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Abstract:  
 
Objectives: To evaluate the prevalence of mental retardation by gender and age of diagnosis at 
Nobel Medical College, Biratnagar.  
 
Methods: The data of all mentally retarded children recorded within a period of one year from 
01st May 2011 to 30th April 2012 is analyzed retrospectively. Age, gender, IQ scores, the age of 
diagnosis, and their living place were evaluated.  
 
Results and conclusion: A total number 103 children attended the Psychiatric Out-patient 
Department of Nobel medical College and Teaching Hospital over the study period of one year. 
Out of all those 103 children,  67 children were with normal IQ scores, 7  with coexistence of 
epilepsy and other medical problems, and 3 children with incomplete case records, thus they 
were excluded from the study, and the subjects for further study was constituted by just 26 cases, 
who fulfilled the diagnostic criteria for Mental Retardation according to ICD-10.  
 
The overall prevalence of mental retardation in our study was 25% and the distribution of 
mental retardation amongst all those 26 cases were as follows: 2 cases (8%) were profound, 3 
severe (12%), 7 (27%) were moderate and 9 (35%) mild, and 5 (19%) were borderline. Out of 
all those 26 mentally retarded children 11 were male (42%) and 15 (58%) were female, and of 
these cases, 07 were living in urban, and 19 in rural areas. Most of our cases were diagnosed 
between 6-10 years of age.   
 
Key words: Mental Retardation, Nobel Medical College, IQ Score, Standford-Binet              
Intelligence scale.

 
Introduction:  
 
Mental retardation (MR) is one of the most 
frequent disorders among children. The 
prevalence rate of MR varies across 
countries and regions, and this may be 
attributed to the variations in major 
classification systems, definitions, and 
methodologies. Due to these inconsistent 
criteria, there are considerable variations in 
the prevalence of MR from 2-85 per 
1000.1,2 The diagnosis of MR mainly 
requires low general intellectual functions 

and age of onset before the age of 181,2. In 
addition, deficits in adaptive behavior can 
also be added as a third component of the 
traditional definition of MR. The IQ score 
was the only tool to classify many children 
as mentally retarded2,3,4.  
 
The etiologies of MR are multiple, and MR 

prevalence can also be influenced by social, 

economic, cultural, racial/ethnic, and other 

environmental factors including the 

demographics of age and gender5,6. 

However, epidemiological studies assessing 
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these relationships are scarce. An 

association between different forms of MR 

and social class was first proposed by 

Lewis6. There are many studies that have 

consistently found that the prevalence of 

MR was strongly associated with low 

socioeconomic status5,6. In developing 

countries, the effect of MR on individuals 

and society has been understudied and there 

are limited reports from these parts of world 

although it is likely to be more important. 

Due to inferior social conditions and limited 

occupational and educational opportunities, 

there are some differences in socioeconomic 

status between rural and urban areas. 

 

The purpose of this study was to estimate 

the prevalence of MR amongst the children 

attending the Psychiatric Out-patient 

Department of Nobel Medical College, 

Biratnagar, and also to examine the age of 

diagnosis, gender, and location, of Mental 

retardation. The age, gender, IQ result, the 

age of diagnosis, and the location were 

evaluated in order to establish the 

differences that might affect the diagnosis 

and frequency of MR. 

 

Methodology:   
 

Nobel Medical College and teaching 

Hospital is a tertiary level hospital located in 

a major economic city in eastern part of 

Nepal. It provides both in-patient and 

out-patient services to a large number of 

patients residing in eastern part of Nepal and 

also nearby villages in India. All the 

necessary data for the study was obtained 

from the Psychiatric  OPD of the Nobel 

Medical College and Teaching Hospital and 

was analyzed retrospectively. All care takers 

were informed about the possibility of use of 

these data in scientific studies and a verbal 

consent was obtained from them. An 

Approval was also obtained from the Ethics 

Committee of the Hospital. There were 103 

children attended  the psychiatric OPD of 

Nobel Medical college and Teaching 

Hospital over a period of one year, 01st May 

2011 to 30th April 2012. Out of all those 103 

children 67 children were with normal IQ 

scores, 7  with coexistence of epilepsy and 

other medical problems, and 3 children with 

case records that lacked gender, age, age at 

diagnosis, IQ scores, and/or living areas thus 

they were excluded from the study living 

only 15 cases for further analysis. The IQ 

scores of all those 15 cases were obtained to 

record the severity of mental retardation 

according to Stanford-Binet Intelligence 

Scales, 5th edition (Becker, 2003)4 as 

follows: 90-109: Average or Normal; 80-89: 

Borderline intelligence; 70-79: Mild MR; 

50-69: Moderate MR; 20-49: Severe MR; 

and Below 20: profound. All available data 

were evaluated by using appropriate 

descriptive statistical tools.  

 

Results:  
 

In this study, 105 children attended the 

psychiatric out-patient department of Nobel 

Medical College and Teaching Hospital over 

a study period of one year (01st May 2011 to 

30th April 2012). Out of all those 103 cases 

77 cases were excluded from the study, 

hence the sample size for the study was 

comprised by 26 cases, whose intelligence 

scores on Standford-Binet intelligence scale 

were below than average, and also fulfilled 

the diagnostic criteria for mental retardation 

according to ICD-10.  

  



Original Article                   Mental Retardation: gender, age and age of diagnosis   

Journal of Nobel Medical College (2012), Vol.1 No.2  79 

Table-1; Distribution of Cases according 
to Gender, Age at first diagnosis, area of 

living and Scores on Stanford-Binet 
intelligence Scores (N=26) 

 
 
Gender 

Male  = 11 (42%) 
 
Female = 15 (58%) 

 
 
 
 
Age at the 
time of 
diagnosis 

 
Below 5 years of age  
= 2 ( 7.69%) 
 
6-10 Years of age      
= 13 ( 50%) 
 
10-15 Years of age     
= 7 (26.92%) 
                                     
Age above 16 years    
= 4 (15.38) 
 

 
Area of 
Living  

 
Urban = 07 ( 26.92%) 
 
Rural=19 (73.07%) 

 
 
 
Scores on 
Stanford- 
Binet 
Intelligence 
Scales 

Profound = 2 (7.69%)  
(male = 0; female = 2) 

  
Severe = 3 (11.53%) 
(male =1; female = 2) 

 
Moderate = 7 
(26.92%) (Male = 3; 
female = 4) 

 
Mild = 9 (34.61%) 
(Male = 4; Female = 5)  

 
Borderline = 5 
(19.23%) (Male = 3; 
Female = 2) 

 
 
In our study Table 1 shows female 
preponderances over male (15 Vs. 11). 
Similarly majority of subjects who were 

diagnosed as cases of mental retardation 
were living in rural area compared to urban 
(19 Vs. 07, 73.07% Vs. 26.92%). The age 
group 6-10 years heavily predominated all 
other age group in regards to their age when 
they received the diagnosis of mental 
retardation first time in their life. Majority of 
cases according to scores on Stanford-Binet 
Intelligence scales were found to be 
suffering from mild ( N=9, 34.62%), and 
that was followed by Moderate level of 
mental retardation (N=7, 26.92%). The 
overall prevalence rate of mental retardation 
in this study was equal to 25%.  
 
Discussion:  
 
Mental retardation (MR) is defined as 
sub-average general intellectual functioning, 
which originated during developmental 
period and is associated with impairment in 
adaptive behavior. Mental handicap is the 
present term used for mental retardation. It is 
a condition of sub-average intellectual 
function combined with deficits in adaptive 
behavior. Mentally retarded children are one 
of the most frequently encountered, and most 
distressing, disabilities among children in 
most industrialized and developing countries 
world-wide6. 7. Its prevalence rate varies 
considerably because of the varying criteria 
and methods used in the surveys, as well as 
differences in the age range of the samples, 
but its overall prevalence is equal to 1-3% 
among children all over the world1,2,8. It is 
more common in developing countries 
because of the higher incidence of injuries 
and anoxia around birth, and early childhood 
brain infections9. Although common 
amongst children, mental retardation is the 
most difficult categories of childhood 
disability to document epidemiologically, in 
part because its causes are multi-factorial. In 
less developed countries, like Nepal, the 
difficulties of documenting the causes of MR 
are compounded by lack of diagnostic 
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services and routinely collected health data. 
Similarly many cases of mild retardation 
look like normal children and are diagnosed 
only after scholastic backwardness or failure. 
The effect of MR on individuals and 
societies has been underestimated in 
developing countries, and there are limited 
reports from this part of world although it is 
likely to be more important.  
 
Previous studies have consistently shown 
that individuals from low socioeconomic 
status and rural areas are over represented 
among those with mild MR2,3,5,7,8. Some 
investigators have even suggested that mild 
MR rarely occurs among individuals from 
the upper socioeconomic groups unless 
other underlying neurological conditions are 
present8.  Unfortunately, comprehensive 
data on socioeconomic status of individuals 
in our study does not exist in database. Thus, 
the status of the patients has been roughly 
pointed out according to their living area.  
 
It is generally an accepted notion that the 
annual income of individuals living in the 
urban area of eastern part of Nepal is higher 
than the rural area. Data on migration of 
individuals are also an important issue. 
However, our record does not include any 
information on these topics too. However 
we can extrapolate that the Nobel Medical 
College and Teaching Hospital is located in 
Biratnagar, the major economic zone of the 
country, and the available heath service is 
largely accessible to those who are living in 
an  urban area, thus preventing many of 
earlier possible causes of mental retardation 
in later age. In our study mild MR was 
established more in the rural population, and 
this in accordance with previous studies2, 3, 5, 

7, 9, 10, 11, 12. In addition, the low percentage of 
borderline cases in our study may also likely 
to be explained on the ground of cultural 
variation prevalent in our society, where 
most of the children mainly male works in 

laboring jobs or in agriculture and 
constitutes as a major work force and may 
easily be ignored11, 12,13. This may explain 
why the borderline MR was lower in our 
study. The female preponderances over male 
in our study may also be explained with 
support of the prevalent culture in the 
society, where female children are mostly 
engaged in the domestic works in their 
earlier age as compared to male and their 
incapacity at domestic works and later 
marital life is easily identifiable by the 
caretakers. In our study, the prevalence rate 
of mental retardation was 25 percent, and it 
likely to be matched with other studies 
reported in the country2,3, 11,14, 15, 16.  
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