
PSYCHIATRIC ASSESSMENT AND DIAGNOSTICS

IN CHILDREN WITH SEVERE MBNTAL
RETARDATION

Despite of recent favourable developments in the field of psychiatric diagnostic among the persons with men-
tal retardation, the diagnostic in children with severe mental retardation remains a precarious issue. Descrip-
tive phenomenological method like DSM lV, does not satisfy and the investigators in this field are looking for
new approaches. The developmental psychiatric approach is focusing on the specific developmental aspects in
these children, in addition to their biopsychological characteristics. In the assessment the symptoms of the
disorder are placed within a broad context of the total child's existence and its developmental process. The
diagnostician attempts to discover the onset mechanisms of the disorders as well as the basic psycho-social
needs of the child.
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INTRODUCTION

T h" developmental approach to the
I phenomenon of mental retardation

came into being in the late 1950's (Zigler
1967, 1969). The theorists were of the
opinion that although retarded children
have a slower rate and a lower final level of
development, they follow similar universal
sequences of development and perform on
cognitive tasks identically with non-retarded
children of the same mental age.

Later, investigators found, however, that
different aspects of development, like
motoric functioning, cognition, social
development etc., may be divergent for
those suffering from certain types of mental
retardation like Down's syndrome and
Fragile X (McCall 1981, Miller 1986, Dykens
et al. 1989). The social aspects of mentally
retarded children appear to be influenced
by the environment to a greater extent than
the cognitive aspects (Bregman and Hodapp
1991). These findings suggest that mentally
retarded children may show discrepancies
across different aspects of their psychosocial
development.

Spurred on by the "Normalization"
movement in the 1970's professionals caring
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for the mentally retarded paid more and
more attention to the behavioral disorders
that occurred frequently among these
individuals. Psychiatric disorders were often
found within a background of behavioral
difficulties (Menolascino 1970, 1977, Szy-
manski 1977). However, the diagnosis and
classification of these disorders by means of
the existing psychiatric diagnostic and
classification systems was difficult (Szy-
manski and Tanguay 1980, Sovner 1986). lt
became obvious that the phenomenological
descriptive approach used in ICD and DSM
systems could not be applied at all levels of
mental retardation (Bouras and Drummond
1992, Ballinger et al. 1991).

These systems could be used forthe mildly
and partially for the moderately mentally
retarded, but at the lower levels, they were
dissatisfactory (Szymanski 1988, Hucker et al.
1979,Sovner and Hurley 1985).
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Developmental psychiatric
approach
Menolascino (1970, 1977) was one of the
pioneers in this field, searching for other
ways of viewing the psychic problems of
these individuals. He utilized Piaget's
developmental framework as point of
departure for explaining some similarities
between psychotic children and severely
mentally retarded ones. He concluded that
the appearance of the clinical subgroups
present among the psychotic children was a
function of the age and stage of develo-
pment of the child at the onset of psychosis,
of the underlying constitutional endowment
and of the nature of the interpersonal
environment. In addition to the importance
of cognitive development he pointed out the
problems of the socio-emotional develo-
pment of mentally retarded children. ln his
opinion, these problems could lead to a wide
range of psychiatric disorders in childhood
as well as during adulthood.

During the decades to follow, the develo-
pmental approach and its different modifi-
cations in the psychiatric diagnostics of the
mentally retarded have been applied by
different authors in different countries.

ln the Netherlands, the so-called develo-
pmental-dynamic approach (Doien 1983,
1989, 1990) has been applied in the diagnosis
and treatment of behavioral and psychiatric
disorders among the mentally retarded. The
suffix "dynamic" is used here to accentuate
the dynamics of biological, psychoemotional
and environmental factors in interaction with
developmental forces. Biopsychosocial ele-
ments are placed within the developmental
framework of a mentally retarded individual
and within this realm the practician attempts
to recognize the basic psychosocial needs,
abilities and disabilities of the person.
lnteractions with the surroundings and the
person's real life problems are the focus of this
approach. Accordi ng to these characteristics,
this approach is actually a developmental
psychiatric approach (see also Rutter 1980),
somewhat adapted to the mentally retarded
population.

On the base of theories of Piaget (1953),
Luria (1973), Erikson (1959), Bowlby (1971)
and Mahler (1975) we developed for
diagnostical purpose a scheme of a normal
socio-emotional development during the
first three years of life (table 1). Striking
behavioral traits of children with mental
retardation were systematically compared
with the schematized socio-emotional
aspects of normal development and it was
discovered that vervous traits of children on
particular developmental levels correspond
with the traits of children with normal
development on the corresponding chrono-
logical age. Gradually on particular aspects
of behavior were discovered as being rather
stable across different developmental stages
(table 2). Taking these aspects within
different developmental phases into acco-
unt, an attempt was made to develop a
checklist for appraisal of emotional develo-
pment in children with mental retardation.

From the clinical examination and also
using the checklist for emotional develo-
pment, we found that in approximately 1/3
of referred children, the emotional develop-
ment was on a lower level than the cognitive
level. We spoke in these cases of an airest in
emotional development.

In children with an arrest in emotional
development we distinguished three groups
of children: those with an arrest in the first,
with arrest in the second and in the third
phase.

In the cases in which there was an arrest
in emotional development in the first phase
(0 - S months), the most striking problems
were those of an inadequate integration of
sensoric stimuli, difficulties in adapting to
changes in the environment and problems
with appropriate interactions with the
caretaker. We called this disturbance contact
disorder (Do5en 1983, 1990). These children
were mostly preoccupied with creating and
receiving isolated stimuli by means of
putting their fingers in their ears, by smelling
objects, by making stereotypic movements,
etc.. Sometimes this activity could be so
extreme that the child would injure itself.
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These children would react to more complex
or more intensive stimuli with irritation,
frustration and aggressive or autoaggressive
behavior. Given the same circumstances,
other children with contact disorder would
react with passivity or apathy. A changed
environment or changes within the environ-
ment could make these children anxious or
cause an outburst of rage. In addition, a
resistance to or indifference towards bodily
contact was striking among these children.
They could not make eye contact and were
not interested in communicating with the
caretakers. This behavioral pattern was
found among children at a profound level
of retardation as well as among children at
higher cognitive levels showing autistic
features. A similar behavior was found in
children who apparently were inadequately
stimulated in their social development.
These features were also noticeable among
some children with psychotic conditions. The
striking traits exhibited bythese children are
summarized in Table 3. In DSM-terms one
may speak of 5lB or Pervasive Developmental
Disorder among these children.

Children whose arrest in emotional
development occurred during the second
phase ( 6- 18 months), display a number of
features which prompted us to apply the
term atypical psychosis. In certain children,
a behavioral pattern similar to the one
described by Mahler (1958) as being a
symbiotic psychosis was noticed. These
children sought bodily contact with the
caretaker and protested at separation. Even
during bodily contact they could be aggress-
ive toward the caretaker. Usually they were
restless, chaotic and disrruptive. In other
children, an apathetic state with interm-
ittent rage outbursts was predominant (see
Table 4).

This behavior occurred among profoundly
mentally retarded children, children with
pervasive developmental disorders and
children whose environmental circum-
stances did not correspond to their needs.
In DSM terms, with some adaptation, the
categories of Reactive Attachment Disorder

or Seperation Anxiety Disorder may be used
in these children.

Children with an arrest in the third phase
(18 - 36 months) were in constantly seeking
of interaction with the caretaker. They did
not however, desire bodily contact but
rather communication at a distance. They
preferred to communicate via materials or
by means of their hyperactive motorics. The
behavioral patterns of these children were
directed to constantly attracting the attenti-
on of the caretakers. The challenging
negativistic and destructive features of this
behavior were striking. We called this
condition negative and destructive behavior
and were of the opinion that it was a
consequence of an uncompleted separation
- individuation stage (Dosen 1983, 1990). The
child fights for its own autonomy but, at the
same time, in all its actions, needs the
caretaker. In psychodynamic terms one may
speak here of a non-internalized emotional
security basis. The security experienced by
these children is dependent upon their
caretakers and as such, remains external. The
symptoms of behavioral disturbances found
among these children are summarized in
Table 5. This behavior was often found
among children at moderate and severe
levels of retardation and also among those
inadequately stimulated by the surround-
ings. Diagnostically we spoke of Negative-
Destructive Behavior while in DSM-terms
one may use the category of Opositional
Defiant Disorder.

Psychiatric diagnoses we could establish
for children with an arrested emotional
development are summarized in Table G.

From this table it is clear that with an
increase in the level of emotional develo-
pment, the diagnoses became more differe-
ntiated.
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EMOTIONAL DEVELOPMENT AND
PSYCH IATRIC DIAGNOSTIC

The use of developmental phases in our
approach elicits explanation. Recent investi-
gators in developmental psychology make
invariant sequences of development question-
able (Bronfenbrenner et al. 1986). Instead,
development is seen as being a continuum in
which higher levels incorporate all aspects of
development at lower levels (Achenbach
1 990). Despite si g n if icant theoretica I d ifferen-
ces, all scientists agree that during its
development an infant goesthrough massive
developmental changes at particular momenB
in time and at particular developmental levels.
The purpose of the model of socioemotional
developmentwe used wasserved notso much
to delineate the stages at a particular age, but
rather to accentuate the significant qualitative
changes occurring in the course of develop-
ment as well as to stress the differences in
groMh in various developmental dimensions.
ln practice, however, the diagnostician should
have a certain elasticity, giving priority not to
the assessment scales but to the clinical picture
of the child. The result on the scale may serve
to give direction to diagnostic thinking and
as a support of clinical findings. In this context,
the appraisal of emotional development may
be seen as just one component of a broader
developmental-dynam ic and developmenta I

psychiatric approach.
It is striking how relatively little attention

has been paid by investigators, to this
developmental dimension so far. lt is also
remarkable that diagnosticians do not
hesitate to establish a diagnosis of emotional
disorder in a retarded person, while they
usually do not think about what the normal
emotional state of a person with a similar
type of mental retardation is.

The lack of knowledge of the emotional
development of mentally retarded persons
is a problem encountered not only among
psychiatrists. Currently developmental
psychologists functioning within the context
of a traditional Piagetian developmental
theoretical approach, are also faced within
the question of how to understand the

qualitative and quantitative differences
found when studying the development of
various psychosocial aspects of particular
types of mental retardation. There are
reports in which it is postulated that various
patterns of social development may be as
directly related to the etiology of the
handicap as to the on environmental
circumstances (Chichetti and Ganiban 1990,
Dykens et al. 1992). Also, discrepancies in
performances have been found across
different developmental dimensions (e.9.
cognitive, social, adaptive, etc.) suggesting
that the Piagetian concept of the homo-
geneity of developmental dimensions across
different stages in questionable (Bregman
and Hodapp 1991).

However, so far there have been very few
investigations which have been directed
towards the consequences of different rates
of particular developmental aspects for the
totality of psychosocial development and
particularly for emotional development. In
clinical practice it has often been remarked
that when a particular function does not
occur on time, this may cause a rarge of
disturbances in a child's functioning later on.
For example, when there is a lag in speech
development at a certain time, various
problems in psychosocial life may occur, but
not at the moment expected, i.e. at the onset
of speech, but later on in development.
These problems may remain persistent even
in cases in which speech development
becomes normal at a later age. In our practice
we have also often seen problems of social
interactions among some children who began
to walk before they reached the level of
socioemotional development necessary - e.g.
a secure attachment (DoSen 1990).

It is our experience that this irregularity
in the course of development may often
have an impact on the child's emotional
development. Since the emotional develop-
ment was often at a level lower than the
cognitive, we consider emotional develo-
pment to be more vulnerable to different
internal and external factors than cognitive
development is.
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ln addition to questions concerning
quantitative differences, a question may be
posed with regard to qualitative differences
in the emotional development of individuals
with different types of mental retardation
as well as the comparative differences
between retarded and non-retarded per-
sons. For example, those suffering from the
Fragile X syndrome often exhibit an autistic-
like social impairment. Some investigators
have discovered however that this social
impairment is not actually a social indi-
fference (like with autistic children) but
rather a social anxiety (Dykens and Leckman
1eso).

For an appropriate clinical diagnosis, a
diagnostician, in our opinion, must be
oriented towards the emotional develo-
pment expected of a child at a particular
cognitive level while keeping in mind not
only quantitative but also qualitative
characteristics. Disturbances in emotional
development should be investigated before
searching for symptoms of psychopathology.
ln day-to-day practice however, the opposite
situation is the reality. Practitioners are
engaged in searching for specific symptoms
in order to be able to establish the diagnosis
usually applied to the non-retarded popu-
lation.

From the above, it may be clear that we
consider the examination of emotional
development to be one of the basic assessm-
ent components of the psychiatric dia-
gnostics of mentally retarded individuals. By
establishing the emotional developmental
level in addition to other developmental
dimensions, the diagnostician has the
opportunity to distinguish between what
may be expected to be " a normal" behav-
ioral pattern at that level and reaction
features which may be a response to
changed and stressful events.

Integrative diagnosis
In practice the question of how to integrate
the assessment results of different disciplines
into a psychiatric diagnosis is a very im-
portant one. By the implementation of the
dimension of emotional development into
diagnostic thinking, one may be placed in a
position in which he may better be able to
understand not only the person's problems
but also the person's needs. Discovering the
person's needs may be of great importance
to the treatment (Do5en 1993).

In order to implement various aspects into
a diagnoses, as well as in order to better
understand the problems and the needs of
a child we developed an integrative diagno-
sis.

The integrative diagnosis consists of the
following parts:
1. Desciptive diagnosis of actual psycho-

pathology. The diagnosis may be expre-
ssed in the existing DSM or ICD termino-
logy. In cases in which this terminology is
not adequate, the diagnostician may use
a developmental psychiatry diagnoses.

2. Pathological mechanisms and dynamics.
Pathological mechanisms should be
discribed so that the dynamics of actual
behavior and the factors maintaining the
behavior are identified. The treatment
approach may be strongly influenced by
discovery what the onset mechanisms and
the dynamics of the problems are.

3. Biological, psychological and social
aspects. Different aspects that play a role
in the total disturbance should be high-
lighted in order to delineate the appro-
priate treatment, prognosis and plan of
prevention.

4. Therapy goals and starting point. Treat-
ment should be based on solid diagnostic
ground. A diagnosis by means of which
treatment possiblities do not come to
light has no clinical relevance. The
multiplicity of the diagnostic facets of an
integrative diagnosis create possibilities
combined treatment approaches.
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Tabla I. A model of socioemotional development

l

2.

:

0-6 months: Adaptation phase
integration of sensory stimuli
integration of structures of place, time
and people.
6-18 months: Socialization phase
bonding
creation of a secure base.
18-36 months: lndividuation phase
separation
individuation
unique personal ity development.

Table 4. Symptoms found in persons with an arrest in
development at the level 6--18 months

Symptoms

1. Active or passive resistance to bodily
contact

2. Withdrawal
3. Passivity
4. Stereotypy
5. Lack of interest in material objects
6. Tantrums by change in surroundings
7. Hyperirritability for sensory stimuli
8. Self-injurous behavior
9. Aggresive outbursts
10. Selfstimulation
11. Preference to small room (space)

Table 5. Symptoms found in persons with arrest in emotional
development at level 18-36 months.

1. Rituals
2. Fast switching mood
3. Constant attempts to attract attention
4. Restlessness and hyperactivity
5. Obstinacy and negativism
6. Delay in language development
7. Lack of bowel and bladder control
8. Lack of social interest in peers
9. lrritable, tending to destuctiblility and

aggressivity.

Table 2. Items of emotional development

1. How the child deals with its own body
2. Interaction with the caregivers
3. Interaction with peers
4. Handling with material objects
5. Affect differentiation
6. Verbal communication
7. Anxiety
8. Object permanecy
9. Experience of self
10. Agression regulation

Table 5. Symptomsfound in persons with an arrest in
development at the level I8--36 months

1. Self-injurious behaviour
2. Aggresive outbursts
3. Selfstimulation
4. Preference to small room (space)
5. Destruction of material object
5. Anxiety from strange people
7. Compulsive handling of material
8. Rituals
9. Fast switching mood
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Table 6. Diagnoses establishes at dilferent levels of emo-
tional development

1. Diagnoses at the level 0-6 months
- self injurious behavior
- atypical psychotic states
- organic mood disorders
- pervasive developmental disorder
- autistic disorder
2. Diagnoses at the
- avoidant disorder
- separation anxiety disorder
- conduct disorder - aggresive type
- atypical psychotic states
- pervasive developmental disorder
- organic mood disorders
3. Diagnoses at the level 18-36 months
- oppositional defiant disorder

antisocial behavior
psychotic disorders

- atypical mood disorders
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