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Context: 

When compared to people in the general population, people with social and 

communication disabilities, especially people with intellectual disabilities 

and autism, are easily missed, when it comes to diagnosing depression. 

In this presentation I will go through the identification of depression in this 

population, as associated with intellectual ability ranges, the etiology of 

depression, and its treatment. 

Many people will become depressed at some point in their lives, and this 

may be related to major life events such as bereavement stress, abuse or 

illness. Depression may also occur for no apparent reason. Specialist help 

is needed if depression does not resolve spontaneously. 

Depression is easily missed in people who have social and communication 

disabilities, although it is probably more common in people with intellectual 

disabilities and people with autism than in the general population. In people 

with Down’s Syndrome, depression may be misdiagnosed as Dementia, or 

may be associated with underlying physical disorders, such as 

hypothyroidism. 
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Scenario 1 

Ron is a 39 year old man with a busy social life who is known by everyone 

as an outgoing, good humored person. He has Down’s Syndrome and 

moderate intellectual disabilities. He lives at home with his parents who are 

both in their seventies.  His parents have noticed a gradual decrease in his 

skills over the past month or two. They have reported that his memory is 

not so good, so much that they have to remind him about his usual 

activities. 

You are Ron’s doctor or nurse practitioner, and Ron has been brought to 

you because he has taken to bed and refuses to eat.    

You check your notes, and realise you have not seen him for several 

months. 

You review the common medical conditions associated with Down’s 

Syndrome. You know, for example, that people with Down’s Syndrome age 

prematurely. 

More information is provided by Ron’s parents: 

Ron attends the local Day Treatment Center. One day a week, he studies 

General Studies at the local community college. 

About two months ago, Ron started to refuse to go to the DTP and to 

College. 

 

More information is made available to you: 

>There have been several changes of staff at the Day Treatment Center 

> Ron’s aunt has died of cancer about six months ago. >His favorite aunt, 

his mother’s sister. 
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You observe Ron’s appearance and behavior, in particular his sad facial 

expression, generally sad demeanor and possible tearfulness.  These 

become helpful clues to his mood. 

 

Scenario 2  

Anne is a 32 year old woman with severe intellectual disability and autism. 

She lives with four other women in a staffed group home, in a quiet 

residential area 20 minutes away from the hospital. 

On her good days, Anne will greet you with a warm smile. 

On her bad days, which are frequent, Anne may swear, spit or ignore you. 

A key worker, Frank, who has known Anne for a year and a half, strongly 

feels that the medication prescribed for Anne has little effect on her 

frequent mood swings, and results in unpleasant side effects. He has a dim 

view of the doctors involved in Anne’s care. 

You learn, in the process of gathering information, the following : 

Paul, the Group Home manager is soon to leave the GH. Anne is very fond 

of Paul. She has known him for the past3 years, since she moved to this 

GH. Being a gentle person, he has not been able to discuss his decision to 

leave the GH openly. This is worsened by the fact that the GH has been 

unsuccessful in finding a successor to his post. 

Paul also knows about Anne’s past history of loss, including her mother 

leaving the family for good when Anne was 6 years old. There is also the 

suspicion that she has been sexually abused as a child.  

Anne can express herself verbally, but finds understanding events over 

time confusing.  

Anne’s favorite activities include relaxation, dancing and singing, and going 

out with someone she likes. 
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Scenario 3 

This is perhaps the most complicated case; The patient has difficulty 

inhibiting impulses and regulating behaviors, combining anxious and 

irritable moods with physical and verbal aggression.  

The patient has been diagnosed as having a genetic disorder, Prader-Willy 

syndrome, which includes borderline intellectual functioning, dysthymia, 

obsessive-compulsive disorder and borderline personality disorder. 

Her personality disorder induces her to develop relationships quickly; 

thereafter the patient alternates between clinging and rejecting. When the 

patient feels misunderstood or not accepted, he becomes verbally hostile; 

has difficulty tolerating negative feelings, changes in rules or routines. Has 

frequent differences of opinion with staff, argues constantly about 

medications, and suggests changes constantly. 

In this case, using a combination of medication and psychotherapy, the 

patient has been able to develop in fits and starts a trusting relationship 

with the therapist, more able to self-monitor and self-initiate skills with 

practice.  

Coping skills methods applied have been deep breathing, progressive 

muscle relaxation, guided imagery, relaxation CD’s.  Also cognitive coping 

skills: thought stopping, positive self-instruction, using written reminders to 

recall statements and steps of problem solving. 

Additionally, medication for her underlying mood and irritability is used: this 

medication has ranged from antipsychotics (patient has had recurrent 

auditory hallucinations), to mood stabilizer and antidepressant. 

 

 

 


