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Q.Dr. Hurley, there has been growing research
about the relationship of life stress to the

development of psychiatric disorders. Do you
think this is relevant to mental retardation and
developmental disabilities (MR/DD)?

A.Absolutely. In psychiatry, the role of stressors
is extremely important in understanding the

development of a psychiatric disorder, worsening
of symptoms in a disorder, and in formulating a
treatment plan for a patient. It has always been
clear that major stressors can precipitate a
psychiatric episode. The clearest example is the
development of psychiatric disorder in war,
originally termed, “shell shock.” It was not until
after Vietnam, however, that we developed a
modern formulation, Posttraumatic Stress
Disorder (PTSD).  This condition requires the1

existence of a precipitating stressful event, which
can include many types of stressors, such as car
accidents, abuse, or being a victim in a fire. 

Many people with MR/DD were drafted or enlisted
in World War II and developed acute psychiatric
disorders. Weaver  studied 8,000 recruits with16

MR/DD, analyzing their success or discharges,
especially with regard to psychiatric illness.
Recruits with severe anxiety reactions including
psychotic reactions, manic or cyclothymic
disorders, presented related to stressful time
periods. The episodes clustered first during the
stress of basic training, with acute psychiatric
disorders typically occurring during the third to
fifth week of training when firearms instruction
began. The next wave of episodes occurred when
the recruits were transferred overseas.

Many caregivers and professionals in the field of
MR/DD do not realize that even in disorders
where we suspect there is a genetic predisposition
involved, the role of stress may be crucial. In
schizophrenia, for example, Brown and Birley2

found that 46% of patients with acute onset
schizophrenia had recorded significantly more
stressful life events in the previous three months
than controls. Similarly, stressful life events have
a high association to relapsing acute episodes of
schizophrenia.  The role of stressful life events in5,9

the development of mood disorders has been
supported by research as well.

Researchers are studying the role of stress in
causing changes in brain structure and
neurochemistry. For example, in PTSD, the sleep
disturbance, overarousal, and hypervigilance can
clearly be linked to brain dysfunction.  Stress5

results in high levels of cortisol, which inhibits
serotonin, norepinephrine and dopamine.
Further, the hippocampus, important in the
hypothalamic-pituitary-adrenocortical (HPA)
response to stress, appears to be negatively
affected with associated dysfunction and volume
reduction reported in many studies. It is thought
that memory deficits found in psychiatric
disorders may be related to hippocampal
dysfunction. Other brain structures, and brain
response patterns, are being studied in relation to
stress and psychiatric disorder.

Because of the cortisol connection, initial research
in the dexamethasone suppression test (DST)
found that patients with psychiatric illness were
more likely to have persistently elevated cortisol
levels following administration of dexamethasone.3

This was thought to possibly be the first
“pathological lab test” of psychiatric disorder, as
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many patients suffering from depression were
positive for this test. Unfortunately, this one lab
test has not resulted in identifying psychiatric
disorders in such a way as to be clinically useful.
Studies in MR/DD yielded conflicting results, and
it is possible that significant chronic stress may
lead to “false positives” in this population.  We8,12,17

might speculate that this could be linked to
challenges of life conditions associated with
disability, resulting in chronic stress for many
people with MR/DD. If we consider people who
lived in institutions, their early lives would have
been extremely stressful, perhaps causing
psychiatric illness and/or making them more
vulnerable to later psychiatric illness and stress
reactions.

Q.It is normal for everyone to have stress, even
good stress, frequently over a lifetime. For

example, we all experience death of a loved one,
moving, relationship failure, and health problems.
I am particularly struck by those patients with
MR/DD who have a higher rate of medical
problems (e.g., Down syndrome). They have a
greater number of medical problems, and medical
problems are often recognized later and may be
undertreated, such as chronic pain, and
constipation. These health conditions are major
stressors. Further, patients with MR/DD are less
likely to understand their health condition and
discomfort for what it is, leading to anxiety.
Therefore, I believe that general health conditions
are frequent major stressors leading to psychiatric
illness in MR/DD. I find also that few caregivers
appreciate this connection. Have you also
encountered this?

A.Many other sources of stress are also not
appreciated. For example, I know that

caregivers are very aware of their own stress when
their living arrangements are in jeopardy, are
moving to new living quarters, or for example, buy
a home. Yet, the planned moves for people with
MR/DD are not seen as extremely stressful for
months after the event. An interesting paper
documented this, calling it the “Relocation
Syndrome.”  This paper described the severe4

psychiatric disturbance that resulted for
individuals with MR/DD when their living
arrangements were changed. 

The role of stressful events is subjective, but one
could use a list of obvious events that cause
stress, as originally proposed by Holmes and

Rahe, and in Rahe’s subsequent modifications.6,10

The list for intellectually normal people includes
changes in work, living, health, and relationships;
the Christmas season; also included are positive
changes including vacations. 

In a study that investigated the role of life
stressors in precipitating hospitalization, Stack
and her colleagues  compared a group of patients15

with MR/DD to intellectually normal patients
admitted to a psychiatric hospital. They developed
a list of 30 stressful events. Changes in living and
interpersonal situations, health, habit changes,
work changes, school changes, legal problems and
vacation were included. Intellectually normal
patients were more likely to report habit changes
including eating or alcohol and drug use. For
those with MR/DD, interpersonal conflicts and
changes in residence or separation from
significant caregivers were the most likely
stressful events that predated admission.

There has been some research on the relationship
of depression to social stress and social support
systems in patients with MR/DD. Perceived social
support was found to be negatively correlated to
symptoms of depression.  Most recently, Lunsky11

and Benson  found an association between7

perceived social support and strain, and positive
and negative outcome for adults with MR/DD.
Depressive symptoms, somatic complaints, and
quality of life were measured. Subjects were
initially interviewed, and six months later, those
with higher social stress levels were found to have
an increase in depressive symptoms and somatic
complaints, although the statistical results were
modest. This may be due, in part, to the complex
and multidimensional relationship between
stressors and physiological/psychiatric outcome.14

Q.What stressors should caregivers, family
members and professionals be aware of so

that they can be minimized and subject to timely
intervention?

A.First, any loss of a relationship. For the
person with MR/DD who lives with elderly

parents, the death is traumatic enough, but you
may lose your home, your companions, your
support network and possibly the economic
stability you have had. The importance of loss of
caregiver and support staff is nearly always
minimized. Just this week, a patient who had
been stable for years is deteriorating, and his
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home support director of many years recently left
for a new position. His staff strongly denied that
this had any effect, as the director had been gone
a “few months now.” This was absurd: imagine if
my husband passed away three months ago, and
my friends or physician said, “Oh, he died a few
months ago, that isn’t bothering her.”

Other changes that are minimized are the
frequent stressors at work sites. Finally,
promotion to a more “independent” setting is
minimized as a stressor. I have so many patients
that live independently with some hours of
support, and they are so anxious and stressed by
the minor and tedious requirements of living
alone: bills coming in, unsolicited telephone calls,
unruly neighbors, and of course, loneliness. The
systems staff feel these moves are such successes,
and deny the stress and isolation that occurs
more frequently than not.

Q.I agree and also see many patients with
MR/DD living alone, with minimal supports,

becoming overwhelmed. For the average person,
it is hard to live alone, but for the person with
MR/DD the stressors are extreme. Another major
stressor is abuse. This population is victimized
more often than others and is a major cause of
psychiatric morbidity in the general population.
They have poor social skills, supports, and coping
mechanisms when they face abuse. 

Consistent with the lack of knowledge of the role
of stress in psychiatric disorders for MR/DD, I
find that diagnostic patterns reflect this. Few
patients with MR/DD are diagnosed with an
“Adjustment Disorder” and this diagnosis requires
recognition of a recent precipitating stressful life
event.  These disorders are common among the1

intellectually normal, e.g.,depression following
being laid off from a job. For people with MR/DD,
clinicians seem to diagnose a more major
disorder, e.g., bipolar disorder, because caregivers
and mental health providers are less sensitive to
the impact of a recent stressors. So, instead of
short term treatment for depression, mainly
psychotherapy or environmental interventions,
medication is offered, and most frequently, drug
therapy appropriate for major mental illness, such
as mood stabilizers and antipsychotic medication.
What do you recommend as the major treatment
implications once the role of stress in MR/DD is
recognized?

A.First, we must educate caregivers and
professionals about the importance of stress

in the development of psychiatric illness.
Secondly, we have to educate this support
network about the importance of a stable lifestyle.
For example, in the treatment of schizophrenia
and bipolar disorder, we know that stable lives are
extremely important in preventing or minimizing
further episodes. This includes regular meals,
sleep habits, and daily routines, with as few
changes as possible.  Support systems must13

openly acknowledge that both planned and
unplanned changes are major stressful events.
They should make every effort to reduce inherent
stressors as well as respond rapidly at the first
signs of anxiety, depression, behavioral
disturbance or physical change.
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