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SYMPTOM PROFILE AND CO-MORBID PSYCHIATRIC
DISORDERS IN MENTALLY RETARDED
CHILDREN AND ADOLESCENTS
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ABSTRACT

A retrospective study of 52 children and adolescent subjects suffering from mental
retar dation who attended in the Child Guidance Clinicin the Department of Psychiatry
OPD, Teaching Hospital, Katmandu, Nepal. They were brought to the OPD with
various symptoms. It was found that the number of male patients were 35 compared
to 17 female with male femaleratio of 2:1. The mean age of male patientswas 9.19 +
3.55 years where as the mean age of female patients was 9.91 + 9.99 years. General
Practitioner and Pediatrician referred majority of them. The commonest symptom
with which the patients presented to the hospital wasaggressive behavior (28%) while
14 patients (26.9%) presented with speech related problems. Of the 52 patients who
presented in Child Guidance Clinic, 11 patients had comorbid psychiatric problems.
It was found that 4 patients had hyperkinetic disorders, 3 patients had disorders of
psychological development, 1 patient each had post encephalitic sequel, depressive
disorder, somatization disorder and eating disorder.
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INTRODUCTION

Mental retardation is generally defined in terms of
both social and intellectual functioning. Using
either criterion can lead to unfortunate results. In
the past, the use of socia criteria clearly led to
abuse. Nevertheless, it is unsatisfactory to define
mental retardation in terms of intelligence alone.
Sacial criteria must be included, since a clinical
distinction must be made between people who can
lead a normal or near-normal life and these who
can not.

DSM 1V?! defines mental retardation as a
'significantly sub-average general intellectual
functioning in at least two of the following skill
areas. communication, self care, home living,
social/interpersonal skills used for community
resources, self direction, functional academic skills,
work, leisure, health and safety’ and having an
onset before the age 18.

The incidence of mental retardation has fallen
because of the improvement of antenatal and
neonata care, but at the same time the prevalence
has not changed because the patients are living
longer, particularly those with down's syndrome.2
In 1929,% a study in U. K. showed that the
prevalence of mental retardation was 27 per
thousand, and the prevalence of moderate and
severe retardation (I1Q less than50) was 3.7 per
thousand. Subsequent studies in many countries
have generally shown that, in the population aged
15-19, the prevalence of moderate and severe
retardation is about 3.0-4.0 per 1000.2

Children and adol escents with amental retardation
are at a greater risk of developing psychiatric
disorders. As shown in various studies, children
with mental handicap were4 to 7 timesmorelikely
to have a psychiatric disorder than the general
population, depending upon the severity of the

handicap.* In the western countries, over the last
20 years major changes have taken place in the
services provided for children and adolescent with
amental retardation. In Nepal, there have been no
such major changes for this group of people.

METHODOLOGY

The aim of present work was to study the socio-
demographic characteristics, symptom profile and
psychiatric co-morbidity of children and
adolescents attending the Child Guidance Clinic,
Psychiatry O.PD. at T.U.T.H. over aperiod of 2.75
years. It wasaretrospective analysis of caserecords.
The samples for the study were the case records of
all patients attending the clinic, who received the
diagnosis Mental Retardation. A self-designed
Performawas used to record the socio-demographic
data and clinical information. Diagnoses were
made according to ICD-10. The information was
kept confidential. Data analysis was done in SPSS
version 7.5.

RESULTS

Out of total 52 subjects suffering from mental
retardation, 35 (67.3%) were males. Mgjority were

Table 1
Mental and behavioural symptomsvs. sex.
Main symptoms Sex Total
Male | Female
Aggressive behavior 10 5 15
(28.8%)
Bed wetting 0 1 1
(1.9%)
Speech related problem 8 6 14
(26.9%)
Slow in actions 4 0 4
(7.7%)
Poor academic performance 8 5 13
(25%)
Fainting attacks 2 0 2
(3.8%)
Headache/ somatic problems 2 0 2
(3.8%)
Vomiting following meal 1 0 1
(1.9%)
35 17 52
(67.3%) | (32.7%)
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in the age group 6 — 12 years (N=28, 53.8%),
followed by age up-to 6 years (N=14, 26.9%) and
more than 12 years (N=10, 19.2%). The average
age of malepatientswas9.19+3.55 years, of female
patients was 9.91+3.99 years and for all, it was
9.42+3.67 years. Thirty one (59.5%) came from

Table 2
Mental and behavioural symptomsvs. age-group.

Main symptoms Age-group (Years) Total
<6 6-12 >12
Aggressive 5 6 4 15
behavior (28.8%)
Bed wetting 0 0 1 1
(1.9%)
Speech related 5 5 4 14
problems (26.9%)
Slow in actions 2 2 0 4
(7.7%)
Poor academic 1 11 1 13
performance (25%)
Fainting attacks 0 2 0 2
(3.8%)
Headache/ 1 1 0 2
somatic problems (3.8%)
VVomiting 0 1 0 1
following med (1.9%)
14 28 10 52
(26.9%) | (53.8%) | (19.2%)

within the Kathmandu valley. Only 22 (42.3%)
subjects attended school, of which only 3 (5.7%)
attended special schools. Mgjority werereferred by
general practitioners (N=19, 36.3%), followed by
pediatricians (N=11, 21.2%), parents themselves
(N=10, 19.2%), psychiatrists (N=7, 13.4%) and
relatives (N=5, 9.6%).

Table 3
Mental and behavioural symptomsvs. grade of
mental retardation.

Main symptoms Grade of retardation Total
Mild | Moderate | Severe | Profound

Aggressive 8 3 2 2 15
behavior (28.8%)
Bed wetting 0 1 0 0 1

(1.9%)
Speech related 13 1 0 0 14
problem (26.9%)
Slow in actions 2 1 1 0 4

(7.7%)
Poor academic 12 1 0 0 13
performance (25%)
Fainting attacks 2 0 0 0 2

(3.8%)
Headache / 2 0 0 0 2
somatic problems (3.8%)
Vomiting 1 0 0 0 1
following meal (1.9%)

40 7 3 2 52
(76.9%) | (135%) | (5.8%) | (3.8%)

Most of the subjects suffered from Mild Mental
Retardation (N=40, 76.9%), followed by Moderate
(N=7, 13.5%), Severe (N=3, 5.8%) and Profound
(N=2, 3.8%).

Table 4
Co-morbid psychiatric disorders.
Co-morbid conditions Sex Total
Male | Female

Post-encephalitic sequelae 0 1 1
Depressive disorder 0 1 1
Somati zation disorder 1 0 1
Eating disorder 1 0 1
Disorder of psychological 1 2 3
devel opment
Hyperkinetic disorders 3 1 4

6 5 11

Tables 1, 2 and 3 describe various symptoms with
which these children and adol escents were brought
to the clinic and their relation to sex, age group
and grade of mental retardation respectively. Table
4 illustrates co-morbid psychiatric conditions in
these children and adolescents. There were 11
(21.2%) subjects which received co-morbid
psychiatric diagnosis, the largest group among
these being hyperkinetic disorder.

DISCUSSION

Although it is difficult to identify Psychiatric
disordersamong mentally retarded people, estimates
of the prevalence of disease among them are higher
than in the general population. In the Idle of weight
study children with mental retardation were between
3to4timesmorelikely to have psychiatric disorder
than the general population.® Children with a
physical handicap, especially where the brain is
affected, are also at an increased risk of psychiatric
disorder.® Among severely retarded children
psychotic disorders was found 50% compared with
6.6% in the general population. In a survey,
Borthwick-Duffy” found that the rates of psychiatric
disorder are higher among mentally retarded people
than in general population.
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Among people with mild mental retardation, the
ranges of psychiatric syndromesare similar to that
in the people of normal range. Among peoplewith
moderate and severe retardation, most surveys
have found that about half have psychiatric
disorder with the highest rates among those most
profoundly retarded®. Among these group of
people, certain kinds of disease are especially
frequent, including bedwetting, abnormal
behavior like stereotypes, self injuries, pervasive
developmental disorder, hyperactivity.

This study is concerned with al the children and
adolescents with different degree of mental
retardation referred by pediatrician, physicians,
psychiatrists or brought by parents or relatives to
the child guidance clinic of the Department of
Psychiatry of ateaching hospital. The relationship
between the high prevalence of psychiatric
problems in individuals of mental retardation is
not a simple one (Chiefly due to brain damage)
and many other factors may play their parts.

In the study there is arelationship between 1Q and
behavior problemslike restless, agitated, disrobed,
self-injury. Out of five severe and profound retarded
children and adol escents 4 were having behavioral
problemsin comparisonto 8 out of 40 mild retarded
children. This may be in part because greater
intellectual capacity makes social adaptation easier
and showing less deviant behavior.

The developmental immaturity of retarded children
can adversely affect their language and other social
skillsin comparison with those of their peers. These
differences, and their delay in achieving motor
skills are additional handicaps which may
predispose to speech related problems, slow in
action, walking problems.

Educational failure is associated with psychiatric
disorder among mentally retarded, afinding of Isle
of Weigh study®. As a group children of low 1Q
have poor academic performance and difficulty in
learning than other children which leads to long
standing failure at school. This may be the one of

the contributing factor for the development of
psychiatric disorder among them.

Besides, thereare many other factors, which may play
their partsfor the development of different symptoms
profileand comorbid psychiatric disordersin mentally
retarded children and adolescents. Socid factorssuch
as parental rejection attitudes, hostile, depriving,
rejecting attitudes by other peers affect both
intellectual development and emotional stability or
development of mental health. Ingtitutionalization,
adverse environment can adversely affect the
intellectual development and emotional growth.
Organic brain disease with epilepsy which may be
present in many mentally retarded children is
associated with an increased incidence of psychiatric
disorder especidly contribute behaviora problems.
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