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1  | INTRODUC TION

Both depression and anxiety disorders are relatively common psy‐
chiatric disorders in patients with epilepsy. Pooled prevalence rates 
in this population are estimated at 22.9% and 20.2%,1 which is much 
higher when compared to the prevalence of depression and anxiety 
disorders worldwide (4.4% and 3.6%).2 Although epilepsy relatively 

often co‐occurs with intellectual disability (ID),3 literature on the 
presence of mood disorders among patients with both epilepsy and 
ID is scarce. Knowledge of this relationship is important as it might 
influence quality of life in these patients.

Depressive and anxiety symptoms can be associated with epi‐
lepsy for multiple reasons. They may have the same underlying neu‐
robiological aetiology4 or result from epilepsy due to seizure‐related 
or psychosocial factors, such as increased dependence, experienced 
stigma, and poor seizure control.5,6 Results from a systematic review 
indicate that having an epilepsy diagnosis is associated with an in‐
crease of depressive symptoms in adults with ID and that a severe 
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Objective: Depression and anxiety symptoms are common among patients with epi‐
lepsy, but are relatively under‐researched in patients with both epilepsy and intel‐
lectual disability (ID). The aim was to investigate whether epilepsy and ID 
characteristics are associated with mood, anxiety, and quality of life.
Materials and Methods: Adult patients with epilepsy and ID who rely on tertiary epi‐
lepsy care were included (N = 189). Mood, anxiety, and quality of life were assessed 
by standardized questionnaires. Epilepsy and ID characteristics were retrieved from 
patient charts or determined by psychometric instruments.
Results: Elevated levels of depressive and anxiety symptoms were present in 21.7% 
and 12.7%, respectively. Anxiety was significantly associated with a focal epilepsy 
type and ID domain discrepancy (substantial difference between two domains of 
adaptive behavior), but was negatively related to seizure frequency and drug load of 
mood‐stabilizing antiepileptic drugs. Depressive symptoms were not significantly re‐
lated to epilepsy characteristics, but a severe ID and ID domain discrepancy was as‐
sociated with more depressive symptoms. Quality of life was significantly worse in 
those with multiple seizure types and ID domain discrepancy.
Conclusion: Whereas anxiety and quality of life are associated with individual epi‐
lepsy characteristics, this could not be confirmed for depressive symptoms in pa‐
tients with epilepsy and ID, despite its high prevalence.
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form of epilepsy might be a risk factor for psychiatric disorders.7 
More specifically, Espie et al8 concluded that psychiatric symptoms 
were most strongly related to epilepsy characteristics, such as sei‐
zure frequency and severity.

Both depressive and anxiety symptoms can have a negative in‐
fluence on daily functioning and quality of life in this population that 
is already known for their complex needs.9	For	example,	in	a	study	
among 142 adults with epilepsy and mild ID, it was found that psy‐
chological distress and seizure frequency were predictors of (health‐
related) quality of life.10

The primary aim of the present study is to investigate whether 
epilepsy and ID characteristics are associated with depressive symp‐
toms and anxiety in adults with both epilepsy and ID. Our secondary 
aim is to describe associations between epilepsy and quality of life in 
a subset of adults with mild ID.

2  | MATERIAL S AND METHODS

2.1 | Study design and participants

This study had a cross‐sectional design and was part of the 
TRIANGLE study (The Relation between epilepsy, ID, And 
Neuropsychiatric comorbidities in a Group of patients in Long‐term 
care for Epilepsy), which was conducted among in‐ and outpatients 
who rely on tertiary epilepsy care facilities of Kempenhaeghe, The 
Netherlands. TRIANGLE is approved by the medical‐ethical commit‐
tee of Kempenhaeghe (No. 15.01), and the medical‐ethical commit‐
tee of Erasmus University medical center concluded that the rules 
laid down in the Medical Research Involving Human Subjects Act do 
not apply to this study (MEC‐2016‐408).

Inclusion	criteria	were	as	follows:	(a)	age	≥	18	years,	(b)	diagnosis	
of epilepsy according to the clinical definition by the ILAE,11 and (c) 
diagnosis of ID according to DSM‐512 or current adaptive function‐
ing at level of ID as evaluated by the individual's psychologist.

2.2 | Instruments and procedure

2.2.1 | Mood and anxiety

Mood and anxiety were assessed using the Dutch version of the 
Anxiety, Depression and Mood Scale (ADAMS),13,14 a by‐proxy ob‐
servational questionnaire that is specifically developed for people 
with ID. The ADAMS consists of 28 items which had to be rated 
by one professional caregiver on a 4‐point scale, ranging from 
never/no problem to often/severe problem. The Dutch transla‐
tion of the ADAMS consists of a four‐factor structure: depressive 
mood, anxiety, social avoidance, and other problems. The valid‐
ity and reliability of this structure was investigated in two Dutch 
samples, one sample older than 50 years of age (N = 198) and one 
adult sample below 50 years of age (N = 975),13,15 and was found 
to be fair to good. Higher scores on (sub) scales are indicative of 
more anxiety or negative mood. The subscale “other problems” 
and “social avoidance” were excluded from the analyses, because 

of the scope of the article and the substantive variability within 
the subscale.

In addition, information regarding the daily use of psychotropic 
medication and the history of psychiatric disorders were retrieved 
from the medical records.

2.2.2 | Quality of life

The self‐reported quality of life was assessed by using the ID Quality 
of Life questionnaire (IDQOL‐16).16 This is a 16‐item self‐report 
questionnaire developed for people with a mild ID. Each (written) 
item is illustrated by pictograms and smileys in order to further 
clarify the question and response categories, which are based on a 
5‐point Likert scale varying from very unpleasant to very pleasant. 
The items correspond to three domains of quality of life: psychologi‐
cal function, social functioning, and satisfaction about daily living. 
The IDQOL‐16 was only administered among subjects with a mild 
level of ID, if administration of the test was judged feasible by the 
subject's psychologist (ie, if the subject was likely to have sufficient 
verbal comprehension). In previous studies, the IDQOL‐16 domains 
were found to have fair to good internal consistency.17,18

2.2.3 | Epilepsy characteristics

Epilepsy characteristics were retrieved from the subject's medical 
records and included the age at onset, epilepsy type, number of sei‐
zure types, number of seizures in the past year, the use and types 
of antiepileptic drugs, and the etiology of epilepsy. The diagnosis of 
epilepsy was classified by a specialized neurologist. Seizures were 
recorded by the nursing staff. Non‐epileptic events, such as psycho‐
genic non‐epileptic seizures, were excluded. The epilepsy type and 
etiology were classified according to the most recent classification 
system by the International League Against Epilepsy (ILAE).19

As a measure for drug load of anti epileptic drugs (AEDs) with 
mood‐stabilizing properties, that is, carbamazepine, valproic acid, 
and lamotrigine, the prescribed daily dose vs defined daily dose 
(PDD/DDD) ratio was calculated.20 This was also calculated for ben‐
zodiazepines that were prescribed as AED, that is, clobazam, clonaz‐
epam, diazepam, and dipotassium clorazepate. The DDDs were 
retrieved from the database of the WHO21 Collaborating Centre for 
Drug Statistics Methodology.

2.2.4 | Intellectual disability

Regarding the ID, we examined the overall level of ID and the 
presence of an ID domain discrepancy. The level of ID was based 
on the three domains of adaptive deficits as described in DSM‐5: 
the conceptual, social, and practical domain. Each domain was as‐
sessed separately using standardized instruments, and the results 
were converted into a classification of mild, moderate, severe, 
or profound deficits. An ID profile was considered as discrepant 
when there was a substantial intra‐individual difference between 
two DSM‐5 domains, indicating that one domain is considerably 
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more	or	 less	deficient	 than	 the	other	 two.	For	more	 information	
regarding the assessment of level of ID and domain discrepancy, 
see Van Ool et al.22

2.3 | Analyses

Descriptive statistics were calculated for the subscales of the 
ADAMS as well as Pearson's correlation coefficients between sub‐
scales. Also, the most reported items and the number of subjects 
having a score above the clinical cutoff for depressive symptoms 
(≥14)	or	anxiety	(≥10)	were	calculated.23

Separate linear regression analyses were performed to examine 
direct associations between each epilepsy and ID characteristic and 
ADAMS subscale scores. Subsequently, multiple hierarchical regres‐
sion analyses were performed in which predictors were added to 
the model in three steps. In the first step, demographic variables 
(age and sex) and the use of psychotropic drugs were entered; in 
the second step, level of ID and the presence of an ID discrepancy 
were added and in the final model, the epilepsy characteristics 
were added. Model statistics as well as predictor statistics were 
examined. Associations between predictors and quality of life were 
assessed using Pearson's correlation analyses and independent sam‐
ples t tests (or non‐parametric alternatives if the variables do not 
meet the normality assumption). Results were considered significant 
if P < 0.05. All analyses were conducted in IBM SPSS Statistics ver‐
sion 24.

3  | RESULTS

3.1 | Sample characteristics

A total of 240 patients were invited for the study, of whom 189 pro‐
vided consent for the study (inclusion rate: 78.8%). The consent was 
provided by individuals and/or their legal guardian when appropri‐
ate. Participants were significantly younger than the 51 non‐par‐
ticipants (mean difference = 6.04 years, P = 0.015) and were using 
psychotropic medication more often (41.8% vs 14.0%, respectively, 
P < 0.001). Individuals who participated did not differ from non‐par‐
ticipants with respect to level of ID or gender. Twenty‐four subjects 
(12.7%) with a mild ID had completed the quality of life questionnaire.

The sample comprised 58.7% males and had a mean age of 
47.9 years (SD = 15.6; range 18.3‐85.9 years). The majority of sub‐
jects resided in residential facilities (76.2%); the others lived in 
community settings. The level of ID was mild in 20.1%, moderate in 
30.7%, severe in 29.1%, and profound in 20.1%, and an ID domain 
discrepancy was present in 32.8%. Clinical characteristics are de‐
scribed in Table 1. The descriptive statistics of the ADAMS subscales 
are presented in Table 2. Elevated levels of depressive and anxiety 
symptoms were present in 21.7% and 12.7%, respectively. The sub‐
scales were moderately to highly correlated (Pearson r varying from 
0.426 to 0.571, all P‐values <0.001). The ADAMS items that were 
reported most frequently were tense (74.1%), does not relax (70.9%), 
fatigued (64.6%), distracted (63.4%), and lacked energy (63.4%).

Reliability analyses on the ADAMS subscales showed fair to 
good internal consistency for the study population (Cronbach's 
α = 0.795‐0.850). Regarding the IDQOL, the psychological domain 
had a good internal consistency (α = 0.83). The domains social func‐
tioning and satisfaction about daily living had, however, insufficient 

TA B L E  1   Clinical characteristics of the study sample (N = 189)

Characteristics Values

Age at onset of epilepsy (years) Mdn = 2.0, IQR = 0‐5.5, 
range 0‐53

Infancy (<1 y) 32.8%

Childhood (1‐12 y) 54.0%

Adolescence (12‐18 y) 10.1%.

Adulthood (18+ y) 3.2%

Epilepsy typea 

Generalized only 10.6%

Focal	only 41.3%

Both generalized and focal 44.4%

Missing/unknown 3.7%

Number of seizure types (semiology)a  Mdn = 3.0, IQR = 1‐4, 
range 0‐8

Seizure frequency (last year) Mdn = 70.0, 
IQR = 11.5‐153.0, 
range 0‐1206

Seizure‐free 12.7%

Yearly 12.2%

Monthly 19.6%

Weekly 43.9%

Daily 11.6%

Etiology of epilepsya 

Structural 28.6%

Genetic 20.1%

Infectious 6.3%

Metabolic 1.1%

Unknown 43.9%

Daily use of antiepileptic drugs Mdn = 3.0, 
IQR = 2.5‐4.0, range 
0‐6

Daily use of psychotropic drugs 41.8%

Psychiatric classification (DSM‐IV) 20.6%

ID, intellectual disability.
aBased on ILAE 2017 criteria.19 

TA B L E  2   Descriptive statistics of the ADAMS subscales 
(N = 189)

 M SD Range
Above clinical 
cutoffa 

Depressive symptoms 9.99 7.04 0‐34 21.7%

Anxiety 4.73 3.73 0‐15 12.7%

aBased on cutoff values provided by Hermans et al.23 
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internal consistency (α = 0.50 and α = 0.58, respectively) and were 
therefore excluded from the analyses.

3.2 | Associations between epilepsy, ID, and 
mood and anxiety

Results of the linear regression analyses predicting depressive symp‐
toms, anxiety, and social avoidance are presented in Table 3. The 
models	yielded	different	results	per	outcome	measure.	For	both	de‐
pressive symptoms and anxiety, adding ID characteristics (severity of 
ID and presence of ID domain discrepancy) resulted in a significant 
increase in explained variance (R2 change = 0.053, P = 0.004 and R2 

change = 0.033, P = 0.026, respectively). The introduction of epi‐
lepsy characteristics (ie, number of seizure types, seizure frequency, 
epilepsy type, drug load of mood‐stabilizing AED and of benzodi‐
azepine AED, and use of rescue medication) in the final model did 
not yield a significant increase in explained variance of depressive 
symptoms, but did for anxiety (R2 change = 0.034, P = 0.301, and 
R2 change = 0.087, P = 0.002, respectively). Hence, the final models 
explained 20.0% of the variance in depressive symptoms (F = 3.86, 
P < 0.001) and 31.0% of the variance in anxiety scores (F = 6.95, 
P < 0.001).

Essentially, having a more severe level of ID and the presence 
of an ID domain discrepancy were significantly associated with 

more depressive symptoms (P = 0.013 and P = 0.004, respectively). 
Anxiety levels were also significantly associated with the presence 
of an ID domain discrepancy (P = 0.010), but not with the level of ID. 
Regarding epilepsy, none of the epilepsy characteristics were related 
to depressive symptoms. Anxiety levels were, however, significantly 
higher in subjects with focal epilepsy (P = 0.034). Lower levels of 
anxiety were significantly associated with a high drug load of mood‐
stabilizing AEDs (carbamazepine, valproic acid, and lamotrigine) and 
a high seizure frequency (P = 0.009 and P = 0.006, respectively). See 
Figure	1	for	an	overview	of	statistically	significant	predictors.

Post hoc regression analyses were performed to investigate 
which ID domains were particularly low in case of high levels of mood 
and anxiety. Results of these analyses indicated that depressive 
symptoms were significantly higher when having a discrepancy at 
the expense of the practical domain (B = 3.42, SE = 1.54, P = 0.028), 
anxiety levels were mostly linked to a discrepancy at the expense 
of the social domain (B = 1.18, SE = 0.68, P = 0.086), and there was 
significantly more social avoidance when having a discrepancy at the 
expense of the social domain (B = 1.57, SE = 0.74, P = 0.035).

3.3 | Self‐reported quality of life

Spearman's rank correlation analyses were performed to investi‐
gate the associations between the IDQOL's subscale psychological 

TA B L E  3   Linear regression analyses predicting affective outcomes

 

Unadjusted analyses Adjusted analyses 

B (SE) β P B (SE) β P

Depressive symptoms

Number of seizure types 0.14 (0.27) 0.04 0.596 −0.42	(0.38) −0.11 0.270

Seizure frequency 0.19 (0.03) 0.05 0.531 0.03 (0.04) 0.08 0.884

Focal	epilepsy 0.22 (1.67) 0.10 0.198 2.23 (1.58) −0.10 0.160

Drug load mood‐stabilizing AED −0.91	(0.71) −0.09 0.205 −0.59	(0.70) −0.06 0.399

Drug load benzodiazepine AED 0.42 (0.81) 0.04 0.607 0.44 (0.80) 0.04 0.552

Use of rescue medication −0.05	(0.05) −0.06 0.379 −0.08	(0.06) −0.10 0.183

ID discrepancy 2.79 (1.07) 0.19 0.010*  3.25 (1.13) 0.22 0.004** 

Level ID (severe/profound) 0.43 (1.03) 0.03 0.673 3.05 (1.22) 0.22 0.013* 

Anxiety

Number of seizure types −0.04	(0.14) −0.02 0.803 0.09 (0.19) 0.04 0.653

Seizure frequency −0.03	(0.02) −0.15 0.035*  −0.05	(0.02) −0.23 0.006** 

Focal	epilepsy 1.74 (0.88) 0.15 0.050*  1.67 (0.78) 0.14 0.034* 

Drug load mood‐stabilizing AED −0.73	(0.38) −0.14 0.053 −0.91	(0.35) −0.17 0.009** 

Drug load benzodiazepine AED −0.06	(0.43) −0.01 0.898 0.22 (0.40) 0.04 0.546

Use of rescue medication −0.03	(0.03) −0.08 0.254 −0.01	(0.3) −0.02 0.788

ID discrepancy 1.82 (0.56) 0.23 0.001**  1.45 (0.56) 0.18 0.010** 

Level ID (severe/profound) −0.72	(0.54) −0.10 0.187 0.47 (0.60) 0.06 0.435

AEDs, antiepileptic drugs; B, beta; ID, intellectual disability; SE, standard error; β, standardized beta.
The adjusted multivariate models also included age, gender, and use of psychotropic drugs as predictors.
*P < 0.05.
**P < 0.01.



     |  523SNOEIJEN‐SCHOUWENAARS Et Al.

functioning and number of seizure types, seizure frequency, and the 
PDD/DDD ratio of mood‐stabilizing AEDs (see Table 4). There was 
a strong, negative association between the number of seizure types 
and the reported quality of life with respect to psychological func‐
tioning (ρ	=	−0.551,	P = 0.005). Although not statistically significant, 
there was a clinically relevant association with a medium effect be‐
tween quality of life and seizure frequency (ρ	=	−0.349,	P = 0.094) 
and PDD/DDD ratio of mood‐stabilizing AEDs (ρ = 0.312, P = 0.138), 
with a higher frequency related to a poorer quality of life and a 
higher drug load of mood‐stabilizing AEDs related to a better qual‐
ity of life. In addition, subjects who had an ID domain discrepancy 
reported a significant poorer quality of life than subjects without a 
discrepancy (difference in medians = 3.0, P = 0.020). There was no 
association between seizure type and quality of life. Also, correla‐
tion analyses between ADAMS subscales and IDQOL psychological 
functioning yielded no significant associations (Spearman's rho vary‐
ing	from	−0.224	to	−0.016,	all	P values >0.05).

4  | DISCUSSION

Depressive and anxiety symptoms are a clinically relevant and im‐
portant issue among patients with epilepsy and ID, as 21.7% and 
12.7% of them show evidence for elevated levels of depressive or 
anxiety symptoms. This rate of depressive symptoms is in line with 
the pooled prevalence of depression estimated at 22.9% for patients 
with epilepsy in general.1 However, the results of our study sug‐
gest that the prevalence of anxiety is less pronounced in patients 
with both epilepsy and ID in our study as compared to the pooled 
prevalence of anxiety disorders (20.2%) in the general population of 
patients with epilepsy.1 Besides the findings and hypothesis written 
below, this might also be due to measurement aspects of our study. 
For	 example,	we	only	used	 the	ADAMS,	 a	by‐proxy	observational	
questionnaire, which is not available in the general population.

The associations between epilepsy and ID characteristics in re‐
lation to mood and anxiety were different per affective outcome. 
Epilepsy was significantly associated with anxiety in both positive 
as well as negative directions. While adjusting for demographics 
and other predictors, higher levels of anxiety were associated with 
having a focal epilepsy type. Although we did not have information 
about the localization of the epilepsies in our sample, the link be‐
tween focal epilepsy and anxiety has also been described in previous 
studies24,25 and might be explained by the involvement of tempo‐
ral brain structures in many patients with epilepsy and anxiety.26,27 
In addition, focal epilepsies (in other structures) may include focal 
seizures without impaired awareness of which the conscious ex‐
perience—and not understanding this experience—might be more 
frightening for someone with ID or lead to a fear of injury.

Lower levels of anxiety were associated with a high drug load 
of mood‐stabilizing AEDs. Most probably, this is due to the combi‐
nation of the use of both multiple AEDs and the therapeutic prop‐
erties of the described mood‐stabilizing AEDs. Remarkably, anxiety 
appeared to be also related to a higher seizure frequency, even when 
the use of benzodiazepines as AED (daily or as rescue medication) 
was taken into account. This is in contrast with recent findings by 

F I G U R E  1   Overview of factors 
significantly associated with depressive 
symptoms and anxiety

TA B L E  4   Associations between epilepsy characteristics and 
quality of life (N = 24 patients with mild ID)

 
Quality of life—psychologi‐
cal functioning P

Number of seizure types Spearman r	=	−0.551 0.005** 

Seizure frequency Spearman r	=	−0.349 0.094

PDD/DDD ratio mood 
AEDs

Spearman r = 0.312 0.138

Both focal and 
generalized epilepsy

 0.423

Yes Mdn = 20.5, IQR = 19.0‐24.3  

No (only focal) Mdn = 20.0, IQR = 18.0‐22.0  

ID discrepancy  0.020* 

Yes Mdn = 22.0, IQR = 19.0‐23.0  

No Mdn = 19.0, IQR = 11.5‐20.0  

*P < 0.05.
**P < 0.01.
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Dehn et al28 who demonstrated that a higher seizure frequency 
was significantly correlated with anxiety in patients with difficult‐
to‐treat epilepsy (but without cognitive impairments) admitted to 
an epilepsy center. This difference might be explained by the fact 
that all our patients are living at a tertiary epilepsy center and that 
their seizure frequency is higher than in the study by Dehn et al28 it 
could be hypothesized that the patients are therefore more habit‐
uated to having seizures and to its consequences in daily life. Also, 
professional caregivers who are specialized in epilepsy are always in 
close proximity and provide care and attention to patients who have 
seizures. Such environmental factors were beyond the scope of this 
study, but should be included in future research.

Despite a relative high number of patients having elevated levels 
of depressive symptoms, none of the epilepsy characteristics were 
found to be significantly related. This seems to conflict with some 
studies on epilepsy and depression in patients without ID, suggest‐
ing that depression is associated with epilepsy‐related characteris‐
tics.28,29 However, a review study by Hoppe and Elger concluded that 
the overall evidence is weak if stress‐related epilepsy factors, such as 
social stigma, are taken into account.30 A social stigma might be less 
prominent in this sample, as the majority of patients live together with 
other patients with epilepsy and are therefore less “distinguished” 
from	other	members	of	the	society.	Furthermore,	knowledge	about	
the pathogenic mechanisms in the relationships between epilepsy, 
depression, and anxiety has been increasing.31	 Future	 research	 is	
necessary to determine to what extent the underlying pathophysi‐
ology of epilepsy, depression, and anxiety applies to people with ID.

Irrespective of the epilepsy, this study demonstrated that ID 
characteristics were significantly associated with depressive and 
anxiety symptoms. With respect to the association between a 
more severe level of ID and depressive symptoms, it should be 
considered that the corresponding ADAMS subscale includes sev‐
eral somatic symptoms, such as fatigue and lack of energy. People 
with a more severe ID and epilepsy often are part of a frail pop‐
ulation with multiple health problems,32 which might imply an 
increased vulnerability in this subgroup. Individuals who had an 
ID domain discrepancy, indicating that one domain of adaptive 
functioning is considerably more or less deficient than the oth‐
er(s), had significantly higher depressive and anxiety levels than 
those without. Especially, the practical and social abilities were 
more impaired in those with more depressive symptoms and anx‐
iety, respectively. Although this concept of discrepancy requires 
further investigation, one could hypothesize that people with an 
ID domain discrepancy might be confronted with their (physical) 
limitations or are at risk of being overestimated by others, which 
may lead to feelings of frustration or stress.

Finally,	 despite	 the	 small	 subsample	 size,	 our	 findings	 confirm	
that a more severe epilepsy is associated with poorer quality of life 
regarding the domain of psychological functioning, which seems 
to emphasize the burden of epilepsy in their daily life. The quality 
of life was also significantly poorer in those with an ID domain dis‐
crepancy. There was, however, no direct association between the 
self‐reported quality of life and the depressive and anxiety levels. 

This might be due to measurement aspects, such as the difference in 
informant (self‐report vs report by proxy) and the time span (current 
situation vs past 6 months).

4.1 | Limitations

Of course, this cross‐sectional study is not without limitations. The 
study describes a specific (highly complex) population, with a highly 
frequent use of psychotropic medication (41.8% of the 189 partici‐
pants vs 14.0% of the 51 non‐participants; P < 0.001).

Findings	 concerning	QoL	 are	 based	 on	 a	 small	 subsample	 size	
of people with a mild ID, as the QoL self‐report required a certain 
amount of verbal and cognitive abilities.

Comorbid psychiatric diagnosis such as autism or hyperkinetic 
disorders and etiological influences were beyond the scope of this 
present study. This will be part of future research in our centre, as 
we know that in general, they often are accompanied by a higher 
level of anxiety and depressive symptoms.

5  | CONCLUSIONS

To conclude, this study emphasizes the relevance of depressive and 
anxiety symptoms in patients with epilepsy and ID, although the 
representability of our sample is limited to patients with primarily 
severe epilepsy who rely on tertiary epilepsy care facilities. Whereas 
anxiety and perceived quality of life are associated with specific epi‐
lepsy characteristics, depressive symptoms were only related to ID 
characteristics. These aspects should be taken into consideration by 
professionals working with this vulnerable population, so that they 
can anticipate on such comorbidities and contribute to good clinical 
care.
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