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BLOCK3 DEVELOPMENTAL DISORDERS

Introduction

Block 3 of MPC-053 focuses on Developmental Disorders. It is also known as
Childhood Disorders or Developmental Disabilities that originate in childhood. It includes
a complex group of disorders having serious impairment in different areas. It involves
physical impairment, intellectual disabilities, speech disorders, and medical condition.
Developmental disorders may range from mild to severe and impact the development
of'the child in a significant way.

Unit 1 deals with “Mental Retardation”, one of the most common developmental
disorders. The Unit explains the disorder and highlights the preventive and intervention
measures for mental retardation.

Unit 2 describes “Specific Learning Disabilities”. Here, you will learn about reading
disability, writing disability and mathematics disability. The Unit also describes the
intervention strategies for each of these disabilities.

Unit 3 describes “Other Disabilities”. Here, the Unit focuses on multiple disabilities,
cerebral palsy, spina bifida and tourette’s syndrome. The Unit describes the diagnosis,
assessment and the intervention measures for these other disabilities that affect the
children.

Unit 4 deals with “Assessment and Certification”. You will learn about the assessment
of different disabilities and their certification.

Unit 5 is about “Rehabilitation”. You will learn about rehabilitation as a crucial step
towards helping the children with developmental disorders lead a fruitful and productive
life to the best extent possible. The concept, nature and goals of rehabilitation are
discussed in this Unit.
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UNIT1 MENTALRETARDATION
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1.0 INTRODUCTION

Mental retardation, as a developmental disability, has attracted considerable public
attention. Its general debilitating character has made it a distinct category of disability.
Individuals with mental retardation, face considerable difficulty in their lives in adapting
to the demands of day-to-day life. Although a wide range of other disabilities may be
associated with mental retardation, the primary deficits are intellectual. Therefore, some
authors prefer to label the condition as ‘intellectual handicap’ instead of ‘mental
retardation’. There are other terms like ‘feeble mindedness’, ‘mental handicap’ or
‘retardation’ which are used interchangeably referring to the same condition. The term
mentally challenged has also been used. Throughout the present Unit, however, we
would maintain the term ‘mental retardation’ as it has gained wide acceptance and has
been adopted by most major systems of classification.

Mental retardation affects 2 to 3 per cent of the total population. According to a WHO
estimate, the retarded population in India would be anywhere between 18 to 20 million
with an annual increase of about 40 lakh retarded individuals (Sen & Sen, 1984). In
1996, Bo1 had estimated that 19.4 million people in India are mentally retarded. According
to the NSSO report, about 94 persons per 1,00,000 were mentally retarded as per the
census 2002 (NSSO, 2003).

1.1 OBJECTIVES
After studying this Unit, the student will be able to:

®  define mental retardation;

® explain the nature of mental retardation;
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®  describe the causes of mental retardation; and

® cxplain the measures to be taken to prevent mental retardation.

1.2 DEFINITION

Mental retardation has been defined by using various criteria. However, for our
discussion, we shall focus on some ofthe major diagnostic nomenclatures. International
Classification of Diseases, 10" edition (ICD-10, WHO, 1993), for instance, defined
mental retardation as a condition of arrested or incomplete development of mind which
is especially characterised by impairment of skills manifested during the developmental
period, which contribute to intelligence. Accordingly, sub-normality of intelligence is a
key indicator of mental retardation, which is manifested in retardation of cognition,
language, motor and social abilities of the individual. Thus, diagnosis of mental retardation
was based on assessment of intelligence through use of standardised tests having a
mean of 100 and screening of adaptive behaviour. It is also important to know that
individual’s current level of intellectual and adaptive functioning is evaluated without
regard to its nature of causation.

Another classification system, Diagnostic and Statistical Manual of Mental Disorders
(APA, 1980) in its 3™ edition and in its subsequent version (e.g. DSM-IV-TR, APA,
2000) provides a similar definition of mental retardation defining it as a condition
characterised by significantly sub-average intellectual functioning, resulting in or associated
with, deficits or impairments in adaptive behaviour. It occurs during the developmental
period, i.e., before 18 years of age. Both the above classification systems consider
intelligence quotient (IQ) of mentally retarded people to be below 70 (when a similar
condition arises after the age of 18 years it is described as dementia). Inits later edition
(DSM-1V, APA, 1994), the classification was made more flexible regarding the range
of intelligence and adding three educational categories like educable, trainable and
custodial to its nomenclature. Accordingly, mild mental retardation is put under
‘educable’; the moderate, under ‘trainable’ and the rest of the group below this, that is,
severe and profound levels of retardation are considered as ‘custodial’ group.

American Association on Mental Deficiency (AAMD), viewed mental retardation as
“significantly sub-average intellectual functioning resulting in or associated with concurrent
impairments of adaptive behaviour, manifested during the developmental period”
(Grossman, 1983, p.11). This definition is focused on the same principal descriptors:
sub-average intellectual functioning, impairment in adaptive behaviour during the
developmental period. Based on the above definitions, the two major characteristics of
mental retardation are sub-average intelligence and deficits in adaptive behaviour.

1.2.1 Sub-average Intelligence

Sub-average intellectual functioning is the core deficit in this condition. Considerable
importance is often assigned to it as it leads to difficulty in an individual’s adaptation to
the demands of day-do-day life. In the general population, when we measure intelligence
quotient (IQ) by using standardised tests of intelligence, sub- average intelligence refers
to the level of intelligence which is at least two standard deviations below the population
mean. As stated earlier, the mean is considered to be 100. The assessment is done by
individually administered standardised tests of intelligence. 1Q is calculated by dividing
the Mental age (MA) by Chronological Age and multiplying it with 100. Mental age
refers to the individual’s age as observed in the ability to perform age appropriate
standardised tasks in a test of intelligence. Chronological age (CA) on the other hand,
is the age calculated in terms of his/her date ofbirth. Accordingly, a person with MA of
5 and CA of 10 would yield an IQ score of 50.



Intelligence is believed to be normally distributed in the general population. This is
expressed through a bell-shaped normal probability curve, as the largest number of
people would have ‘average’ score in a standardised test of intelligence. They would
fall at the middle part ofthe curve and those with above or below average intelligence
will fall on both sides, symmetrically. Thus in a very large population, it is theoretically
assumed that there will be symmetry in distribution of intelligence with equal amount of
area on both sides of the midpoint. It is also assumed that the mean, median and mode
fall at the middle of'it at the same point. A standard deviation (SD) of two on both the
sides is taken as the range ofaverage intelligence, which is about 15 points, approximately.
Thus, the average intelligence is considered to be an IQ which range between 85 to115.

The intelligence tests which are used most frequently are Wechsler Scales of Intelligence,
Stanford-Binet Test, Raven’s Progressive Matrices Test and Bhatia’s Battery of
Intelligence test. The developmental tests which are used at early age included Bauley’s
Scale of Development and Vineland Social Maturity Scale.

1.2.2 Deficit in Adaptive Behaviour

Every individual requires certain competencies to adapt to the demands of day to day
life. As individuals develop, they acquire adaptive behaviour necessary for their
adjustment to their environment; however, some fail to do so and lag behind. This is
viewed as deficit in adaptive behaviour, which is often associated with poor intellectual
development.

Precisely speaking, adaptive functioning refers to the efficacy of an individual to cope
with common life demands and meeting the standards of personal independence expected
from the same age group, socio-economic background and community setting (DSM-
IV, APA, 1994). Three major determinants of adaptive behaviour may be considered
here: (1) maturation, (2) learning and (3) social adjustment. Maturation refers to
sequential development, i.e., self-help skills of infancy and early childhood, such as
sitting, crawling, standing, walking, talking, interaction with peers, and other behavioural
development. Learning, that is, the ability to learn new behaviours is an important
prerequisite to acquisition of adaptive behaviour. Social adjustment refers to the degree
to which an individual is able to maintain himself independently in the community and in
gainful employment as well as his/her ability to meet and conform to other personal and
social responsibilities and standards set by the community (Heber, 1959).

In the subsequent revisions of the DSM manual, the concept of adaptive behaviour was
tied to the individual’s chronological age by associating the skills of adaptation to specific
age periods. Ininfancy and early childhood adaptive behaviour is characterised by
sensori-motor communication, self-help and socialisation skills. In childhood and early
adolescence, it is indicated by abilities involving learning processes like academic skills,
mastery of the environment, and interpersonal social skills; in the late adolescence and
adulthood, emphasis is placed on vocational skills and social responsibilities. Thus, the
adaptive behaviour is age-specific.

Self Assessment Questions 1

1) What do you mean by sub-average intelligence?

Mental Retardation
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2) Name the three main determinants of adaptive behaviour.

3) Tick Mark (v') whether the following statement is true or false.
(1) Mental retardation is diagnosed only during the developmental period.
(True/False)

1.3 CLASSIFICATION AND NATURE OF MENTAL
RETARDATION

Four levels of mental retardation have been recognised for classification of mental
retardation, such as mild (IQ 50-70), moderate (IQ 35-50), severe (IQ 20-34) and
profound (IQ below 20). The IQ range between 71-85 is considered to be borderline
mtelligence. Although there are minor variations in the range of intelligence, most prevalent
statistics refer to IQ 70 as the cut-off point for all practical purposes. A comparative
classification is provided below in Table 1:

Table 1: Classification of Mental Retardation by Intelligence (IR)

Levels of Baley Wechsler AAMD ICD-10 DSM-IV-TR
Retardation Scales & Scales of

Stanford- Intelligence

Binet Test
Mild 55-69 52-67 55-70 50-69 50-55t0 70
Moderate 40-54 36-51 40-54 35-49 35-40 to 50-55
Severe 25-39 20-35 25-39 20-34 20-25 to 35-40
Profound Below 25 Below 20 Below 25 Below 20 Below 20 or 25

People with mild mental retardation constitute the largest section (about 75-85 per
cent) of people with mental retardation. They have minimum impairment in sensori-
motor skills at pre-school age. Most of them cannot be distinguished from the other
people, until they advance in age. Their poor social and communication skills can be
developed/improved to a large extent through education. They can learn academic
skills up to 6" grade and can be guided for social conformity. Hence, they are considered
as educable. Those who have moderate level of retardation, can talk or learn to
communicate, but are poor in awareness. They have deficits in self-help skills but can
profit from systematic training in these skills. Severely retarded people have poor motor
development during the pre-school years and have minimum language skills. They generally
do not profit from training in self-help and have very little from communication training.
At school age they can pick up some basic skills to communicate. Elemental self-help
skills can be taught to them through systematic laboratory training. Profoundly retarded
people have minimum level of sensori-motor skills, although some levels of motor
development may be present. They hardly respond to training. Constant and close
supervision is required for self-care needs.



1.4 ASSESSMENT OF MENTAL RETARDATION

All contemporary schemes of classification of mental retardation accept intelligence as
the basic parameter of defining the degree and severity of the condition. Tests of
intelligence such as Wechsler’s Scales or Stanford Binet Test of Intelligence; and for
very young children, Bayley’s Developmental Scales or Vineland Social Maturity Scales,

and AAMD Adaptive Behaviour Scales are used for assessment of their development.

In India many of'these scales have been adapted for use, such as Bhatia’s Performance

Battery of Intelligence, Binet-Kamath Test, Vineland Social Maturity Scale (Nagpur)

etc.

There 1s more convergence of opinion on the concept of intelligence, than on other
measures like adaptive behaviour. There is a fund of statistical information within and
across cultures for analysis of intelligence test scores; therefore, comparison with a
variety of population is possible. This is the reason for which very few prevalent studies
have used adaptive behaviour for identification of the cases with mental handicap. On
the other hand, there are series ofnon intellectual variables such as mental set, motivation
or experience of the examiner which have little to do with intelligence but do influence
the scores on intelligence test (Zigler, 1970); therefore, it should not be used as the sole
measure for diagnosis. Therefore, both intelligence and adaptive behaviour should be
assessed for all practical purposes.

Vineland Social Maturity Scale (Doll, 1941) is perhaps the best single measure of
adaptive behaviour (Heber, 1959). However, it cannot be used as the sole determinant
of mental retardation. It should be supplemented by other relevant data. The test is
most adequate for measuring adaptive behaviour during infancy and childhood. AAMD
Adaptive Behaviour Scale was introduced by Hinira and his associates in 1969. Although
there is considerable emphasis on assessment of adaptive behaviour along with 1Q, it
has received secondary attention (Kurtz, 1977). Further, it argued that there is no
adequate measure of adaptive behaviour; therefore, its use in definition of mental
retardation brings a great deal of subjectivity (Clausen, 1967). Inan excellent discussion
on adaptive behaviour, Patton, Beirne-Smith and Payne (1990) concluded that although
it is mandated by professional guidelines and law, the use of adaptive behaviour as a
criterion for determining retardation is clouded by confusion. Thus a total emphasis on
adaptive behaviour will have limited value. Looking at this controversy some authors
have even gone to the extent of suggesting that IQ score should alone be used in definition
of mental retardation, as it is more acceptable and relatively culture-free. Even physicians
prefer to discount their own judgment when they do not coincide with psychological
evaluation of IQ (Adams, 1973), although dual criteria is suggested by most classification
systems.

Self Assessment Questions 2

1) What are the levels of mental retardation?

Mental Retardation



Developmental Disorders

2) A person with mild mental retardation will have 1Q between:
a. 85-95
b. 70-84
c. 50-69
d. 35-49

3) Describe educable mental retardation.

1.5 CAUSES OF MENTAL RETARDATION

Mental retardation is caused by a number of factors that affect human development at
the prenatal, natal, post-natal stages of life. Medical literature reports about 500 different
causes of mental retardation, out of which, only 6-17 per cent causes are identifiable.
Lesser the degree of severity, lesser is the likelihood of ascertaining the cause of mental
retardation. Only a small number ofthose suffering from severe or profound retardation
are believed to have biological deficits. As per the American Association on Mental
Deficiency classification of etiology of mental retardation, there are following 10 broad
groups of causes: (1) Infection and intoxication, (2) Trauma and physical agents, (3)
Metabolism and Nutrition, (4) Gross Brain Disease, (5) Other unknown Prenatal
Influence, (6) Chromosomal Anomalies, (7) Other conditions originating at Birth, (8)
Following Psychiatric Disorders, (9) Environmental Influences, (10) Other conditions.
Let us now discuss some of the major causes of mental retardation.

1) Infections and Intoxication

Infections and intoxication may cause retardation during infancy and early childhood.
The brain is also especially susceptible to malformation through infection or intoxication
during the first three months of pregnancy.

Rubella

Congenital rubella (German measles) is a major cause of retardation. Ifthe mother
suffers from rubella in the first trimester of pregnancy the effects are most dangerous.
The child may exhibit a number of abnormalities such as congenital heart diseases,
cataracts, microcephaly, deafhess and micropthalmia. About 10-15 per cent children
are affected with mental retardation.



