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Intellectual Disability (Intellectual Development Disorder)
__________________________________________________________

Chapter Summary: 

Intellectual disability is diagnosed when children have both subaverage intellectual functioning and deficits or impairments in their adaptive functioning (ability to perform daily activities). The DSM-5 categorizes different levels of intellectual disability according to degree of impairment and needed support. These categories include mild, moderate, severe, and profound. Approximately 1% of the population is estimated to have intellectual disability, with about 85% falling in the mild intellectual disability range. Boys and children of lower SES and minority groups are more likely to be diagnosed, which may reflect identification and referral biases. Some common difficulties experienced by children with intellectual disability include speech and language impairments (and especially expressive language problems for children with Down syndrome), deficits in social skills and social-cognitive ability, impulse control problems, anxiety problems, mood problems, ADHD-related symptoms, self-injurious behavior, and other physical and developmental disabilities. While many causes for intellectual disabilities have been discovered, the majority of cases cannot be explained, especially for mild cases. The two-group approach to intellectual disability highlights the etiological differences between organic causes (includes genetic and constitutional factors and neurobiological influences) and cultural-familial causes (includes situations such as family history, economic deprivation, and inadequate child care). Many cases of intellectual disability can be prevented through prenatal education and screening. Early intervention through intensive, child-focused activities can help reduce risk factors and promote healthy development. Other treatments include behavioral techniques (e.g., shaping, social skills training), cognitive-behavioral techniques (self-instructional training, metacognitive training), and family-oriented interventions.

Learning Objectives: 

1.
To describe how intelligence and intellectual disability has been viewed throughout past centuries

2.
To define general intellectual functioning and adaptive functioning in relation to intellectual disability 

3.
To explain criticisms and controversies related to the IQ score as a measure of intelligence

4.
To know the main features of DSM-5 diagnostic criteria for intellectual disability

5.
To consider categories of intellectual disability based on degree of severity and level of support needed

6.
To explain the developmental vs. difference controversy with regards to the developmental course of intellectual disability

7.
To describe common physical and developmental disabilities associated with intellectual disability

8. To contrast the organic group approach with the cultural-familial group approach as causes of intellectual disability

9. To describe how heredity, genetics, neurobiology, and social and psychological dimensions are influential factors in causing intellectual disability

10. To identify both environmental and individual characteristics that affect the psychological adjustment of intellectually disabled children

11.
To consider what is involved in successful interventions for children with intellectual disability 
Chapter Outline:

I. Intelligence and Intellectual Disability
A. The Eugenics Scare

1. Historically, those with intellectual disability were typically feared, ignored, and misunderstood

2. In the early 20th century, the eugenics movement led people to see individuals with intellectual disability as deviants and criminals, and wide-ranging attempts were made to identify and control them

3. By the mid-20th century, considerable progress was made toward understanding and assisting individuals with intellectual disability

B. Defining and Measuring Children’s Intelligence and Adaptive Behavior

1. General intellectual functioning is now defined by an intelligence quotient (IQ or equivalent), which is derived from a standardized assessment 

2. In addition to subaverage intellectual functioning, the definition of intellectual disability includes subaverage adaptive functioning (how effectively an individual copes with ordinary life demands and how capable he or she is of living independently and abiding by community standards)

C. The Controversial IQ

1. IQ is relatively stable over time, except when measured in young normally-developing infants; infants and children with lower IQ levels show stability over time

2. Despite its strong genetic component, mental ability is always modified by environment, especially in infancy through early childhood 

3. The Flynn Effect refers to the phenomenon that IQ scores have risen about three points per decade since IQ testing began; some reasons may include better nutrition, better schooling, and medical advances 

4. Concern has been expressed about whether IQ tests are biased or unfair toward African Americans, who typically score about 1 standard deviation below whites; economic and social inequality—not test bias or racial differences—is the simplest explanation for differences between blacks and whites 

II. Features of Intellectual Disabilities
A. Clinical Description

1. Three criteria must be met for a diagnosis of intellectual disability:

a. Deficits in intellectual functioning confirmed by clinical assessment and standardized intelligence testing

b. Deficits in adaptive functioning that result in failure to meet developmental and sociocultural standards for personal independence and social responsibility

c. Onset of deficits occurs during the developmental period

2. The definition and identification of intellectual disability depend somewhat on social institutions, like schools

B. Severity Levels

1. DSM-5 identifies four levels of severity for intellectual disability: mild, moderate, severe and profound

2. Mild Intellectual Disability

a. Applies to as many as 85% of persons with intellectual disability
b. Typically not identified until early elementary years, though they show small delays in development in the preschool years

c. With appropriate supports, can usually live successfully in the community

3. Moderate Intellectual Disability

a. Applies to about 10% of persons with intellectual disability

b. Usually identified during preschool years

c. Applies to many people with Down syndrome

d. By adulthood, majority can adapt well to living in a community and can perform some work

4. Severe Intellectual Disability
a. Applies to about 4% of persons with intellectual disability

b. Often associated with organic causes

c. Usually identified at a very young age

d. Most require special assistance throughout their lives 

5. Profound Intellectual Disability
a. Usually identified in infancy

b. Almost always associated with organic causes, and often co-occurs with severe medical conditions

c. Most require lifelong care and assistance

6. DSM-5 does away with the term “mental retardation” and with specific IQ cutoffs for diagnosis
7. Emphasis is placed on the interaction between the person and the environment in determining his or her level of functioning

C. Prevalence

1. Occurs in about 1% of the population
2. Males outnumber females with mild intellectual disability, however, may be due to identification and referral patterns

3. More prevalent among children of lower SES and those from minority groups, particularly for mild intellectual disability (differences likely due to economic disadvantages and discrimination)
III. Developmental Course and Adult Outcomes
· Developmental vs. Difference Controversy

· Developmental viewpoint consists of two hypotheses:

· Similar sequence hypothesis – all children pass through stages of development in an identical order

· Similar structure hypothesis – children with intellectual disability demonstrate many of the same behaviors and underlying processes as normally developing children who are at the same level of cognitive functioning

· Difference viewpoint – cognitive development of children with intellectual disability is qualitatively different from that of children without intellectual disability

· The developmental position is supported for children with familial intellectual disability

Motivation 
1. Often children with intellectual disability experience helplessness and frustration in their learning environments, which leads to low expectations and limited success

Changes in Abilities

1.
With appropriate training and opportunities, children who have mild intellectual disability may develop good adaptive skills in other domains 

2.
Slowing and stability hypothesis: refers to the alternation between periods of gain and functioning, and periods of little or no advance, as displayed in children with Down syndrome

Language and Social Behavior

1. Expressive language development may be weak in children with Down syndrome

2. May show fewer signals of distress or desire for contact with caregivers, which may interfere with the development of secure attachment since caregivers are less likely to pick them up
3. Self-recognition is often delayed, but is positive

4. As toddlers and preschoolers, children with Down syndrome show evidence of delayed and aberrant functioning in internal state language, which provides a foundation for self-other understanding

5. Due to deficits in social skills and social-cognitive ability, children with intellectual disability may end up socially isolated from their peers

Emotional and Behavioral Problems

1. Emotional and behavioral disturbances in those with intellectual disability is about four times greater than the general population

2. Impulse control problems, anxiety problems, and mood problems are common, and are considered to be part of the spectrum of problems coexisting with intellectual disability, rather than indicators of mental disorder

3. Experience internalizing problems in adolescence like normally developing peers; ADHD-related symptoms are also commonly reported 

4. Pica and self-injurious behavior are also associated with intellectual disability

Other Physical and Health Disabilities


1. May have other physical and developmental disabilities that can affect health and development in pervasive ways, such as sensory impairments, cerebral palsy, and epilepsy

2. Chance of other disability increases as the degree of intellectual impairment increases

IV. Causes

· The two-group approach to intellectual disability emphasizes the important etiological differences between organic and cultural-familial causes

· Organic Intellectual disability 

· Causes include genetic and constitutional factors, such as chromosome abnormalities, single gene conditions, and neurobiological influences

· Usually associated with severe and profound intellectual disability

· Cultural-Familial Intellectual disability

· No clear organic cause; possible family history of intellectual disability

· Suspected causes include economic deprivation, inadequate child care, poor nutrition, parental psychopathology

· Usually associated with mild intellectual disability

A. Inheritance and the Role of the Environment

1. Heritability of intelligence is about 50% - both genetic and nongenetic factors play important roles 

2. Major environmental variations can affect cognitive performance in children from disadvantaged backgrounds

3. Prenatal influences may be misconstrued as genetic when in fact they are environmental

B. Genetic and Constitutional Factors

1. Chromosomal abnormalities are the most common cause of severe intellectual disability 

2. Down syndrome results from an additional 21st chromosome (referred to as trisomy 21), which is often a consequence of nondisjunction during meiosis; intellectual disability may be due to genes having localized affect on brain development

3. Fragile-X syndrome is the most common cause of inherited intellectual disability, and is associated with the FMR-1 gene, which is located on the X chromosome; may show autism-like behaviors

4. Prader-Willi syndrome and Angelman syndrome are both associated with an abnormality of chromosome 15, and are believed to be spontaneous genetic birth defects that occur at or near the time of conception

5. Single-Gene Conditions- syndromes affecting intellectual functioning caused by inborn errors of metabolism that cause excesses or shortages of certain chemicals necessary during particular stages of development; phenylketonuria (PKU) is an example of a such a condition

C. Neurobiological Influences

1. Fetal and infant development can be affected by adverse biological conditions, such as malnutrition, exposure to toxic substances, and prenatal and perinatal stressors

2. Infections, traumas, and accidental poisonings during infancy and childhood can also lead to intellectual disability

3. Prenatal alcohol exposure can lead to a Fetal Alcohol Spectrum Disorder (FASD)

4. Fetal alcohol syndrome (the most extreme form of FASD) usually results in mild intellectual disability, ADHD-like symptoms, Central Nervous System (CNS) dysfunction, facial abnormalities, and growth retardation

D. Social and Psychological Dimensions

1. Association between social and psychological factors and intellectual disability is diverse and not well-understood

2. Deprived physical and emotional care and social stimulation appears to be associated with some cases

3. Families of children with intellectual disability contribute to the child’s healthy development, or alternatively, to his or her decline

4. Use of social supports and community resources is helpful for parents in adapting successfully to a child with special needs

5. Early cognitive development is a strong predictor of developmental progress and self-sufficiency among children with intellectual disability
V. Prevention, Education, and Treatment
· The child’s overall adjustment is a function of parental participation, family resources, and social supports, combined with his or her level of intellectual functioning, basic temperament, and other specific deficits; treatment involves a multi-component, integrated strategy that considers children’s needs within the context of their individual development, family and institutional setting, and community 

A. Prenatal Education and Screening

1. Many debilitating forms of intellectual disability, such as those related to fetal alcohol syndrome, lead poisoning, or rubella, can be easily prevented if proper prenatal precautions are taken

2. Prenatal programs provide parents with information about fetal development and stresses of childbirth and postnatal adjustment; services should be culturally diverse and culturally sensitive 

3. Prenatal genetic screening may be used to determine whether a fetus has some genetic abnormality that would lead to a seriously handicapping condition

B. Psychosocial Treatments

1. One of the most promising methods for enhancing intellectual and social skills is through early intervention; involves caregivers and other adults in intensive, child-focused activities from an early point in time

2. Optimal timing for intervention appears to be during the preschool years, and lasting benefits depend on the stability and continuation of environmental changes that foster healthy child development

3. Behavioral techniques include shaping to teach language skills, modeling and graduated guidance to teach adaptive behavior skills, and social skills training

4. Cognitive-behavioral techniques include self-instructional training for children with some language proficiency, and metacognitive training to improve memory and learning

5. Family-oriented interventions help families to cope with the demands of raising a child with intellectual disability; includes problem-focused behavior therapies for parents

6. Some children with intellectual disability may benefit from residential care; the inclusion movement calls for integration of individuals with disabilities into regular classroom settings

Key Terms and Concepts:

adaptive functioning

Angelman syndrome
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genotype
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inclusion movement

mild intellectual disability

moderate intellectual disability
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residential care

self-injurious behavior (SIB)

self-instructional training

severe intellectual disability

Questions and Issues for Discussion:

1.
As advances are made in the Genome Project and in genetic screening, we will soon be able to tell a lot about unborn children. Discuss the ethical and political implications that this knowledge carries. (Two articles available on InfoTrac that discuss some of the ethical concerns are Hemminki, E., Santalahti, P., & Louhiala, P. (1997). Ethical Conflicts in Regulating the Start of Life. Biology and Medicine, 40, p. 586, and Stoller, D. (1997). Prenatal Genetic Screening: The Enigma of Selective Abortion. Journal of Law and Health, 12, 121-140.)

2.
Have students read up on The Bell Curve, by Hernnstein and Murray (The Bell Curve page at http://www.intelltheory.com/bellcurve.shtml offers a good outline and academic criticisms of the book). Discuss the political implications of its assertions.

3.
Should alcohol abuse during pregnancy be considered a form of child maltreatment? In that there is no known safe amount of alcohol consumption during pregnancy should women who are pregnant or who are planning to become pregnant abstain from alcohol altogether? Is this a realistic expectation? Could such an expectation be enforced? (For an article on this issue, see West, J. R. (2001).Drinking patterns and alcohol-related birth defects. Alcohol Research & Health. (also available on InfoTrac)).
4.
All too often, the strengths of individuals with intellectual disability are overlooked. Have a group of students do some research on some of the accomplishments that have been made by individuals with intellectual disability. (The Special Olympics may serve as a good starting point.) 

5.
One issue to be considered when treating individuals with intellectual disability is their ability to give informed consent. Should an individual with intellectual disability be subjected to treatment without their expressed consent? 

6.
How do socio-economic factors impact IQ test results? What are the implications? (For an article on this issue, see Weiss, R. (2003). Class status linked to determining of IQ. University Wire.)
7.
Recent studies have focused on “adolescent alienation”. What is “adolescent alienation”, and why does it particularly affect adolescents with intellectual disabilities? Do you feel this is a serious issue? What can be done to prevent it? (For an article on this issue, see Chamberlain, S. P. (2003). Monica R. Brown, Tony D. Bright, and Jose “Pete” Montoya: Perspectives on adolescent alienation. Intervention in School & Clinic. (also available on InfoTrac)).
8.
How can early intervention help prevent, or minimize intellectual disability in children? How can this benefit society? (For an article on this issue, see Nimmo, M. (2001). Virginia watches as children pour into the mental health system. The Virginian Pilot.)
9.
Discuss your views on using genetic prenatal screening as a deciding factor in terminating pregnancy, especially given recent social trends such as the decrease in funding for mental health programs and the rise in the incidence of family members caring for intellectually disabled children. (For an article on this issue, see Mont, D. (2002). All in the family; As their parents age or die, more people are assuming responsibility for the care of siblings with severe mental and developmental disabilities. The Washington Post).
