                 MENTAL RETARDATION

The DSM-IVdefines mental retardation as follows:
· Significantly subaverage intellectual functioning - An intelligence quotient (IQ) of approximately 70 or below 
· Concurrent deficits or impairments in adaptive functioning in at least 2 of the following areas: communication, self-care, home living, social/interpersonal skills, use of community resources, self-direction, functional academic skills, work, leisure, health, and safety 
· Onset before age 18 years
Classification based on severity
Mild MR: IQ 50-70
Moderate MR: IQ 35-49
Severe MR: IQ 20-34
Profound MR: IQ below 20
Epidemiology
In the US: The frequency of MR of all degrees ranges from 1.6-3% of the population.There are no racial differences.
Aetiology
Down’s syndrome              26%
Other inherited conditions or associated congenital malformations    19%
Perinatal injury                   18%

Infections                             14%

Inherited biochemical errors  4%

Others                            4%

Undiagnosable               15%

CLINICAL PRESENTATION
General description

· Uniformly low performance on all kinds of intellectual task e.g learning ,short-term memory,use of concepts,problem solving.

· May have practial difficulties e.g inability to dress,language difficulties,social interactions.

· Mild MR: Most develop normal language and social behaviour.may never be identified and in adult  life can live independently.
· Moderate MR:Most can talk or atleast  learn to communicate.Can learn to take care of themselves albeit with some supervision.As adults they  an undertake simple routine work.

· Severe MR:In preschool years their development is greatly slowed,eventually many can be trained to take care of themselves under close supervision.

· Profound MR:Few learn to care for themselves.some eventually achieve some simple speech and social behaviour.
Physical disorders among the MR

Sensory disorders:  defects in vision,hearing,learning.
Motor disabilities:  Spasticity,ataxia,athetosis

Epilepsy;  tends to improve with age.

Psychiatric disorders among MR

All varieties of psychiatric disorder

Schizophrenia,affective disorders,neurosis(conversion and dissociative  symptoms),personality disorders,organic psychiatric disorders(delirium,dementia),autism and overactivity syndromes,behaviour disorders e.g mannerisms,head banging and rocking,repeated self injurious behaviour,emotional lability e.g temper tantrums,undue dependency,sexul problems e.g unplanned pregnancy.
DIAGNOSIS

The DSM IV criteria as in the definition.
Majorly based on history and physical and psychiatric evaluation.

Investigations

Lab studies

· No laboratory and/or radiologic investigation is routine in MR. The examiner must determine the nature and extent of the laboratory investigation following a history and physical examination.

· DNA analysis and chromosomal studies

· Metabolic labs are ordered only as clinically indicated.

· Plasma amino acids (aminoacidopathies)

· Urinary mucopolysaccharides and oligosaccharides (mucopolysaccharidoses)

· Thyroid function tests 

Imaging Studies: 
· Brain MRI

· Brain imaging should be conducted in any child with developmental delay and abnormal findings on neurologic examination, including abnormalities of head size and/or facial dysmorphisms.

· Brain MRI generally is preferred over CT scan, because the former has greater resolution and enhanced detection of abnormalities in the progression and timing of myelination, demyelination, and heterotopic gray matter.

· Head CT scan: This is the preferred imaging study for calcifications that may be identified with TORCH infections (ie, toxoplasmosis, other infections, rubella, CMV, herpes simplex), when tuberous sclerosis is suspected, or if craniosynostosis is a concern.

· Skeletal films: These assist with the phenotypic description, syndrome characterization, and assessment of growth.

Other Tests: 
· Detailed psychological assessment is necessary to confirm the diagnosis of MR. Some of the most commonly used psychological tests in children include the following:

· Bayley Scales of Infant Development 

· Normalized for ages 2-30 months 

· Subtest scores for receptive and expressive language, nonverbal problem-solving ability, and sustained attention

· Stanford-Binet Intelligence Scale 

· Normalized for ages 2 years to 23 years 

· Fifteen subtests for assessment of 4 key areas of cognitive proficiency: verbal reasoning, abstract/visual reasoning, quantitative memory, and short-term memory

· Wechsler Preschool and Primary Scale of Intelligence-Revised (WPPSI-R) 

· Normalized for ages 3 years to 7.25 years 

· Twelve subtests for assessment of verbal and nonverbal intelligence

· Wechsler Intelligence Scale for Children–III (WISC-III) 

· For ages 6 years to 16 years, 11 months 

· Verbal and nonverbal intelligence scores derived from 12 subtests

· Vineland Adaptive Behavior Scales 

· For neonates to adults 

· Measures ability to perform daily activities required for personal and social sufficiency; adaptive or functional behaviors rated by interviewing the child's guardian 

· Deficiencies in at least 2 areas of adaptive skills required to meet the MR diagnostic criteria

· Electrophysiologic studies

· EEG, if clinically warranted

· Auditory evoked potentials in the context of audiologic assessment

· Visual evoked potentials in cases of profound delay and suspected cortical blindness

TREATMENT

Medical Care: 
· The mainstay of treatment of MR is developing a comprehensive management plan for the condition. The complex habilitation plan for the individual requires input from care providers from multiple disciplines, including special educators, language therapists, behavioral therapists, occupational therapists, and community services that provide social support and respite care for families affected by MR.

· No treatments are available specifically for cognitive deficiency. 
Consultations: 
· Ophthalmology

· Genetic evaluation, testing, and counseling
· Medications, when prescribed, are targeted to specific comorbid psychiatric disease or behavioral disturbances.

· Psychostimulants -- The most common class of drugs prescribed in this population is the psychostimulants because of the coexistence of attention deficit with or without hyperactivity disorder (ADHD/ADD) in as many as 50%. The most widely used psychostimulants are methylphenidate and dextroamphetamine, which appear to enhance dopamine and norepinephrine activity in the CNS

· Antidepressants -- These agents may be used when ADHD is comorbid with depression.

· Alpha-adrenergic agonists -- These agents are used commonly to modulate hyperactivity, aggression, tics, and dyssomnias. 

· Neuroleptic drugs (antipsychotics) -- The neuroleptic drugs are the most frequently prescribed agents for aggression, self-injury, and hyperactivity in people with MR.
Prognosis
· In most cases ,the underlying intellectual impairment does not improve.

· The affected person’s level of adaptation can be positively influenced by an enriched and supportive environment.

· People with mild and moderate MR  have the most flexibility in adapting to various environmental conditions.
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