distributed data, while medians 
and interquartile ranges were used for non-parametric 
data.

Inferential statistics were employed to examine differ-
ences in self-harming behaviors among individuals with 
ID and those without. Chi-square tests were used to test 
statistical differences for categorical variables, while Stu-
dent’s t-tests were applied to test mean differences for 
normally distributed continuous variables. For non-para-
metric continuous variables, the two-sample Wilcoxon 
test was utilized.

Bivariate logistic regression was conducted to assess 
the association between recent incidents of self-harm 
behavior and a history of self-harm in relation to having a 
diagnosis of intellectual disability. Ordinal logistic regres-
sion was used to examine the relationship between the 
level of FSIQ score and recent self-harm, as well as the 
history of self-harm.

To further explore the association between self-harm-
ing behaviors and various factors among individuals 
with ID, variables with a p-value below 0.05 in univariate 
analysis were included in the logistic regression model, 
in addition to social demographic characteristics, includ-
ing age, gender, and level of education. The results were 
presented as odds ratios (OR) with 95% confidence inter-
vals (CI) and p-values. Collinearity among variables was 
assessed using the Variance Inflation Factor (VIF) before 
inclusion in the multivariate model. Model fit and good-
ness-of-fit were evaluated using the Hosmer-Lemeshow 
test and Nagelkerke R-squared. Statistical significance 
was set at a p-value < 0.05 with a 95% confidence interval.
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Results
Among the 1240 individuals in the database, 57 were 
dropped due to missing information on their past year’s 
self-harming behaviors and intellectual disability diag-
nostic status. For details, see Fig. 1.

Prevalence of ID and self-harm among patients with 
intellectual disability
The prevalence of ID was 13.1% (n = 155 out of 1183) 
among the forensic psychiatric patients in Ontario during 
the reporting year 2014–2015. Past 12-month self-harm-
ing behaviors were statistically more common among 
individuals diagnosed with ID than those without (9.7% 
vs. 2.5%, χ2 = 20.57, p-value < 0.001). Involvement in self-
harming behaviors before the reporting year was more 
common among individuals diagnosed with ID than 
those without (21.3% vs. 14.5%, χ2 = 5.87, p value = 0.031). 
For details, see Table 1.

Disaggregation of self-harming behaviors by the 
characteristics of individuals with a diagnosis of 
intellectual disability
The prevalence of past-12-month self-harm among indi-
viduals diagnosed with ID was 9.7% (n = 15). Notably, the 
estimated power at a 95% confidence interval and effect 
size of 0.5 was 97,02% [37]. The prevalence was greater 
among patients with ID with no history of substance 
misuse compared to those with a history of substance 
misuse (16.4% vs. 4.8%, χ2 = 6.23, p-value = 0.017). The 
prevalence of past-12-month self-harm was also higher 
among patients with a past history of self-harm than 
those without (31.2% vs. 4.2%, χ2 = 20.42, p-value < 0.001). 
For details, see Table 2.

Distribution of FSIQ scores among individuals with 
intellectual disability
Among the individuals with ID, only 67 had records of 
their FSIQ scores in the report used for the database. Of 

Fig. 1  Flow chart of patients’ selection for the study
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Table 1  Cross-tabulation of self-harming behaviors by diagnosis of intellectual disability
Variable n (%)

1183
Diagnosis of intellectual 
disability

χ2 (p-value) Diagnosis of intellectual disability

No Yes Bivariate analysis
1028 (86.9) 155 (13.1) Crude odds ratio (95% confidence interval) p-value

Self-harming behaviors
  No 1142 (96.5) 1002 (97.5) 140 (90.3) 20.57 (< 0.001) 1 (reference)
  Yes 41(3.5) 26 (2.5) 15 (9.7) 4.13 (2.13–7.89) < 0.001
History of self-harming behaviors (n = 1150)
  No 973 (84.6) 855 (85.5) 118 (78.7) 5.87 (0.031) 1 (reference)
  Yes 177 (15.4) 145 (14.5) 32 (21.3) 1.60 (1.04–2.45) 0.032

Table 2  Cross-tabulation of the characteristics of individuals with a diagnosis of intellectual disability by self-harming behaviors
Variable n (%) Self-harming behaviors F/t/χ2 

(p-value)
Self-harming behaviors

No Yes Bivariate analysis
140 (90.3) 15 (9.7) Crude odds ratio 

(95% confidence 
interval)

p-value

Age [mean (Standard deviation)] in years 45 (14.7) 47 (15.0) 46 (12.8) −0.29 (0.768) 1.00 (0.97–1.04) 0.767
Sex
  Female 19 (12.3) 15 (79.0) 4 (21.0) 3.20 (0.073) 1 (reference)
  Male 136 (87.7) 125 (91.9) 11 (8.1) 0.33 (0.09–1.96) 0.085
Level of education (n = 128)
  Below secondary 111 (86.7) 103 (92.8) 8 (7.2) 5.92 (0.052) 1 (reference)
  Secondary to post-secondary 17 (13.3) 16 (94.1) 1 (5.9) 0.80 (0.09–6.87) 0.843
Clinical/hospital Status
  Out-patient 62 (40.0) 59 (95.2) 3 (4.8) 2.77 (0.096) 1 (reference)
  In-patient 93 (60.0) 81 (87.1) 12 (12.9) 2.91 (0.78–10.79) 0.109
History of substance misuse (n = 151)
  No 67 (44.4) 56 (83.6) 11 (16.4) 5.66 (0.017) 1 (reference)
  Yes 84 (55.6) 80 (95.2) 4 (4.8) 0.25 (0.77–0.84) 0.025
History of self-harm
  No 118 (78.7) 113 (95.8) 5 (4.2) 20.41 

(< 0.001)
1 (reference)

  Yes 32 (21.3) 22 (68.8) 10 (31.2) 10.27 (3.20–32.99) < 0.001
Review board status
  Unfit to stand trial (UST) 52 (33.5) 45 (86.5) 7 (13.5) 1.28 (0.258) 1 (reference)
  Not criminally responsible (NCR) 103 (66.5) 95 (92.2) 8 (7.8) 0.54 (0.18–1.59) 0.263
Length in the psychiatric system [median (Interquar-
tile Range)]

60 (26–123) 58 (25–122) 70 (33–123) 0.511 1.00 (0.99–1.01) 0.231

History of child abuse (n = 134)
  No 84 (62.6) 76 (90.5) 7 (9.5) 0.10 (0.749) 1 (reference)
  Yes 50 (37.4) 45 (90.0) 5 (10.0) 1.05 (0.33–3.42) 0.928
Family history of mental illness (n = 119)
  No 67 (55.4) 63 (94.0) 4 (6.0) 1.99 (0.166) 1 (reference)
  Yes 52 (44.6) 46 (88.5) 6 (11.5) 2.05 (0.54–7.70) 0.285
Nature of Index offence
  Violent offence 93 (60.0) 81 (87.1) 12 (12.9) 2.82 (0.244) 1 (reference)
  Non-violent offence 26 (16.8) 25 (96.1) 1 (3.9) 2.52 (0.53–11.86) 0.243
  Sexual offence 36 (23.2) 34 (94.4) 2 (5.6) 0.68 (0.06–7.92) 0.758
Number of previous convictions [median (IQR)] 2 (0–6) 2 (0–6) 0 (0–12) 1.00 (0.322) 0.92 (0.80–1.07) 0.290
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these patients, only four engaged in self-harming behav-
ior. There was no statistical difference between the cat-
egories of the FSIQ and self-harming behaviors. For 
details, see Table 3.

Factors associated with self-harming behavior among 
individuals with intellectual disability
The odds ratios of variables with a p-value less than 0.2 
in univariate analysis (i.e., chi-square and t-test) were 
included in the logistic regression analysis. All variables 
were tested for collinearity before being included in the 
final model, with a mean VIF of 1.07 and all VIFs below 
2.0. The final model accounted for 121 individuals, with 
a sensitivity of 22.2%, specificity of 99.1%, positive pre-
dictive value of 66.7%, negative predictive value of 96.5%, 
and correctly classified 93.4% of those with current 
self-harm.

The likelihood of self-harm decreased with being male 
(adjusted odds ratio [aOR] = 0.06, 95% confidence inter-
val [CI] = 001.– 0.44, p-value = 0.006) and increased 
with a previous history of self-harm (aOR = 28.09, 95% 
CI = 3.39–232.29, p-value = 0.002). While prior sub-
stance misuse was associated with a lower prevalence of 

self-harm in bivariate analysis, the reduction in the likeli-
hood was not statistically significant in the logistic analy-
sis (aOR = 0.26, 95% CI = 0.04–1.56, p-value = 0.141). See 
Table 4.

Discussion
Prevalence of ID among forensic patients
The prevalence of ID among forensic psychiatric patients 
in Ontario was found to be 13.1%. This is significantly 
higher than the prevalence of ID in the general popula-
tion, typically around 1%, and also higher than the esti-
mated levels in the Canadian population, which are below 
0.5% [38, 39]. An Ontario study conducted among indi-
viduals in federal correctional institutions found that the 
rate of intellectual and developmental disabilities (IDD) 
was 2.1% [40]. This rate is higher than that of the Cana-
dian general population, indicating an overrepresentation 
of IDD within various sectors of the criminal justice sys-
tem. However, this prevalence is significantly lower than 
the 13.1% identified in the current study. This discrep-
ancy suggests that IDD is more prevalent among patients 
in forensic psychiatric facilities compared to those in 
correctional institutions and the general population in 
Ontario. Even within the forensic psychiatry popula-
tion, the current study reports a higher prevalence than 
a previous study conducted at one facility in Ontario, 
which found a prevalence of 9.2% among patients under 
the ORB between 1990 and 2012 [1]. Compared to other 
international studies, the prevalence in this study is lower 
than the 40% reported in a Dutch study of 414 forensic 
patients in a maximum-security setting who were con-
victed of either violent or sexual offenses [34]. This differ-
ence may be related to the specific population selected, 
as many individuals with ID commit sexual and violent 
offenses, leading to a higher prevalence in the Dutch 
study [41]. Additionally, the prevalence in the current 
study is lower than the 16.5% found among 401 foren-
sic psychiatry patients with long stays (over 10 years) 
within the forensic system in England [2]. The duration 
of stay for forensic patients often depends on risk reduc-
tion or mitigation, which is closely linked to learning 

Table 3  Cross tabulation of self-harming behaviors by categories of individuals diagnosed with intellectual disability based on FSIQ 
scores
Variable n (%)

67
FSIQ score categories χ2p-value FSIQ score
Average
(80–109)

Borderline
(79 − 70)

Impaired
(Below 70)

Bivariate analysis

12 (17.1) 15 (17.9) 40 (59.7) Crude odds ratio (95% confidence interval) p-value
Self-harming behaviors
  No 63 (94.0) 119 (17.5) 146 (22.2) 388 (60.3) 0.20 (0.905) 1 (reference)
  Yes 4 (6.0) 1 (25.0) 1 (25.0) 2 (50.0.0) 0.65 (0.09–4.41) 0.660
History of self-harming behaviors
  No 50 (76.9) 10 (20.0) 10 (20.0) 30 (60.0) 1.25 (0.534) 1 (reference)
  Yes 15 (23.1) 2 (13.3) 5 (33.3) 8 (53.3) 0.91 (0.30–2.71) 0.863

Table 4  Logistic analysis for factors associated with self-harming 
behaviors
Variable Multivariate analysis

Adjusted odds ratio (95% 
confidence interval)

P-
value

Age 1.04 (0.98–1.11) 0.209
Sex
  Female 1 (reference)
  Male 0.06 (0.01–0.44) 0.006
Level of education
  Below secondary 1 (reference)
  Secondary to post-secondary 94.12 (0.22–77.82 0.344
History of substance misuse
  No 1 (reference)
  Yes 0.26 (0.04–1.56) 0.141
History of self-harm
  No 1 (reference)
  Yes 28.09 (3.39–232.29) 0.002
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institutional rules and modifying behaviors to mitigate 
risk. Unfortunately, many individuals with ID struggle 
with learning complex adaptive skills or behaviors, result-
ing in longer stays.

It is important to note that the prevalence rates of 
ID can vary widely due to several factors, including the 
setting (inpatient vs. outpatient, rural vs. urban, etc.), 
national policies, access to care and assessment or care 
modalities, and cultural practices [42]. As various studies 
across the globe have shown [42–44], these factors may 
lead to different prevalences. These aspects may also lead 
to differences observed in the prevalence of self-harm 
among these individuals.

Prevalence of self-harming among individuals with ID
In our study, the prevalence of past-12-month self-harm 
among individuals diagnosed with intellectual disabil-
ity (ID) was 9.7%, a rate that was significantly (p < 0.001) 
higher than the 2.5% prevalence of self-harm among 
patients without ID. Patients with ID similarly had a 
higher prevalence of previous self-harm behavior than 
those without ID (21.3% vs. 14.5%, p = 0.031). These 
results align with existing literature, which indicates that 
individuals with ID are at a higher risk of self-harming 
behaviors compared to the general population [5]. The 
prevalence of self-harm among forensic patients with ID 
was lower in our study than in a previous study of foren-
sic patients in Ontario, which found an 11% (3 out of 47) 
prevalence of self-harm among ID patients [1]. However, 
contrary to our study, this cited study found no statisti-
cally significant difference in self-harm rates between 
patients with and without ID.

Previous research has suggested that increased severity 
of ID correlates with a higher likelihood of self-injurious 
behavior [27, 28]. However, when subdividing ID patients 
by FSIQ scores, we found there was no statistically sig-
nificant difference in either current or past self-harm 
behavior between ID patients with average, borderline, 
or impaired FSIQ scores. This lack of a significant result 
was likely due to our analysis of FSIQ being underrepre-
sented, as only 67 of the 155 patients with ID had FSIQ 
scores on record, and only 4 of the 155 ID patients who 
engaged in current self-harm had FSIQ scores on record.

Factors associated with self-harming among individuals 
with ID
Gender
The observation that males with ID were less likely to 
engage in self-harm is consistent with the trend in some 
studies among the general population. In the general 
literature on self-harm, particularly within community 
settings, women are typically found to engage in self-
harming behaviors more frequently than men [17–19]. In 
broader populations, men generally are more inclined to 

manifest distress through externalizing behaviors such as 
aggression, whereas women are more prone to internal-
izing behaviors like self-harm [45, 46]. This pattern might 
be more pronounced among individuals with ID, where 
men may display frustration or emotional dysregulation 
through outward behaviors such as aggression or non-
compliance rather than resorting to self-harm.

History of self-harming behaviors
The finding that a history of self-harm was linked to an 
increased risk of current self-harm aligns with global 
trends [47, 48]. Just like in general populations, having 
a prior history of self-harm among forensic psychiatry 
patients is frequently seen as a strong indicator of future 
self-harming behavior [3, 9, 47–49]. Research consis-
tently shows that those with a history of self-harm face a 
higher risk of repeating these behaviors, primarily due to 
ongoing psychological distress, maladaptive coping style, 
emotional dysregulation, or unresolved trauma [50]. 
These studies generally predict that individuals who have 
previously engaged in self-harm are more likely to con-
tinue such behaviors due to the persistent nature of their 
underlying issues.

Study limitations and strength
This study has several limitations. The cross-sectional 
study design limits inferences on the causal relation-
ship. Assessing the impacts of the severity of ID on 
self-harming behaviors proved challenging. First, the rel-
atively small sample size of individuals with FSIQ scores 
(n = 67) limits the generalizability of this study’s findings 
and complicates the application of regression analysis. 
Secondly, some individuals diagnosed with ID exhibited 
average intellectual functioning. This could be attributed 
to the fact that testing alone does not definitively diag-
nose ID. Additionally, those with average intellectual 
functioning may still face significant challenges in their 
daily and adaptive functioning. Thirdly, the reliability 
of the FSIQ measurement is impacted by the presence 
of comorbid mental health issues, which are prevalent 
among individuals in forensic psychiatric systems. Lastly, 
it is crucial to mention that this retrospective records 
review focuses on ORB reports that may contain selec-
tive information about the forensic population, primar-
ily highlighting risk. Consequently, aspects related to 
FSIQ scores and other ID measures might be missing 
from these reports due to selective reporting, rendering 
them unavailable for the team’s analysis. We recommend 
that future researchers conduct a prospective study and 
capture comprehensive information about ID from the 
patients’ electronic medical records. Another limitation 
worth mentioning is that the type of self-harming event 
was not recorded in the database. Self-harm can range 
in severity, and the limited information in the dataset 
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means that we could not explore for factors that were 
more pertinent among individuals with severe forms 
of self-harm, limiting the study conclusions. Similarly, 
it is uncertain what proportion of individuals with self-
harm in this sample represents those with non-suicidal 
self-injury versus suicidal attempts, given that patients’ 
reasons for self-harming were not identified. All in all, 
prospective studies with robust information and method-
ology with active tracking of variables are warranted to 
generate more generalizable findings in the future.

Conclusion
In conclusion, the present study reveals a notably high 
prevalence of intellectual disabilities (ID) and self-
harming behaviors among forensic psychiatric patients 
in Ontario, emphasizing the urgent need for specialized 
care, tailored interventions, and adequate resource allo-
cation to support this high-risk population. The imple-
mentation of gender-sensitive and trauma-informed 
approaches holds considerable potential in further 
enhancing the outcomes of care. Future research should 
prioritize longitudinal and multi-center studies to com-
prehensively identify risk and protective factors, validate 
specialized assessment tools, and inform the develop-
ment of targeted, evidence-based prevention and inter-
vention programs that address the complex needs of 
individuals with ID in forensic psychiatric settings.
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