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dentifying Depression

in Students with Mental Retardation

he belief that people with mental
Tretardation are always happy, care-
free, and content is a misconcep-
tion. In reality, students with mental
retardation are at risk for the same types
of psychological disorders as are students
without cognitive deficits (Crews,
Bonaventura, & Rowe, 1994; Johnson,
Handen, Lubetsky, & Sacco, 1995; Sovner
& Hurley, 1983).
Many researchers have actually found
a higher rate of depressive disorders in
people with mental retardation (e.g.,
Borthwick-Duffy & Eyman, 1990; Meno-
lascino, 1990; Reiss, 1990). Teachers
should be aware of this increased risk for
depression so that they can appropriately
refer their students for diagnosis and
treatment. In this article, we present sug-
gestions for detecting and treating child-
hood depression.

Prevalence and Symptoms of
Depression

Although little research has investigated
the precise prevalence of depression in
children with mental retardation, special
education teachers will likely encounter
students with depression. Several studies
have suggested that these children exhibit
symptoms of sadness, loneliness, and
worry at a much higher rate than do their
peers without disabilities (e.g., Matson &
Frame, 1986; Reiss, 1985). These studies
estimated that as many as 10% of chil-
dren with mental retardation suffer from
depression, in contrast to the lower preva-
lence rate of 1%-5% in children without
mental retardation (Cantwell, 1990).
Clinical depression is usually deter-
mined by a psychologist or psychiatrist,
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who uses the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edi-
rion (DSM-IV; American Psychiatric As-
sociation, 1994) to make the diagnosis.
To be formally diagnosed as “depressed,”
a child must experience five different clin-
ical signs of depression over a 2-week pe-
riod. The primary symptom is that the
student exhibits either an overall de-
pressed mood or a loss of interest in daily
activities (also called anhedonia). Some
students may express this depressed
mood in the form of persistent irritability,
rather than by sadness or withdrawal.
The remaining four symptoms are ex-
pressed as changes in a student’s usual
functioning. These changes may be ex-

Figure 1. Signs of Major Depression

typical level of functioning:

* Sleeping problems.
* Fatigue or energy loss.

* Loss of concentration.
* Thoughts of death.

Look for five or more of these symptoms in the sume 2-week period.
These symptoms should represent a change from the person’s previous

* Depressed or irrituble mood most of the day, nearly every day.
e Decreased interest in pleasurable activities.
e Significant weight loss or weight gain.

e Activity level has increased or decreased.

* Feelings of worthlessness or guilt.

ington, DC: Author.

Source: Adapted from the Diagnostic and Statistical Manval of Mental Dis-
orders-Fourth Edition, by the American Psychiatric Association, 1994, Wash-

pressed as either an increase or decrease
in any of the following areas: (a) appetite
or weight; (b) sleep habits; (c) activity
level; (d) energy level; (e) feelings of
worthlessness or guilt; (f) difficulty think-
ing, concentrating, or making decisions;
or (g) recurrent thoughts of death or sui-
cidal ideations, plans, or attempts (see
Figure 1).

Causes of Depression

Students may experience depression as a
result of a negative life event, such as the
loss of a parent, stresses at home, or ad-
justment to a new environment. This type
of reactive depression is normal and is
not a cause for concern unless the de-
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pressive symptoms linger and signifi-
cantly interfere with a student’s typical
level of functioning. In other cases, there
may not be a clear precursor for the de-
pression, yet the student consistently is in
a depressed mood. It is when this mood
persists over a 2-week period that a
teacher should observe the child for other
signs of depression.

Students with mild mental retardation
seem to be at risk for depression because
they often can perceive that their peers
without disabilities are able to accom-
plish tasks that they themselves cannot
(Eaton & Menolascino, 1982). They may
also be aware, via negative peer experi-
ences, that they are different and viewed
negatively by society. These observations
can then lead to a higher risk for depres-
sion and low self-esteem. Conversely,
people with severe mental retardation are
not as likely to be diagnosed with de-
pression as those with mild retardation,
but this may be because of their limited
ability to verbally express feelings of sad-
ness or hopelessness, rather than an ac-
tual decreased risk for depression
(Charlot, Doucette, & Mezzacappa, 1993;
Pawlarcyzk & Beckwith, 1987). As a re-
sult, depression may be easily overlooked
in people with severe mental retardation.

Difficuity of Detection and
Diagnosis in Students with
Mental Retardation

Teachers, parents, and direct care work-
ers are usually the first to notice that a
child with mental retardation is having a
problem; however, they often find it hard
to determine if the problem is behavioral
or emotional (Borthwick-Duffy, 1994).
Often, diagnosticians and psychologists
tend to attribute symptoms of depression
to a student’s limited cognitive function-
ing, rather than to the depression that the
student is experiencing. This underdiag-
nosis of depression is called diagnostic
overshadowing, in that the depression is
deemphasized because the student addi-
tionally is labeled as mentally retarded
(Crews et al., 1994; White et al., 1995).

The lack of understanding that most
psychologists have about students with
mental retardation usually results from
the lack of exposure that psychologists
have had with this population. Phelps
and Hammer estimated that fewer than

One method for treating depression is to deveiop nonverbal means for student

expression like music, dance, or art.

25% of professionals in the area of psy-
chology receive information about men-
tal retardation in their graduate programs
(as cited by Nezu, 1994). As a result, the
teacher’s input to the psychologist about
a student’s emotional well-being is ex-
tremely important.

The classroom teacher continually
monitors the cognitive, social, and emo-
tional well-being of students. Although
many students with mild mental retar-
dation can verbalize their feelings of de-
pression, those with more severe
limitations tend to express their depres-
sion primarily through changes in their
behavior. The teacher can help detect
these changes in students’ behavior by
being sensitive to variations in their over-
all mood or activity level. Teachers can
help identify when a student’s behavior
has changed in its frequency, intensity,
or duration.

For example, some students with men-
tal retardation who are experiencing de-
pression become more aggressive (Reiss
& Rojahn, 1993). In these cases, the
teacher can give valuable input about
how typical the aggressive behavior is
and when the behavior first was exhibited
by the student. Such input can offset the
previously mentioned “overshadowing”
in correctly diagnosing depression in stu-
dents with mental retardation.

Detecting Symptoms in the
Classroom

Behavioral Markers

[t is most common for a person who is
depressed to exhibit an overall mood of
sadness. Children with mental retarda-
tion, however, may express their sadness
through withdrawing and decreasing
their social interactions with their peers.
Alternatively, they may change the way
in which they interact with their peers,
becoming irritable or even aggressive to-
ward them. Also, teachers should pay at-
tention when students exhibit new,
inappropriate behavior, such as non-
compliance or distractibility. In some
cases, students may even begin to express
their depression through self-injurious be-
havior. Although behavioral markers such
as these may stand out, they may also be
quite subtle: A depressed student may
simply not seem to take pleasure in ac-
tivities that he or she previously enjoyed.

As many as 10% of children
with mental retardation suffer
from depression, in contrast to

the lower prevalence rate of
1%-5% in children without
mental retardation.
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Physical Markers

People with depression usually experi-
ence changes in their vegetative func-
tioning, or eating and sleeping patterns.
Students with mental retardation may
also exhibit these signs. Teachers should
be aware of changes in overall activity
level (either a decrease or an increase} in
their students. A student who usually is
calm and methodical may show signs of
hyperactivity, whereas a student who
usually maintains a high level of activity
may become withdrawn and slow to re-
spond to stimuli. Changes in weight or
interest in food can also be markers of
depression. Again, the teacher should
look for changes in usual student pat-
terns: the formerly thin student who puts
on a substantial amount of weight
quickly or the voracious eater who sud-
denly has no appetite.

Sleep behavior can also be a sign of
depression, either increased sleeping or
a decrease in the hours the student
sleeps. A common occurrence for some-
one who is depressed is to have little dif-
ficulty going to sleep but then awaken in
the early morning. Teachers should be
aware that sleepy or lethargic students
may be suffering from these sleep dis-
turbances during the night.

Treaiment of Depression in
Children with Mental
Retardation

The Individuals with Disabilities Educa-
tion Act (IDEA) not only ensures the right
to free and appropriate educational ser-
vices, but also to related services, such
as psychological assessment and coun-
seling. Many times the school district has
programs or staff that can help a student
diagnosed as depressed. Once the student
has been assessed, the teacher can work
closely with the school psychologist or
counselor to provide supportive therapy
for the student.

Students with mild mental
retardation seem to be at risk for
depression because they often can

perceive that their peers without
disabilities are able to accomplish
tasks that they themselves cannot.
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The teacher can also discuss with the
family any additional support needs that
they might have as these needs may con-
tribute to the stress that the student is ex-
periencing. Loss of employment, death
of a family member, or economic hard-
ships can all affect the student’s level of
depression. Teachers should be aware of
changes in their students” home envi-
ronments to help determine if a student
is depressed—as opposed to, for exam-
ple, simply being oppositional. These
support needs often occur across settings,
for example, at family outings or at recre-
ational activities (see Figure 2}.

Examining the settings in which a stu-
dent functions on a regular basis can help
pinpoint obstacles or difficulties that the
student is experiencing in these areas, for
example, appropriately talking to peers at
the community pool. Knowledge of these
difficulties thus can help the teacher tar-
get instructional objectives for the stu-
dent in the classroom, such as learning
social skills training.

Psychological Services

Psychological services in the mental
health community are limited for people
with mental retardation. One reason for
this may be the bureaucratic structure of
these services. Typically, services for peo-

Figure 2. Ideas for Treating Students’

Depression Across Life Settings

* Focus on problem-solving.
* Teach conflict resolution.
Resource Networking

Expression Opportunities

Relationship Opportunities
* Have pets in class.

* Develop the student’s communication skills.
* Try a social skills unit to develop interpersonal skills.

* Work with the family to find needed community resources.
* Start a parent support group in your school.
* Obtain literature from a mental health center about depression.

* Develop nonverbal means for student expression: music, dance, art.
* Role-play potentially stressful situations and appropriate solutions.
 Use films and stories to teach problem-solving.

* Have students write or draw to pen pals.

* Provide appropriate peer-group opportunities.

* Invite volunteers from the community to develop supportive friendships.
* Find group activities outside the school setting appropriate for the student.

ple with mental retardation and services
for people with mental health needs are
provided separately. This separation of
services often results in a quandary be-
tween agencies as to who should provide
services and, often, in a lack of services
for the person who is “dually diagnosed.”
The most popular forms of psycho-
logical services used for children without
cognitive limitations experiencing de-
pression may also be used with children
with mental retardation. The most pop-
ular forms of therapy for children with
depression are behavioral therapy, social
and adaptive skills training, psychother-
apy, and the use of psychiatric medica-
tions. These and additional treatment
modalities are listed in Figure 3.
Because children with mental retar-
dation are a heterogeneous group, the
mental health provider must make mod-
ifications in these approaches and tech-
niques. Rubin (1983) suggested that
providers should consider the following
characteristics of a child when providing
psychological services to a student with
mental retardation:
* Intellectual aptitude.
* Capacity for relationships.
* Neurological functioning.
¢ Communication skills.
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In addition, the mental health provider
should always be apprised of the stu-
dent's current medication intake and
medical history.

Final Thoughts

Intellectual functioning does not seem to
offset depression; in fact, those with mild
mental retardation seem to be at an even
greater risk for depression. We say, “seem
to be,” because of the paucity of recent re-
search in this important area. In addition,
many treatment techniques for depres-
sion that have proven successful in per-
sons without retardation remain untested
in those with mental retardation (Sevin
& Matson, 1994).

Children with mental retardation ex-
perience pain, loss, and depression as do
other people. When we ignore signs of
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depression in children with mental retar-
dation, these children become at risk for

Figure 3. Possible Types of Therapy Appropriate

for Use with Students with Depression

Individual psychotherapy: The student discusses issues with a counselor or
psychologist on an individual basis. The focus is on the student’s perceptions
and behaviors. The student is usually guided to make his or her own inter-
pretations and goals for change.

Group psychotherapy: Usually a group is formed around a common problem
that each member of the group shares to some degree. Groups are usually fa-
cilitated by a professional counselor or psychologist. The involvement and sup-
port of the other group members are part of the therapeutic treatment.
Family therapy: The fumily meets with a psychologist or counselor who mod-
erates while problems and solutions are generated by the family members.
Family interactions, perceptions, and roles are the areas of focus and change.
Skills training: Building social skills allows the student to engage in social sit-
vations while he or she receives modeling and coaching from a therapist or
teacher. These social situations allow the student to practice skills in particu-
lar deficit areas.

Psychodrama: Guided by a psychologist or counselor, the student acts out
themes or roles that represent areus of concern and unresolved conflict. The
drama provides emotional release and insight into these areas of concern.
Art therapy: A nonverbal therapy, usually directed by a psychologist, coun-
selor, or art therapist, art therapy uses art as the milieu in which emotions
and thoughts ¢an be expressed freely.

Music therapy: A nonverbal therapy, usually directed by a psychologist, coun-
selor, or music therapist, music therapy uses music to help students express
and release emotions.

Play therapy: A psychologist or counselor works with the student as he or she
plays with toys or other materials that permit expression of conflict issues.
Psychopharmacology: This type of therapy uses prescription drugs to treat
medical problems associafed with mental disorders.

being misunderstood, underestimated,
and untreated.
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Territories, and 8 foreign countries have been trained. The ATACP was successfully deliveed in Ireland
in 1998. The program is “portable” and may be delivered in whole or in part in this country and abroad.

WHEN AND WHERE?

Beautiful South Lake Tahoe, Nevada
Houston, Texas

Los Angeles Area

Orange County, California Area
Chicago Area

Washington, DC

WHAT ARE THE COURSES?

HOW IS THE COURSE DELIVERED?

June 7 - 11
June 21 -25
July 12- 16
July 19-23
July 26 - 30
August 9 -13

e 40 hours of Live Instruction
o 52 hours On-line
o 8 hours required, written Certificate Project

COST

The cost of the program is $1,995 per person. A special 10%

discount is offered if three or more persons from the same

Introduction to Assistive Technologies

Leadership Challenges
Funding and Policy Issues

Assistive Technology Applications

Guiding the Process

Focus on Specialized Areas: Seating, Positioning, and
Mobility; Augmentative and Alternative Communication,;
Devices for People with Sensory Disabilities; and Learning

Disabilities

»  Required, written Certificate Project
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ATACP - Center on Disabilities
California State University, Northridge
18111 Nordhoff Street

Northridge, CA 91330-8340

(818) 677-2578 V/TTY/Message

(818) 677-4929 Fax
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