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during her trance.

Introduction

Mental retardation (MR) is a developmental
condition that is associated with significant intellectual
and adaptive behavioral limitations. At present, this
disease is widely referred to as “intellectual disability
(ID)” and “intellectual developmental disorders
(IDD)” [1]. However, adopted in clinical practice in
the 10" edition of the International Classification of
Diseases (ICD-10), MR is still used as classification
the (World Health Organization [WHQO] Working Group
of the Classification of ID has recommended replacing
the term “MR” with “IDD” in ICD-11) [1], [2], [3]. Thus,
ID and MR are still used as terms. Despite variations
in terminology and differences in diagnostic criteria
(e.g., ICD-10; Diagnostic and Statistical Manual of
Mental Disorders, 5" Edition [DSM-5]) and disability
assessments (as noted in the January 2018 guidelines,
which are based on Rights of Persons with Disabilities
Act), itis widely agreed that the disorder is characterized
by severe impairments in intellectual function and
adaptive behavior during development [1], [2], [4].

ID study has seldom examined mental health in
ID. That is because until the 1960s and 1970s, ID and
mental disorders were considered separate, and the

BACKGROUND: Mental retardation (MR) is a developmental condition that is associated with significant intellectual
and adaptive behavioral limitations, whereas dissociative trance disorder (DTD) is a dissociative condition
characterized by a temporary altered state of consciousness formed by one’s culture. Comorbidity between these
two disorders has rarely been reported.

CASE REPORT: We found a case of MR in a 32-year-old woman, Mrs. S, with a DTD who killed her five children

CONCLUSION: It was found that there is a relationship between psychosocial stressor factors, trauma, underlying
psychiatric conditions, culture, and communication that influence trance conditions. Further research is needed to
study and understand more about these disorders and comorbidities.

management of these Ids dominated by psychoanalytic
interventions. People with ID are generally believed to
have insufficient ego strength to develop a mental health
problem. The views on dual diagnosis are increasingly
shifting with the emergence of biobehavioral therapies
such as applied behavioral analysis and psychotropic
drugs. Many studies have found a high prevalence of
ID comorbidity with other mental disorders. A variety
of variables seem to contribute to this high incidence of
psychopathology. The widely held hypothesis is that people
with ID have an increased incidence of central nervous
disorders. They also emphasized that these people have
limited social and interpersonal coping skills that can lead
to the greater psychopathological expression [5].

Since 1989, the ICD has classified trance and
possession disorders under the category of dissociative
(conversion) disorders before formally presenting it
in its 10" edition. Five years later, with the same two
subtypes, DSM-IV described a comparable dissociative
condition, namely trance, and possession, which is
more succinctly called dissociative trance disorder
(DTD). “The distinction between ICD and DSM is
that DTD is only listed as an example of” dissociative
condition not another specified “in the final description,
and the full definition is contained only in Appendix B.
According to the DSM, to assess its” utility “(a collection
of parameters and axes are given for further analysis”),
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the disorder needs further study. Despite these
distinctions, both definitions use the same criterion and
view DTD as a transient altered state of consciousness
(ASC), whose characteristics are influenced by the
culture of a person [6], [7], [8].

Comorbidity is common in mental illnesses.
The most frequently discussed subject in the field
of comorbidity is its prevalence in people with MR/
ID. While a systematic review states that the clinical
comorbidity rate ranges from 30 to 50% for children and
adolescents with MR/ID, and a comorbidity incidence
of 42.1 to 88% has been identified in the pediatric and
adolescent population, 60% of the comorbidity was
reported in the study, which includes adult samples in
principle. Psychiatric comorbidity is very frequentin MR/
ID patients. The most common comorbidities among
groups spread across the life span are behavioral
disorders followed by epilepsy, but trans dissociative
disorders in patients with ID are still rarely identified [9].

Case Report

Mrs. S, 32 years old, from Nias tribe, came to
the Psychiatric Outpatient Clinic of Prof. dr. M. lldrem
Mental Hospital, Medan. The patient was taken by the
police accompanied by the patient's mother with the
main cause of her having killed her five children, looking
confused afterward. The patient was interviewed in
a sitting position opposite the examiner and did not
answer when asked for her name, the place, and date
at which she was, and who had taken her. The patient
also fell silent when asked for his full name, age, the
time during the interview, and where he was at this
time. When asked about the main complaint when he
came to the hospital, the patient was also silent. During
the interview, the patient did not want to speak and
stayed quiet, sometimes shaking and nodding his head,
lacking visual, and verbal contact.

Mrs. S is a housewife with five children, and
approximately 1 year ago, her husband abandoned her
and moved to be with his parents. Mrs. S’s husband is
an entrepreneur and has a penchant for magical things.
Mrs. S, her family, and her husband are Nias people
who still adhere to their culture. Mrs. S stated that
she did not remember what was happening when she
killed her children, only her heart was telling her to Kill
them (repeatedly). According to Mrs. S, she had a full
realization only after seeing her five children covered in
blood but had begun to get a slight grasp of the situation
after having murdered the third child. Despite this, her
hands were unable to stop stabbing the children. Mrs.
S’ mother believed that her daughter was possessed
by an evil spirit, because to her knowledge, Mrs. S had
been possessed at her mother’s house sometime after
separating from her husband. Mrs. S’ mother remarked

that when Mrs. S was possessed, she claimed to be her
ancestor who entered her body. After the incident, Mrs.
S did not remember what she had done during that time.

During pregnancy, Mrs. S’ mother was often
feverish but only went to the village midwife. When she
was born, Mrs. S was delivered vaginally but did not
cry immediately, after which Mrs. S was subsequently
aided and finally cried. At the time she was a toddler,
Mrs. S did not appear abnormal. She was able to turn
over by the time she was 3 months old; crawl at the
age of 6 months; and to walk at the age of 1.5 years.
Furthermore, she started talking at the age of 2 years.

At the age of 5 years, Mrs. S entered
kindergarten and there were no problems throughout
this period. When she was 6 years old, Mrs. S entered
primary school and in 3" grade, it was apparent that
she had an incipient learning difficulty, especially in
absorbing materials. She did not pass 2 times when she
was in 3" grade, and similarly, it happened in 4™ grade.
Her family decided that she should not continue her
education. At the age of 18, Mrs. S’ parents arranged a
marriage for her with whom would be Mrs. S’s husband.
During the 12 years of marriage, there were no issues
in her relationship with her husband. However, 1 year
before separation, the patient's husband often went
home at night or did not come home at all.

There was no history of similar complaints in the
family. On examination of vital signs, general physical,
and neurological examinations, no abnormalities
were observed. In the psychiatric status, the general
impression was that she had a kempt appearance still;
was still able to take care of herself; had hypoactive
psychomotor behavior and activities; had slow speech
and a slight difficulty in digesting questions; had a
depressed mood; had a blunt effective expression;
had unclear perception and hallucinations; had a poor
thought process content-wise; and had an impaired
judgment. An intelligence test was carried out using the
Wechsler Adult Intelligence Scale and an IQ of 50 was
obtained, making the results unable to be evaluated.

Discussion

In establishing the diagnosis of a disorder, it is
necessary to pay attention whether the diagnosis meets
the criteria or not, in this case, the ICD-10 diagnostic
criteria are used. Tables 1 and 2 will briefly describe the
diagnosis of MR and DTD [1], [2], [7], [8].

Table 1: ICD-10 criteria for classifications of mental retardation
severity [1], [2], [10]

Severity category ICD-10 criteria

Mild Approximate 1Q range 50-69
Moderate Approximate |Q range 36-49
Severe Approximate 1Q range 20-35
Profound 1Q <20
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Based on the case report above, after a
complete psychiatric medical history examination,
clinical interview, 1Q test, psychological test, and mental
status examination were carried out and referring to the
diagnostic criteria in Tables 1 and 2, it was found that
the patient met the diagnostic criteria for mild MR with
DTD.

Table 2: ICD-10 criteria for dissociative (conversion) disorders

[2], [8]

ICD-10 criteria:
A. The general criteria for the dissociative disorder (F44) must be met:
G1. No evidence of a physical disorder that can explain the symptoms that characterize
the disorder (but physical disorders may be present that give rise to other symptoms).
G2. Convincing associations in time between the symptoms of the disorder and
stressful events, problems, or needs.
B. Either (1) or (2):
(1) Trance: Temporary alteration of the state of consciousness, shown by any two of:
a. Loss of the usual sense of personal identity.
b. Narrowing of awareness of immediate surroundings, or unusually narrow and
selective focusing on environmental stimuli.
c. Limitation of movements, postures, and speech to repetition of a small repertoire.
(2) Possession disorder: Conviction that the individual has been taken over by a spirit,
power, deity, or another person.
C. Both criterion B.1 and B.2 must be unwanted and troublesome, occurring outside or
being a prolongation of similar states in religious or other culturally accepted situations.
D. Most commonly used exclusion criteria: Not occurring at the same time as
schizophrenia or related disorders (F20-F29) or mood (affective) disorders with
hallucinations or delusions (F30—F39).

MR is a lifelong illness that causes a lifetime
of special needs for both individuals and the family. If
a treatable comorbid medical condition occurs, needs
may relate to self-mobility, physical care, communication
needs, changed curricula, assistive devices and
facilities, jobs and vocational opportunities, and
treatment. Throughout life, special needs can require
various degrees of support. Therefore, in a step-by-
step way, a holistic program must fulfill lifelong needs.
For instance, when a developmentally disabled child
is in pre-school years, needs may concentrate on self-
care, skills in social communication, and skills in school
readiness, but not so much on independent living or
literacy. Likewise, for adolescents with IDs, education,
vocational training, and potential independent living
may be their requirements. MR would suggest a long-
term, multidisciplinary approach to intervention for
optimum results, as these examples demonstrate [1].
Mrs. S case of MR is considered to be mild so that she
is only communally regarded as “stupid/idiot” in lessons.
Developmental delays are not too noticeable so that
the family and other people consider this condition
normal, which delays, even hinders, multidisciplinary
intervention, enabling other mental disorders to arise
along the way.

In the case of Mrs. S, the patient has several
psychosocial stressors that affect her mental state.
The statement of the family member implies that
the patient often quarrels with her husband and has
issued over custody of the children. In a critical review,
several factors that are considered to be the etiology
that causes DTD to include psychosocial stressors,
traumatic theory, underlying psychiatric conditions,
cultural factors, communication theory, gain seeking,
dissociation theory, hysteria theory, and acculturation
issues [8]. Besides the psychosocial stressors

mentioned above, the patient also had traumatic
events with her husband, suffered from MR, which is
the underlying psychiatric condition, had a culture that
believed in magical things as a cultural factor, and had
difficulty in telling the problems she faced which met the
criteria of communication theory. Therefore, Mrs. S has
five etiological factors for this DTD.

Mrs. S and family are part of the Nias tribes
who still adhere to their culture. The Nias tribe is the
inhabitant of the Nias Island, which is one of the regions
of Indonesia that have a diversity of ethnicities, religions,
and cultures. It is located off the coast of western
Sumatra, to the province of North Sumatra, Indonesia.
The people of Nias hold sanombaadu as a belief, and
the followers are called sanombaadu (worshipers of
adu). Ancient people worshipped statues (the local
name of Nadu) which they considered to be the dwelling
place for the soul of the ancestor, which, according to
the belief of its adherents, was a medium to worship
the ancestral spirits. The people of Nias believe that all
these statues (adu) will be occupied by their ancestral
gods so that they must be properly guarded. Although
the doctrine does not have a concept of life after death,
this belief applies certain worship to the ancestral spirits
(animism) [11]. Among the Nias community, there are
also three reasons believed to cause disease, namely
common illness, witchcraft, and spirits [12]. In this
case, the DTD disorder experienced by Mrs. S is one
etiology that causes ASC, whose features, specifically
in the patient’s case, can be shaped by the culture she
believes in. The diagnosis of DTD is closely related to
cultural and anthropological factors. The state of trance
which refers to spirits is almost always consistent with
the cultural context. It could be argued that the trans-
state is a neurotic condition that is closely related to
culture [8], [13].

MR occurring together with DTD is rarely
reported so that there are few articles cited in this
case report. This comorbid disorder accompanied by
the murder of a family member in a trance state has
been reported by Ferracuti et al. In 2004 in which it was
reported that cultural and anthropological factors played
an essential role in the emergence of this DTD. This
report also emphasized that trance in patients is strongly
influenced by one’s belief in the cultural context [13].

Conclusion

Overall, this case has several features that
are rarely reported being the presence of behavior to
hurt others in a trance resulting in the death of family
members. In this regard, there is a DTD which has not
been reported in the literature or case reports related
to MR. A link between psychosocial stressor factors,
trauma, underlying psychiatric conditions, culture, and
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