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Cuvinte cheie : perimetru cranian, diametru anteroposterior, biparietal, distanta menton-
tragus, menton-glabela, greutate, inaltime, indice de masa corporald, bust, membre
inferioare, copil, deficit neuropsihic.

Introducere

Deficitul neuropsihic sau retardul mintal constitue o realitate clinica in perioadele
copilariei cu rasunet atat asupra persoanei afectate, cat si asupra familiei i societatii.
A. Stadiul actual al cunoasterii:

Capitol 1. Prezinta etiologia si patogenia retardului mintal dupd definirea
conceptului de deficit neuropsihic si evaluarea incidentei retardului mintal in lume.

Deficitul neuropsihic sau retardul mintal presupune o stare psihica defectuala,
permanentd, cu caracter global si omogen, neprogredientd. Defectualitatea psihica se va
repercuta asupra tuturor cerintelor adaptative impuse copilului in crestere. Debutul trebuie
sd survind inaintea varstei de 18 ani (1,2).

Frecventa retardului mintal in randul populatiei infantile este estimat sub 1-3% din
populatia generald, cu unele estimari ce merg chiar pana la 10%. La varsta scolara este
aproximata la 1,14%. Baietii au o frecventa mai mare din cauza afectarii cromozomului X,
rata afectarii baieti/fete fiind de 1,3:1 1a 1,9:1 (3-13).

Etiologia retardului mintal este complexa, avand doua repere majore, momentul
actiunii si cauzalitatea, cuprinde sase grupe de factori etiologici: genetici, malformativi ai
sistemului nervos central, prenatali externi, dobandifi perinatali, dobanditi postnatal,
factori neclasificabili, necunoscuti (14). In timp s-au adus completiri fiind introduse cauze
noi si acceptate sindroame recunoscute doar pe criterii clinice (17).

Patogenia deficitului neuropsihic reprezinta calea de la momentul actiunii factorilor
etiologici la aparitia retardului mintal. Cauzalitatea etiologicd complexa face ca patogenia
sa fie foarte variata, dar cu predominenta mecanismelor genetice (19).

Capitol 11. Se face prezentarea reperelor de diagnostic. Diagnosticul clinic, respecta
criteriile conforme cu DSM-IV si ICD-10 (1, 102). Evaluarea psihologica face bilantul
organismului, atat secvential pe segmente corporale individualizate structural cat si in
totalitatea sa, la un moment dat si in dinamica (104-107). Electroencefalografia,
Investigatia imagistica, iInvestigatiile de laborator reprezinta modalitati de evaluare
suplimentara ale entitatilor clinice implicate in etiopatogenia retardului mintal.

B. Contributii proprii:

Capitol I11. Ipoteza de lucru cuprinde premizele si obiectivele cercetarii.

Prezenta retardului mintal in randul populatiei infantile este o realitate clinica
incontestabila. Am lucrat intr-un centru de plasament si reabilitare a copilului cu handicap
neuropsihomotor si am obsevat unele dismorfii craniene si o stare de nutritie deficitara in
contextul unei alimentatii adecvate si echilibrate. Mi-am propus sa studiez: a) in ce masura
aceste dismorfii sunt caracteristice copilului cu retard mintal. b) daca exista o relatie intre
deficitul neuropsihic si starea de nutritie, prin masurarea unor parametrii antropometrici
care mi-au fost accesibili. ¢) oferirea unor metode orientative si accesibile in asistenta
medicala primara.

Capitolul 1V. Modificari antropometrice ale craniului copilului cu deficit
neuropsihic.

Introducere. Masurarea neurocraniului se face in mod curent prin masurarea
perimetrului cranian sau circumferintei craniene. Intre circumferinta craniani, greutatea
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creierului si volumul acestuia existd o stransa corelatic. Se impun astfel noi teste de
evaluare a conformatiei craniene, respectiv a unor noi indici antropometrici.

Ipoteza de lucru. Am lucrat timp de 4 ani la centrul de plasament si recuperare a
copilului cu handicap neuropsihomotor Drobeta Turnu-Severin unde am observat unele
dismorfii craniene la copiii cu deficit neuropsihic, fapt care m-a determinat sa studiez:a) in
ce masura, aceste dismorfii le sunt caracteristice; b) introducerea unor noi parametrii
antropometrici definitorii pentru neurocraniu §i viscerocraniu.

Material si metode. Am luat in studiu in perioada 2002-2004 un total de 110 copii
cu diagnosticul de retard mintal din Centrul de plasament si recuperare a copilului cu
handicap neuropsihomotor Drobeta Turnu-Severin 63 cazuri, de la Scoala Ajutitoare
,,Constantin Pufan” din municipiul Drobeta Turnu-Severin 29 cazuri si din plasament
familial 18 cazuri. Am inregistrat 38 fete si 72 baieti, proveniti atat din mediul urban cat si
din mediu rural. Lotul copiilor cu retard mintal a cuprins copii in varsta de 4-18 ani pe care
i-am repartizat pe grupe de varsta : 1. grupa de varsta 4-7 ani, 5 cazuri; II. grupa de varsta
8-11 ani, 9 cazuri; III. grupa de vasta 12-13 ani, 15 cazuri; IV. grupa de varsta 14-16 ani,
65 cazuri; V. grupa de varsta 17-18 ani, 16 cazuri.

Am intocmit o fisd de protocol a fiecarui caz care a cuprins datele de identitate,
varsta, mediul de provenientd, datele anamnestice existente in foile si fisele de observatie
medicald de la institutiile respective sau medicul de familie, privind antecedentele
eredocolaterale si personale. Protocolul de investigare a cuprins un examen clinic general
si masurarea circumferintei craniene, diametrului anteroposterior cranian, diametrului
biparietal, distantei dintre menton si tragus precum si distanta dintre menton si glabela.

Coeficientul de inteligenta (QI) a fost apreciat anual de psiholog la Centrul de
plasament, Scoala Ajutatoare si la Laboratorul de sanatate mintald din Drobeta Turnu-
Severin. In baza QI am impartit lotul copiilor cu retard mintal in trei subloturi distincte:
retard mintal usor, intalnit la 32 de cazuri, retard mintal moderat la 17 cazuri si retard
mintal sever la 61 de cazuri. Am exclus cazurile cu hidrocefalie, pe cele asociate cu
disfunctii motorii, pareze sau paralizii.

Pentru comparare am luat in studiu un lot martor de 101 copii sandtosi, in varsta de
4-18 ani de la Scoala Generala numarul 6 si de la Liceul ,,Domnul Tudor” din municipiul
Drobeta Turnu-Severin, cu un QI normal pentru varsta. Lotul martor a cuprins 46 fete si 55
baieti care a fost Impartit pe grupe de varsta similare lotului de copii retardati neuropsihic:
I. grupa de varsta 4-7 ani, 5 cazuri; II. grupa de varsta 8-11 ani, 14 cazuri; Ill. grupa de
varsta 12-13 ani, 24 cazuri; IV. grupa de varsta 14-16 ani, 49 cazuri; V. grupa de varsta 17-
18 ani, 9 cazuri.

Am masurat personal in duplicat la fiecare caz in parte la nivelul extremitatii
cefalice  parametrii ce definesc atat neurocraniu cat si viscerocraniu. Rezultatele
masurdtorilor efectuate le-am interpretat statistic in baza analizei de variantda ANOVA 1 si
Il pentru grupurile populationale, a testului nonparametric Kruskal-Wallis s1 a
coeficientului Spearman. Am considerat semnificativ p < 0,05 si r> 0,50.

Rezultate

Lotul copiilor cu retard neuropsihic l-am structurat in raport de QI in retard
mintal usor cu QI = 59,34 + 7,61, retard mintal moderat cu QI = 43,76 + 3,03 si retard
mintal sever cu QI = 24,62 + 7,32 (p=0,0000). Circumferinta craniani a fost de 52,06 +
2,65 cm la cei cu retard mintal usor, de 51,48 + 2,23 c¢cm la cei cu retard mintal moderat, de
50,71 + 2,83 cm la cei cu retard mintal sever (p=0,03). Diametrul anteroposterior a fost
de 15,81 = 1,46 cm la cei cu retard mintal usor, de 16,02 £ 1 c¢cm la cei cu retard mintal
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moderat, de 15,93 + 0,93 cm la cei cu retard mintal sever (p=0,80). Diametrul biparietal
a fost de 12,46 + 1,30 cm la cei cu retard mintal usor, de 12,26 + 1,30 cm la cei cu retard
mintal moderat, iar la cei cu retard mintal sever a fost de 11,28 + 1,30 cm (p=0,0002).
Distanta menton-tragus a fost de 10,25 + 1,23 cm la cei cu retard mintal usor, de 10,43 +
0,9 cm la cei cu retard mintal moderat, de 9,94 = 0,98 cm la cei cu retard mintal sever
(p=0,049). Distanta menton-glabeli a fost de 9,32 + 0,96 cm la cei cu retard mintal usor,
de 9,56 + 0,85 cm la cei cu retard mintal moderat, si de 9,08 + 0,87 cm la cei cu retard
mintal sever (p=0,139). Circumferinta craniana a fost 47 + 2 cm la grupa de varsta 4-7
ani, 47,8 £ 4 cm la grupa de varsta 8-11 ani, 52,03 = 2 c¢m la grupa de varsta 12-13 ani,
51,6 £ 2 cm la grupa de varsta 14-16 ani si de 52,1 = 1 cm la grupa de varsta 17-18 ani
(p=0,00001). Diametrul anteroposterior a fost 13,70 + 1 cm la grupa de varsta 4-7 ani,
14,83 + 1 cm la grupa de varsta 8-11 ani, 15,86 £ 1 cm la grupa de varsta 12-13 ani, 16,12
+ 0,7 cm la grupa de varsta 14-16 ani si de 16,40 + 0,7 cm la grupa de varsta 17-18 ani
(p=0,000052). Diametrul biparietal a fost 9,70 + 1 cm la grupa de varsta 4-7 ani, 10,38 +
1 cm la grupa de varsta 8-11 ani, 12,26 = 1 ¢cm la grupa de varsta 12-13 ani, 11,12 + 1 cm
la grupa de varsta 14-16 ani si de 12,18 = 1 cm la grupa de varsta 17-18 ani (p=0,0001).
Distanta menton-tragus a fost 7,70 + 1 cm la grupa de varsta 4-7 ani, 9,50 + 1 cm la
grupa de varsta 8-11 ani, 9,90 + 0,6 cm la grupa de varsta 12-13 ani, 10,29 = 1 cm la grupa
de varsta 14-16 ani si de 10,53 + 0,9 cm la grupa de varsta 17-18 ani (p=0,00006).
Distanta menton-glabela a fost 7,80 = 1 cm la grupa de varsta 4-7 ani, 9,10 = 1 cm la
grupa de varsta 8-11 ani, 8,96 £ 0,5 cm la grupa de varsta 12-13 ani, 9,33 + 0,9 cm la rupa
de varsta 14-16 ani si de 9,56 + 0,7 cm la grupa de varsta 17-18 ani (p=0,001). QI a fost
37,8 = 15 la grupa de varsta 4-7 ani, 28 = 13 la grupa de varsta 8-11 ani, 51,6 £ 16 la grupa
de varsta 12-13 ani, 37,8 + 16 la grupa de varsta 14-16 ani, 29,1 +12 la grupa de varsta 17-
18 ani (p=0,001). Circumferinta craniana a fost 50,3 + 2 c¢cm la fete si 51,6 = 2 cm la
baieti (p=0,01). Diametrul anteroposterior a fost 15,50 £ 1,26 cm la fete si 15,76 + 1,34
cm la baieti (p=0,319). Diametrul biparietal a fost 10,94 + 1,3 cm la fete si 11,28 = 1,27
cm la baieti (p=0,190). Distanta menton-tragus a fost 9,77 £ 0,9 cm la fete si 10,29 +
1,09 cm la baieti (p=0,01). Distanta menton-glabeli a fost 9,04 + 0,8 cm la fete si 9,33 +
0,9 cm la baieti (p=0,11). Coeficientul de inteligenta in momentul investigarii a fost la
cele 38 de fete 37,84 = 12, iar la cei 72 de baieti a fost de 37,59 + 18 (p=0,53). La nastere,
greutatea fetelor a fost de 2610 + 651 g, iar cea a baietilor de 2943 + 587 g (p=0,015).
Lungimea la nastere a fost de 47,66 + 3 cm la fete si 49,60 + 2 cm la baieti (p=0,007).
Varsta medie a fost la fete de 14,07 £ 3 ani, iar la baieti a de 14,40 £ 2 ani (p=0,60 ).
Circumferinta craniana in raport de mediul de provenienta a fost 51,25 £ 2 c¢m la
cazurile provenite din mediu urban si 51,17 + 2 cm la cazurile provenite din mediu rural
(p=0,86). Diametrul anteroposterior a fost 15,7 = 1 cm la cazurile din mediu urban si
16,1 £ 0,7 cm la cazurile din mediu rural (p=0,18). Diametrul biparietal a fost de 11,9 +
1 cm la cazurile din mediu urban si de 11,5 £ 1 c¢cm la cazurile din mediu rural (p=0,11).
Distanta menton-tragus a fost 10,11 £+ 1,1 cm la cazurile din mediul urban si de 10,11 +
0,9 cm la cazurile din mediul rural (p=0,98). Distanta menton-glabela a fost 9,25 + 0,9
cm la cazurile din mediu urban si 9,20 + 0,8 cm la cazurile din mediu rural (p=0,76). QI a
fost de 41,5 £ 17 la cazurile provenite din mediul urban si de 31,3 + 13 la cazurile
provenite din mediul rural (p=0,0051). Greutatea la nastere a fost 2971 £ 555 g la
cazurile nascute in mediul urban si de 2582 + 673 g la cazurile din mediu rural (p=0,04).
Coeficientii de relatie la lotul cu retard mintal au evidentiat: a) greutatea si lungimea la
nastere (r=0,90) a evidentiat o relatic de armonie a dezvoltarii somatice; b) diametrul
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anteroposterior si biparietal (r=0,51) au evidentiat armonia dezvoltarii neurocraniului in
plan sagital si lateral; c) distanta menton-tragus si menton-glabeld (r=0,84) evidentiza
armonia dezvoltarii viscerocraniului; d) varsta si diametrul anteroposterior (r=0,57)
evidentiaza dezvoltarea neurocraniului in plan sagital cu varsta; e) varsta si diametrul
biparietal (r=0,88) evidentiaza dezvoltarea neurocraniului in plan lateral cu varsta; f)
varsta si distanta menton-tragus (r=0,54) evidentiaza dezvoltarea viscerocraniului in plan
lateral cu varsta; Q) varsta si distanta menton-glabela (r=0,41) evidentiaza o dezvoltare
independenta de varsta in plan frontal a viscerocraniului;

Lotul martor a prezentat o greutate la nastere de 3094 + 367g la fete si de 3138 +
303g la baieti (p=0,58). Lungimea de la nastere a fost 49,58 &= 3cm la fete si 50,63 + lcm
la baieti (p=0,243). Varsta la data efectuarii masuratorilor a fost de 12,93 + 3 ani la fete si
de 14,20 £ 2 ani la baieti (p=0,07). Circumferinta craniana a fost 50,8 = 1,3 cm la grupa
de varsta 4-7 ani, 52,1 £ 1,6 cm la grupa de varsta 8-11 ani, 53,6 £ 1,5 cm la grupa de
varstda 12-13 ani, 54,9 = 1,8 cm la grupa de varsta 14-16 ani si de 54,1 + 2 cm la grupa de
varsta de 17-18 ani (p=0,00016). Diametrul anteroposterior a fost 15,2 + 0,4 cm la grupa
de varsta de 4-7 ani, 16,54 + 0,8 cm la grupa de varsta 8-11ani, 16,66 = 0,7 cm la grupa de
varsta 12-13 ani, 17,03 + 0,8 cm la grupa de varsta 14-16 ani si de 17,16 = 0,7 cm la grupa
de varsta de 17-18 ani (p=0,0001). Diametrul biparietal a fost 12,4 + 0,5 cm la grupa de
varstda 4-7 ani, 13,03 + 0,6 cm la grupa de varsta 8-11 ani, 13,50 £ 0,5 cm la grupa de
varsta 12-13 ani, 13,80 + 0,7 cm la grupa de varsta 14-16 ani si de 13,55 + 0,8 cm la grupa
de varsta 17-18 ani (p=0,0002). Distanta menton-tragus a fost 7,80 + 0,8 cm la grupa de
varstda de 4-7 ani, 9,64 = 0,6 cm la grupa de varsta 8-11 ani, 10,85 = 0,9 cm la grupa de
varsta 12-13 ani, 11,21 £ 0,7 cm la grupa de varsta 14-16 ani side 11,11 = 0,6 cm la grupa
de varsta 17-18 ani (p=0,0000). Distanta menton-glabela a fost 7,4 + 0,5 cm la grupa de
varstd 4-7 ani, 9,03 £ 0,5 cm la grupa de varstd 8-11 ani, 9,75 £ 1 cm la grupa de varsta 12-
13 ani, 9,87 £ 0,6 cm la grupa de varsta 14-16 ani si de 10,22 = 1 cm la grupa de varstd 17-
18 ani (p=0,000002). Circumferinta craniana la fete a fost de 52,7 + 1,6 cm, iar la baieti
a fost de 54,1 £ 1,9 cm ( p = 0,0004). Diametrul anteroposterior a fost 16,33 + 0,7 cm la
fete si 17,18+0,8cm la baieti (p=0,00001). Diametrul biparietal a fost 13,3 + 0,8 c¢cm la
fete si 13,72 £ 0,6 cm la baieti (p=0,007). Distanta menton-tragus a fost 10,38 + 1 cm la
fete si 11,02 £ 0,7 cm la baieti (p=0,00005). Distanta menton-glabela a fost 9,31 + 1 cm
la fete si 9,9 £ 0,7 cm la baieti (p=0,00004). Din lotul martor doar 2 baieti si o fatd au
provenit din mediu rural, frecventdnd scoala in Drobeta Turnu Severin facand naveta
zilnica, astfel cad nu s-a justificat raportarea la mediul de provenienta a acestui lot.
Coeficientii de relatie la lotul martor au evidentiat: a) greutatea si lungimea de la nastere
(r=0,46) au evidentiat similitudinea intre sexe; b) perimetrul cranian si diametrul
anteroposterior (r=0,82) au evidentiat o crestere armonioasa a neurocraniului; C)
perimetrul cranian si diametrul biparietal (r=0,62) au evidentiat o crestere armonioasa a
neurocraniului; d) diametrul anteroposterior si diametrul biparietal (r=0,40) evidentiaza
dezvoltarea proportionald a neurocraniului in plan sagital si lateral; €) distanta menton-
tragus si distanta menton-glabeld (r=0,46) indicd dezvoltarea proportionala a
viscerocraniului in plan frontal si lateral; f) varsta si diametrul anteroposterior (r=0,46)
evidentiaza o crestere proportionald cu varsta; () varsta si diametrul biparietal (r=0,45)
prezinta o crestere proportionald cu varsta; h) varsta si distanta menton-tragus (r=0,68) in
stransa corelatie, indica o crestere armonioasa cu varsta; i) varsta si distanta mento-glabela
(r=0,43) evolueaza proportional.



Compararea parametrilor lotului de deficienti mintali cu lotul martor am
facut-o dupa institutia de provenientad si dupa diagnosticul neuropsihic. Dupd institutia de
provenientd (greutatea la nastere a fost: 2565 + 695 g la cei din Centrul de plasament,
2900 = 697 g la cei din plasament familial si de 3134 + 339 g la cei de la Scoala
Ajutatoare, comparativ cu lotul martor care a fost de 3117 £ 333 g (p=0,000002).
Lungimea la nastere a fost 47,44 + 3 cm la cei din Centrul de plasament, 48 = 5 cm la cei
din plasament familial si de 50,55 + 1 cm la cei de la Scoala Ajutatoare, comparativ cu
lotul martor de 50,13 + 2 cm (p = 0,0000). Varsta la efectuarea studiului a fost 14,82 + 3
ani la cei din Centrul de plasament, 8 + 5 ani la cei din plasament familial si 14,23 + 1 ani
la cei de la Scoala Ajutatoare, comparativ cu lotul martor care au avut 13,62 + 3 ani (p =
0,006). QI a fost in Centrul de plasament 26,20 £+ 9,45; in plasamentul familial 39,89 +
15,36 si in Scoala Ajutatoare de 54,64 + 9,74, comparativ cu lotul martor cu un QI1=99,0 +
0 (p=0,0000). Circumferinta cranian a fost 50,65 + 2,71 cm in Centrul de plasament;
47,7 + 3,45 cm in plasamentul familial si 52,5 + 1,99 cm la Scoala Ajutatoare, comparativ
cu lotul martor de 53,55 + 1,92 cm (p = 0,0000). Diametrul anteroposterior a fost 15,94
+ 0,89 cm in Centrul de plasament; 13,40 = 1,67 cm in plasamentul familial si 16,16 + 1,02
cm si la Scoala Ajutatoare, comparativ cu lotul martor de 16,79 + 0,88 cm (p = 0,0000).
Diametrul biparietal a fost 11,26 £ 1,27 ¢cm in Centrul de plasament; 9,99 + 2,38 cm in
plasamentul familial si de 12,81 + 0,61 cm la Scoala Ajutatoare, comparativ cu lotul
martor de 13,53 £ 0,79 cm (p = 0,0000). Distanta menton-tragus a fost 9,92 + 0,89 cm la
Centrul de plasament; 8,30 + 1,64 cm la plasamentul familial si 10,59 £+ 0,78 cm la Scoala
Ajutatoare, comparativ cu lotul martor de 10,73 + 1,15 cm (p = 0,0000). Distanta
menton-glabela a fost 9,04 = 0,88 c¢cm la Centrul de plasament; 8,20 + 1,35 cm la
plasamentul familial si 9,61 £ 0,7 cm la Scoala Ajutatoare, comparativ cu lotul martor de
9,63 + 1,22 cm (p = 0,00008). In functie de diagnosticul neuropsihic greutatea la
nastere a fost 3083 + 393 g la cazurile cu retard mintal usor; 2887 + 405 g la retardul
mintal moderat si 2646 + 444 g la retardul mintal sever, comparativ cu lotul martor de
3117 £ 333 g (p = 0,0004). Lungimea la nastere a fost 50,44 + 1 cm la retardul mintal
usor, 48,40 + 3 c¢m la retardul moderat si de 48,1 = 3 cm la retardul sever, comparativ cu
lotul martor de 50,13 =2 cm (p = 0,00007). Varsta la efectuarea studiului a fost 13,3 +3
ani la retardul mintal usor; 14,1 + 2 ani la retardul moderat si de 14,8 + 3 ani la retardul
sever, comparativ cu lotul martor de 13,6 + 3 ani (p = 0,07). QI la retardatii mintal usor a
fost de 59,34 + 7,61; la retardatii moderat de 43,76 + 3,03; iar la retardatii sever 24,62 +
7,32, comparativ cu lotul martor de 99,0 = 0 (p = 0,0000). Circumferinta craniana a fost
52,06 + 2,65 cm in retardul mintal usor; 51,48 + 2,23 cm in retardul moderat si 50,71 +
2,83 cm in retardul sever, comparativ cu lotul martor de 53,55 £ 1,92 cm (p = 0,000).
Diametrul anteroposterior a fost 15,81 + 1,46 cm in retardul mintal usor; 16,02 + 1 cm in
retardul moderat si 15,93 + 0,93 cm in retardul sever, comparativ cu lotul martor de 16,79
+ 0,8 cm (p = 0,000001). Diametrul biparietal a fost 12,46 + 1,3 ¢cm la cazurile cu retard
mintal usor; 12,26 + 1,3 cm la retardul moderat; 11,28 + 1,3 cm la retardul sever,
comparativ cu lotul martor de 13,53 £ 0,79 cm (p = 0,0000). Distanta menton-tragus a
fost 10,25 + 1,23 cm 1in retardul mintal usor; 10,43 + 0,9 cm in retardul moderat; 9,94 +
0,98 cm in retardul sever, comparativ cu lotul martor de 10,73 + 1,15 cm (p = 0,00063).
Distanta menton-glabela a fost 9,32 + 0,96 cm la cazurile cu retard mintal usor; 9,56 +
0,85 cm la retardul moderat; 9,08 + 0,87cm la retardul sever, comparativ cu lotul martor de
9,63 + 1,22 cm (p = 0,008). Neurocraniul si viscerocraniul realizeaza prin culoarele de
crestere proprii o extremitate microcefalica in raport cu gradul retardului mintal (120).
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CapitolulV. Starea de nutritie a copilului cu deficit neuropsihic

Introducere Frecvent se raporteaza modificari ale starii de nutritie in deficitul
neuropsihic in conditiile unei alimentatii adecvate varstei.

Ipoteza de lucru. Am lucrat timp de 4 ani la Centrul de plasament §i recuperare a
copilului cu handicap neuropsihomotor Drobeta Turnu-Severin unde alimentatia era strict
controlatd §i asigurata, cantitativ si calitativ, in privinta aportului energetic si de principii
nutrifionali i am observat o stare de nutritie deficitara, contrar asteptarilor, care m-a
determinat sa studiez in ce masurd exista o relatie intre deficitul neuropsihic si starea de
nutritie, prin masurarea unor parametrii practici.

Material si metode. Am luat in studiu in perioada 2002-2004 un total de 110 copii
cu diagnosticul de retard mintal din Centrul de plasament si recuperare a copilului cu
handicap neuropsihomotor Drobeta Turnu-Severin, 63 cazuri; de la Scoala Ajutatoare
,,Constantin Pufan” din municipiul Drobeta Turnu-Severin, 29 cazuri si din plasamentul
familial 18 cazuri. Am inregistrat 38 fete si 72 baieti, proveniti atat din mediul urban cat si
din mediu rural. Lotul copiilor cu retard mintal a cuprins copii in varsta de 4-18 ani pe care
I-am repartizat pe grupe de varsta: I. grupa de varsta 4-7 ani, 5 cazuri; I1. grupa de varsta 8-
11 ani, 9 cazuri; III. grupa de vasta 12-13 ani, 15 cazuri; IV. grupa de varsta 14-16 ani, 65
cazuri; V. grupa de varsta 17-18 ani, 16 cazuri.

Am intocmit o figd de protocol a fiecarui caz care a cuprins datele de identitate,
datele anamnestice existente in foile si fisele de observatie medicala de la institutiile
respective sau medicul de familie, privind antecedentele eredocolaterale i personale.
Protoculul de investigare a cuprins: examenul clinic general, masurarea greutatii, inal{imii
si bustului. Lungimea membrelor inferioare am apreciat-o din diferenta intre inaltime si
bust. Indicele de masa corporala 1-am calculat din greutatea / inaltimea?. QI a fost apreciat
anual de citre psihologii institutiilor de provenienta. In baza QI am impartit lotul copiilor
cu retard mintal in trei subloturi distincte: retard mintal usor, intalnit la 32 de cazuri; retard
moderat la 17 cazuri si retard sever la 61 de cazuri.

Pentru comparare am luat in studiu un lot martor de 101 copii sandtosi, in varsta de
4-18 ani de la Scoala Generala numarul 6 si de la Liceul ,,Domnul Tudor” din municipiul
Drobeta Turnu-Severin, cu un QI normal pentru varsta. Lotul martor a cuprins 46 fete si 55
de baieti care a fost impartit pe grupe de varstd similare lotului de copii retardati
neuropsihic: grupa | 5 cazuri; grupa Il 14 cazuri; grupa Il 24 cazuri; grupa 1V 49 cazuri;
grupa V 9 cazuri.

Am determinat personal, la fiecare caz in parte, greutatea, lungimea, bustul si
lungimea membrelor inferioare. Am calculat fiecarui caz indicele masei corporale.
Rezultatele masurdtorilor efectuate le-am interpretat statistic in baza analizei de varianta
ANOVA T si Il, a testului nonparametric Kruskal-Wallis si a coeficientului Spearman. Am
considerat semnificativ p < 0,05 si r > 0,50.

Rezultate

Lotul copiilor cu retard neuropsihic l-am structurat in raport de QI in retard
mintal usor cu QI=59,34 + 7,61, retard mintal moderat cu QI=43,76 + 3,03 si retard
mintal sever cu Q1=24,62 + 7,32 (p=0,0000). La nastere, greutatea fetelor a fost de 2610
+ 651 g si a baietilor de 2943 + 587 g (p=0,015). Lungimea la nastere a fost de 47,66 + 3
cm la fete si 49,60 + 2 cm la baieti (p=0,007). Varsta medie a fost la fete de 14,07 + 3 ani,
iar la baieti de 14,40 £+ 2 ani (p=0,60 ). Greutatea actuala a fost de 42,78 + 10 kg la copii
cu retard mintal usor; 41,05 = 10 kg la retardul moderat si de 34,27 + 12 kg la retardul
sever (p= 0,002). Iniltimea actuali a fost de 150,75 + 18 cm la copii cu retard mintal
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usor; 144,94 + 17 cm la retardul moderat si de 138,31 + 15 cm la retardul sever
(p=0,0003). IMC a fost de 18,18 + 2 kg/m? in retardul mintal usor; 18,74 + 2 kg/m? in
retardul moderat si 17,47 + 3 kg/m? la retardul sever (p=0,312). Bustul a fost de 75,28 +
10 cm la copii cu retard mintal usor; 70,81 + 9 cm in retardul moderat si de 64,94 + 8 cm
retardul sever (p=0,00003). Membrele inferioare au avut o lungime de 76,40 = 9 cm la
copii cu retard mintal usor; 77,43 £ 12 c¢m in retardul moderat si de 74,38 £ 8 cm in
retardul sever (p= 0,556). Greutatea actuala a fost 16 + 3,08 kg la grupa de varsta I; 20,4
+ 3,9 kg la grupa Il; 40,2 = 9,4 kg la grupa Il1; 39,9 + 10,6 kg la grupa IV si 43,3 £ 8,5 kg
la grupa V (p=0,000005). iniltimea actuali a fost 101,2 + 9.3 cm la grupa |, 121,2 + 8,8
cm la grupa 11;147,8 £ 13,1 cm la grupa Il1; 146,04 £ 13,8 cm la grupa IV side 151,1 £
11,7 cm la grupa V (p=0,000000). IMC a fost de 15,6 + 1,9 kg/m? la grupa de varsta I;
14,03 + 2,5 kg/m? la grupa 1I; 18,4 + 3,1 kg/m? la grupa Ill; 18,2 + 3,06 kg/m? la grupa IV
si 18,8 + 3,5 kg/m? la grupa V (p=0,0016). Bustul a fost de 50,0 + 3 cm la grupa de varsta
I; 55,8 £ 3 cm la grupa II; 71,13 + 8 cm la grupa Il1; 70,68 =9 cm la grupa IV si 70,25 + 7
cm la grupa V (p= 0,00001). Lungimea membrelor inferioare a fost 51,2 = 7 c¢cm la
grupa de varsta [; 64,6 =9 cm la grupa Il; 76,73 £ 7 cm la grupa Il1; 76,57 £ 7 cm la grupa
IV si 80,81 = 6 cm la grupa V (p=0,0000). QI a fost 37,8 = 15 la grupa de varsta [; 28 = 13
la grupa Il; 51,6 + 16 la grupa Ill; 37,8 = 16 la grupa IV si 29,1 +12 la grupa V (p=0,001).
Greutatea actuala la fete a fost 37,07 + 11 kg, iar la baieti de 38,18 + 12 kg (p=0,65).
iniltimea actuali la fete a fost 140,60 + 15 cm, iar la baieti a fost 144,19 + 18 cm
(p=0,30). IMC la fete a fost de 18,52 + 4 kg/m? si la baieti de 17,53 + 2 kg/m? (p= 0,13).
Bustul la fete a fost 67,97 = 8 c¢cm si la baieti 70,07 + 10 cm (p=0,132). Membrele
inferioare au fost la fete de 74,19 = 9 cm, iar la baieti de 76,13 = 9 cm (p=0,66). QI la
introducerea in studiu a fost la fete 37,84 £ 12, iar la baieti a fost 37,59 + 18 (p=0,53).
Greutatea actuala in raport de mediul de provenienta a fost 38,2 + 12,5 kg la copiii
proveniti din mediu urban si 37,9+11,1 kg la cei proveniti din mediu rural (p=0,63).
Iniltimea actuali a fost 145,5 + 10,5 cm la copiii din mediul urban si 142,6 + 8,2 cm la
cei din mediul rural (p=0,28). IMC a fost 17,6+3,1 kg/m? la cazurile din mediul urban si
18,143,5 kg/m? din mediul rural (p=0,57). Bustul a fost 70,6+10,6 cm la copiii din mediul
urban si 66,3+£8,3 cm din mediul rural (p=0,028). Lungimea membrelor inferioare a fost
de 74,9+10,5 cm la copiii proveniti din mediu urban si 76,3+8,2 cm la cei proveniti din
mediul rural (p=0,53). QI la cazurile din mediul urban a fost de 41,5+17,6 si de 31,3£13,2
la cei din mediu rural (p=0,0051). Coeficientii de relatic la lotul cu retard mintal
evidentiaza: greutatea si lungimea la nastere (r=0,90); greutatea actuald si lungimea
actuala (r=0,87); bustul si indltimea actuala (r=0,85); lungimea membrelor inferioare si
inaltimea actuala (r=0,85); bustul si lungimea membrelor inferioare (r=0,53).

Lotul copiilor martor. La nastere greutatea a fost de 3094+367g la fete si de
3138+303g la baieti (p=0,58). Lungimea la nastere a fost 49,58+3cm la fete si 50,63+
lcm la baieti (p =0,243). Varsta la data introducerii in studiu a fost de 12,93+3 ani la fete
si de 14,2042 ani la baieti (p=0,07). IMC a fost 15,2242 kg/m? la grupa de varsta I; la
grupa I de 17,572 kg/m?; la grupa Il 18,54+2 kg/m?; la grupa IV 20,1+3 kg/m?, iar la
grupa V de 20,63+2 kg/m? (p=0,0004). Bustul la grupa de varsta | a fost de 56£2 cm, la
grupa Il de 67,57+2 cm, la grupa Il de 77,04+4 cm, la grupa IV de 85+4 cm, iar la grupa
V de 84,77+ 4 cm (p=0,0000). Lungimea membrelor inferioare a fost de 59+4 cm la
grupa de varsta |; 66,4245 cm la grupa Il; 79,3745 cm la grupa I11; 82,89+5 cm la grupa IV
si de 82+8 cm la grupa V (p=0,0000). Greutatea actuala la fete a fost de 44,37+13 kg, iar
la baieti de 52,43+13 kg (p=0,004). iniiltimea actuali la fete a fost de 150,76+16 cm, iar
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la baieti de 163,43+17 cm (p=0,0005). IMC la fete a fost de 19,09+£3 kg/m?, iar la baieti de
19,18+2 kg/m? (p=0,88). Bustul fetelor a fost de 76,58+9 cm, iar al baietilor de 81,45+8
cm (p=0,006). Membrele inferioare la fete au avut o lungime de 73,76+7 cm, iar la baieti
de 75,69 + 8 cm (p=0,00001). Din lotul martor doar 2 baieti si o fata au provenit din mediu
rural, frecventand scoala in Drobeta Turnu Severin in regim de naveta zilnica, astfel ca nu
s-a justificat raportarea la mediul de provenienta a acestui lot. Coeficientii de relatie la
lotul martor au evidentiat: greutatea si lungimea de la nastere (r=0,46); greutatea de la
nastere si greutatea actuala (r=0,10); lungimea de la nastere si inaltimea actuala (r=0,02);
greutatea actuald si indltimea actuala (r=0,80); indltimea actuald si bustul (r=0,88);
indltimea actuala si lungimea membrelor inferioare (r=0,88); bustul si lungimea
membrelor inferioare (r=0,75).

Compararea parametrilor lotului de deficienti mintali cu lotul martor s-a facut
in functie de diagnosticul neuropsihic si dupa institugia de provenienta.

In functie de diagnosticul neuropsihic. Greutatea la nastere a fost 3083+393 g la
copiii cu retard mintal usor; 2887+405 g la retardul moderat; 2646+444 g la retardul sever,
comparativ cu lotul martor de 3117+333 g (p= 0,0004). Lungimea la nastere a fost 50,44
+1 c¢m 1in retardul mintal usor; 48,40+3 cm in retardul moderat, 48,13 cm 1in retardul
sever, comparativ cu lotul martor de 50,13+2 cm (p= 0,00007). Varsta la efectuarea
studiului a fost 13,3+3 ani la copiii cu retard mintal usor; 14,1+2 ani la retardul moderat si
de 14,843 ani la retardul sever, comparativ cu lotul martor de 13,6+3 ani (p=0,07). Ql a
fost 59,34+7,61 1n retardul mintal usor; 43,76+3,03 in retardul moderat; 24,62+7,32 in
retardul sever, iar la lotul martor a fost 99,00+0 (p=0,0000). Greutatea actuala a fost
42,78410,58 kg la retardul mintal usor; 41,05+10,95 kg in retardul moderat; 34,27+12,01
kg in retardul sever si la lotul martor a fost 48,76+14,11 kg (p=0,000001). iniltimea
actuala a fost 150,75+18,78 cm la retardul mintal usor, 144,94+17,32 cm la retardul
moderat, 138,31+£15,11 cm la retardul sever si la lotul martor de 157,66+£17,89 cm, (p =
0,000001). IMC a fost 18,18+2,92 kg/m? la copiii cu retard mintal usor; 18,74+2,74 kg/m?
la retardul moderat; 17,47+3,58 kg/m? la retardul sever, iar la lotul martor a fost 19,14+
2,98 kg/m? (p = 0,012). Bustul a fost 75,284+10,23 cm la cazurile cu retard mintal usor,
70,81+£9,04 cm la retardul moderat, 64,94+8,14 cm la retardul sever, iar la lotul martor de
79,23+9,11 cm (p = 0,0000). Lungimea membrelor inferioare a fost 76,40+9,50 cm in
retardul mintal usor; 77,43+12,59 cm in retardul moderat; 74,38+8,97 cm in retardul sever,
si la lotul martor de 78,51+9,27 cm (p = 0,073). In raport cu institutia de provenientd.
Greutatea la nastere a fost 2565+695 g la cazurile din centrul de plasament, 2900+697 g
la plasamentul familial, 31344339 g la cazurile de la Scoala Ajutitoare, iar la lotul martor
a fost de 3117+333 g (p=0,000002). Lungimea la nastere a fost 47,44+3 cm la cazurile
din centrul de plasament, 48+5 cm in plasamentul familial, 50,551 cm in Scoala
Ajutatoare, iar la lotul martor de 50,13+2 cm (p=0,0000). Varsta la efectuarea studiului a
fost 14,8243 ani la copii din Centrul de plasament, 8+5 ani la copiii din plasamentul
familial si de 14,2341 ani la Scoala Ajutatoare, comparativ cu lotul martor care a avut
varsta de 13,6243 ani (p=0,006). QI la copiii din Centrul de plasament a fost de 26,20+
9,45, la plasamentul familial de 39,89+15,36, iar la Scoala Ajutatoare de 54,64+9,74,
comparativ cu lotul martor cu un QI de 99+0 (p=0,0000). Greutatea actuala a fost 33,90
+10 kg la cazurile din Centrul de plasament, 21,20+13 kg la plasamentul familial, 45,61+9
kg la Scoala Ajutitoare, iar la lotul martor a fost 48,76+14 kg (p= 0,0000). iniltimea
actuala la copiii din Centrul de plasament a fost 138+14 cm, la plasamentul familial 112+
26 cm, la Scoala Ajutatoare de 153411 cm, iar lotul martor de 15717 cm (p=0,0000).
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IMC din Centrul de plasament a fost 17,46+3 kg/m?, din plasamentul familial de 15,79+3
kg/m?, de la Scoala Ajutatoare de 18,74+3 kg/m?, iar la lotul martor a fost 19,14+2 kg/m?

(p

=0,002). Bustul copiilor din Centrul de plasament a fost 64,50+7,63 cm, din

plasamentul familial 54,00+10,7 cm, de la Scoala Ajutatoare 76,97+6,40 cm, iar la lotul
martor a fost de 79,23+9,11 cm (p= 0, 0000). Lungimea membrele inferioare la cazurile
din Centrul de plasament a fost 74,72+9,53 cm, din plasamentul familial 58,60+17,37 cm,

la

Scoala Ajutatoare 78,50+6,27 cm, iar la lotul martor de 78,51+9,27 cm ( p =0,003)

(123).

CONCLUZII GENERALE

1

2.

[ I SRS

8.

9.

. Perimetrul cranian, diametrul anteroposterior si diametrul biparietal indica

microcefalie relativa la copii cu retard mintal.
Neurocraniul mai mic la copii cu retard mintal este 1n relatie directa cu
severitatea retardului.

. Viscerocraniul isi are un ritm propriu de crestere fatd de neurocraniu.
. Microcefalia evidentiata antropometric poate fi sugestiva pentru retardul mintal.
. Severitatea retardului mintal in relatie cu dimensiunile neurocraniului este un

indicator in orientarea scolard a acestor copii.

. Starea de nutrifie apreciata prin greutate, lungime si indicele masei corporale,

este mai deficitara la copilul cu retard mintal.

. Starea de nutritie de la nastere este oglinda aportului nutritional intrauterin care

isi lasd amprenta postnatal, pana la varsta adolescentei.

Severitatea retardului neuropsihic individualizeaza culoarele de crestere
somaticd ale copilului cu retard mintal.

Retardul mintal se inscrie in constelatia multifactoriala ce influenteaza starea de
nutritie.

10. Severitatea retardului mintal reprezinta reper de distributie in institutiile

11.

sociale de profil, starea de nutritie fiind subsidiara in raport de QI la nivelul
acestor institufii.

Plasamentul familial a copiilor cu deficit neuropsihic este o optiune aleatorie a
parintilor surogat din servicile de asistentd sociala.
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Introduction

Neuropsychic disorder or mental retardation is a clinical reality during childhood,
having an impact on the affected person, as well as on that person’s family and on society.

A. Current stage of knowledge:

Chapter 1. It presents the etiology and the pathogeny of mental retardation, after
defining the concept of neuropsychic disorder and assessing the incidence of mental
retardation at international level.

Neuropsychic disorder or mental retardation involves a permanent non-progressive
deficient mental state, with a global and homogeneous character. Mental deficiency will
have an impact on all the adaptive requirements of the growing child. Onset occurs before
the age of 18 (1, 2).

The frequency of mental retardation in the infantile population is estimated at less
than 1-3% of the general population, with some estimates reaching 10%. At school age, it
Is estimated at 1.14%. Boys have a higher frequency because of the involvement of the X
chromosome, the boys/girls ratio being 1.3:1 to 1.9:1 (3-13).

The etiology of mental retardation is complex, having two major components, the
time of action and causality, and includes six groups of etiological factors: genetic,
malformative of the central nervous system, external prenatal, acquired prenatally,
acquired postnatally, non-classifiable, unknown factors (14). In time, new causes have
been introduced and syndromes recognized based on clinical criteria alone have been
accepted (17).

The pathogeny of neuropsychic disorder represents the pathway from the time of
action of etiological factors to the appearance of mental retardation. Due to the complex
etiological causality, pathogeny is extremely varied, with the dominance of genetic
mechanisms (19).

Chapter 11. Diagnostic landmarks are presented. Clinical diagnosis is based on the
DSM-IV and ICD-10 criteria (1, 102). Psychological evaluation assesses psychomotor
development, intelligence, motricity, sensory and perceptive-motric functions, attention,
memory, language, personality, psychosocial maturation, as well as the education level and
possibilities (103). Paraclinical investigations include anthropometry,
electroencephalography, imaging and laboratory investigations. Anthropometry assesses
the physical development of the body, both sequentially, by structurally individualized
body segments, and as a whole, at a given time, in dynamics (104-107).
Electroencephalography, the imaging investigation and laboratory investigations explore
the clinical entities involved in the etiopathogeny of mental retardation.

B. Personal contributions:

Chapter I11. The working hypothesis includes the background and the objectives of
the research.

The presence of mental retardation in the infantile population is an undeniable
clinical reality. | worked in a placement and rehabilitation center for children with
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neuropsychomotor disabilities and | noticed some cranial dysmorphies and a state of
nutritional deficiency in the context of an adequate and balanced diet. We aimed to study
the following: a) to what extent these dysmorphies are characteristic of the child with
mental retardation. b) whether there is a relationship between the neuropsychic disorder
and the nutritional status, by the measurement of accessible anthropometric parameters. c)
to provide some accessible guiding methods in primary care.

Chapter 1V. Anthropometric changes in the skull of the child with
neuropsychic disorder.

Introduction. The neurocranium is usually measured by measuring the cranial
circumference. There is a close correlation between the cranial circumference, the brain
weight and the brain volume. The brain and the cranial circumference have a secular
growth tendency (129). New tests for the evaluation of cranial structure, new
anthropometric indices are required.

Working hypothesis. | worked for 4 years at the Placement and Rehabilitation
Center for Children with Neuropsychomotor Disabilities in Drobeta Turnu-Severin, where
I noticed some cranial dysmorphies in children with neuropsychic disorder, which made
me study: a) to what extent these dysmorphies are characteristic of these children; b) the
introduction of new anthropometric parameters for the neurocranium and the
viscerocranium.

Material and methods. In the period 2002-2004, we studied 110 children
diagnosed with mental retardation from the Placement and Rehabilitation Center for
Children with Neuropsychomotor Disabilities Drobeta Turnu-Severin, 63 cases, from the
”Constantin Pufan” School for Disabled Children Drobeta Turnu-Severin, 29 cases, and
from family placement, 18 cases. We recorded 38 girls and 72 boys, both from urban and
rural environment. The group of children with mental retardation included children aged 4-
18 years, assigned to age groups: I. the 4-7 age group, 5 cases; Il. the 8-11 age group, 9
cases; Ill. the 12-13 age group, 15 cases; IV. the 14-16 age group, 65 cases; V. the 17-18
age group, 16 cases.

We drew up a protocol record of each case, including the identity data, the
environment of origin, the data of the medical observation sheets and records from the
institutions concerned or the family doctor regarding the family and personal history. The
investigation protocol included a general clinical examination and the measurement of the
cranial circumference, the anteroposterior cranial diameter, the biparietal diameter, the
chin-tragus distance, as well as the chin-glabella distance.

The intelligence quotient (IQ) was annually assessed by a psychologist at the
Placement Center, at the School for Disabled Children and the Laboratory of Mental
Health from Drobeta Turnu-Severin. Based on the 1Q, we divided the group of children
with mental retardation into three subgroups: mild mental retardation, found in 32 cases,
moderate mental retardation in 17 cases, and severe mental retardation in 61 cases. We
excluded the cases of hydrocephalus, those associated with motor dysfunctions, pareses or
paralyses.

For comparison, we included in the study a control group of 101 healthy children,
aged 4-18 years, from the General School no. 6 and the "Domnul Tudor” High School of
Drobeta Turnu-Severin, with a normal 1Q for their age. The control group included 46 girls
and 55 boys, assigned to age groups similar to those of the children with neuropsychic
disorder: 1. the 4-7 age group, 5 cases; Il. the 8-11 age group, 14 cases; Ill. the 12-13 age
group, 24 cases; IV. the 14-16 age group, 49 cases; V. the 17-18 age group, 9 cases.
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We personally performed in each individual case at the level of the cephalic
extremity a duplicate measurement of the parameters defining both the neurocranium and
the viscerocranium. The results of the measurements were statistically interpreted based on
the ANOVA 1| and Il analysis of variance for population groups, the non-parametric
Kruskal-Wallis test and the Spearman coefficient. We considered p < 0.05 and r > 0.50 as
significant.

Results

We divided the group of children with neuropsychic retardation depending on
the 1Q into mild mental retardation with 1Q = 59.34 + 7.61, moderate mental retardation
with 1IQ = 43.76 + 3.03, and severe mental retardation with IQ = 24.62 + 7.32 (p=0.0000).
The cranial circumference was 2.06 + 2.65 c¢cm in children with mild mental retardation,
51.48 £ 2.23 cm in those with moderate mental retardation, 50.71 + 2.83 c¢m in those with
severe mental retardation (p=0.03). The anteroposterior diameter was 15.81 + 1.46 cm
in those with mild mental retardation, 16.02 = 1 cm in those with moderate mental
retardation, 15.93 £+ 0.93 cm in those with severe mental retardation (p=0.80). The
biparietal diameter was 12.46 = 1.30 cm in children with mild mental retardation, 12.26
+ 1.30 cm in those with moderate mental retardation, and 11.28 + 1.30 c¢cm in those with
severe mental retardation (p=0.0002). The chin-tragus distance was 10.25 + 1.23 c¢cm in
children with mild mental retardation, 10.43 + 0.9 cm in those with moderate mental
retardation, 9.94 + 0.98 cm in those with severe mental retardation (p=0.049). The chin-
glabella distance was 9.32 £+ 0.96 cm in children with mild mental retardation, 9.56 + 0.85
cm in those with moderate mental retardation, and 9.08 = 0.87 ¢cm in those with severe
mental retardation (p=0.139). The cranial circumference was 47 + 2 cm in the 4-7 group
age, 47.8 = 4 cm in the 8-11 age group, 52.03 = 2 cm in the 12-13 age group, 51.6 £ 2 cm
in the 14-16 age group, and 52.1 = 1 c¢m in the 17-18 age group (p=0.00001). The
anteroposterior diameter was 13.70 + 1 cm in the 4-7 age group, 14.83 = 1 ¢cm in the 8-
11 age group, 15.86 = 1 cm in the 12-13 age group, 16.12 = 0.7 cm in the 14-16 age group,
and 16.40 £ 0.7 cm in the 17-18 age group (p=0.000052). The biparietal diameter was
9.70 £ 1 cm in the 4-7 age group, 10.38 = 1 cm in the 8-11 age group, 12.26 = 1 cm in the
12-13 age group, 11.12 = 1 cm in the 14-16 age group, and 12.18 = 1 cm in the 17-18 age
group (p=0.0001). The chin-tragus distance was 7.70 = 1 cm in the 4-7 age group, 9.50 +
1 cm in the 8-11 age group, 9.90 + 0.6 cm in the 12-13 age group, 10.29 + 1 cm in the 14-
16 age group, and 10.53 = 0.9 c¢cm in the 17-18 age group (p=0.00006). The chin-glabella
distance was 7.80 = 1 c¢m in the 4-7 age group, 9.10 + 1 cm in the 8-11 age group, 8.96 +
0.5 cm in the 12-13 age group, 9.33 £ 0.9 cm in the 14-16 age group, and 9.56 £ 0.7 cm in
the 17-18 age group (p=0.001). The 1Q was 37.8 + 15 in the 4-7 age group, 28 + 13 in the
8-11 age group, 51.6 + 16 in the 12-13 age group, 37.8 + 16 in the 14-16 age group, 29.1
+12 in the 17-18 age group (p=0.001). The cranial circumference was 50.3 = 2 cm in
girls and 51.6 = 2 cm in boys (p=0.01). The anteroposterior diameter was 15.50 + 1.26
cm in girls and 15.76 + 1.34 cm in boys (p=0.319). The biparietal diameter was 10.94 +
1.3 cm in girls and 11.28 £ 1.27 cm in boys (p=0.190). The chin-tragus distance was
9.77 £ 0.9 cm in girls and 10.29 £+ 1.09 cm in boys (p=0.01). The chin-glabella distance
was 9.04 £ 0.8 cm in girls and 9.33 £ 0.9 cm in boys (p=0.11). The intelligence quotient
at the time of investigation was 37.84 = 12 in the 38 girls, and 37.59 + 18 in the 72 boys
(p=0.53). At birth, the weight of girls was 2610 £+ 651 g, and that of boys 2943 + 587 g
(p=0.015). Length at birth was 47.66 + 3 cm for girls and 49.60 = 2 cm for boys
(p=0.007). The mean age of girls was 14.07 &= 3 years and that of boys 14.40 + 2 years
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(p=0.60 ). The cranial circumference depending on the environment of origin was
51.25 £ 2 cm in cases from urban areas and 51.17 £ 2 c¢cm in cases from rural areas
(p=0.86). The anteroposterior diameter was 15.7 = 1 cm in cases from urban areas and
16.1 = 0.7 cm in cases from rural areas (p=0.18). The biparietal diameter was 11.9 + 1
cm in cases from urban areas and 11.5 £ 1 cm in cases from rural areas (p=0.11). The
chin-tragus distance was 10.11 + 1.1 ¢cm in cases from urban areas and 10.11 £ 0.9 cm in
cases from rural areas (p=0.98). The chin-glabella distance was 9.25 + 0.9 cm in cases
from urban areas and 9.20 + 0.8 cm in cases from rural areas (p=0.76). The 1Q was 41.5 +
17 in cases from urban areas and 31.3 £+ 13 in cases from rural areas (p=0.0051). Weight
at birth was 2971 + 555 g in cases born in urban areas and 2582 + 673 g in cases from
rural areas (p=0.04). The relation coefficients in the group with mental retardation
evidenced: a) weight and length at birth (r=0.90) evidenced a harmonious somatic
development; b) the anteroposterior and biparietal diameter (r=0.51) evidenced a
harmonious neurocranial development in sagittal and lateral planes; c) the chin-tragus
distance and the chin-glabella distance (r=0.84) evidenced a harmonious viscerocranial
development; d) age and the anteroposterior diameter (r=0.57) evidenced a sagittal
neurocranial development with age; e) age and the biparietal diameter (r=0.88) evidenced
a lateral neurocranial development with age; f) age and the chin-tragus distance (r=0.54)
evidenced a lateral viscerocranial development with age; g) age and the chin-glabella
distance (r=0.41) evidenced an age independent frontal viscerocranial development.

The control group presented a weight at birth of 3094 + 367g for girls and 3138 +
303g for boys (p=0.58). Length at birth was 49.58 + 3cm for girls and 50.63 + 1cm for
boys (p=0.243). Age at the time of measurements was 12.93 + 3 years for girls and 14.20
+ 2 years for boys (p=0.07). The cranial circumference was 50.8 + 1.3 cm in the 4-7 age
group, 52.1 = 1.6 cm in the 8-11 age group, 53.6 = 1.5 cm in the 12-13 age group, 54.9 +
1.8 cm in the 14-16 age group, and 54.1 + 2 cm in the 17-18 age group (p=0.00016). The
anteroposterior diameter was 15.2 + 0.4 cm in the 4-7 age group, 16.54 = 0.8 cm in the
8-11 age group, 16.66 £ 0.7 cm in the 12-13 age group, 17.03 + 0.8 cm in the 14-16 age
group, and 17.16 = 0.7 cm in the 17-18 age group (p=0.0001). The biparietal diameter
was 12.4 + 0.5 cm in the 4-7 age group, 13.03 = 0.6 cm in the 8-11 age group, 13.50 + 0.5
cm in the 12-13 age group, 13.80 = 0.7 cm in the 14-16 age group, and 13.55 £ 0.8 cm in
the 17-18 age group (p=0.0002). The chin-tragus distance was 7.80 + 0.8 cm in the 4-7
age group, 9.64 £ 0.6 cm in the 8-11 age group, 10.85 = 0.9 cm in the 12-13 age group,
11.21 +£ 0.7 cm in the 14-16 age group, and 11.11 + 0.6 cm in the 17-18 age group
(p=0.0000). The chin-glabella distance was 7.4 + 0.5 cm in the 4-7 age group, 9.03 £ 0.5
cm in the 8-11 age group, 9.75 = 1 ¢cm in the 12-13 age group, 9.87 + 0.6 cm in the 14-16
age group, and 10.22 + 1 cm in the 17-18 age group (p=0.000002). The cranial
circumference of girls was 52.7 + 1.6 cm, and that of boys 54.1 = 1.9 cm ( p = 0.0004).
The anteroposterior diameter was 16.33 £ 0.7 c¢cm in girls and 17.18+0.8cm in boys
(p=0.00001). The biparietal diameter was 13.3 + 0.8 cm in girls and 13.72 £ 0.6 cm in
boys (p=0.007). The chin-tragus distance was 10.38 £ 1 c¢cm in girls and 11.02 = 0.7 cm
in boys (p=0.00005). The chin-glabella distance was 9.31 = 1 c¢cm in girls and 9.9 + 0.7
cm in boys (p=0.00004). In the control group, only 2 boys and 1 girl came from rural
areas, attending school in Drobeta Turnu Severin on a daily commuting basis, so that the
application of the criterion of the environment of origin was not justified in this group. The
relation coefficients in the control group evidenced: a) the weight and length at birth
(r=0.46) evidenced a similarity between sexes; b) the cranial circumference and the
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anteroposterior diameter (r=0.82) evidenced a harmonious neurocranial development; c)
the cranial circumference and the biparietal diameter (r=0.62) evidenced a harmonious
neurocranial growth; d) the anteroposterior diameter and the biparietal diameter (r=0.40)
evidenced the proportional development of the neurocranium in sagittal and lateral planes;
e) the chin-tragus distance and the chin-glabella distance (r=0.46) indicated the
proportional development of the viscerocranium in frontal and lateral planes; f) age and the
anteroposterior diameter (r=0.46) evidenced a growth with age; g) age and the biparietal
diameter r=0.45) evidenced a growth with age; h) age and the chin-tragus distance
(r=0.68) in a close correlation indicated a harmonious growth with age; i) age and the
chin-glabella distance (r=0.43) had a proportional progression.

We compared the parameters of the group with mental retardation to those of
the control group depending on the institution of origin and the neuropsychic diagnosis.
Depending on the institution weight at birth was: 2565 + 695 g in children from the
Placement Center, 2900 + 697 g in those from family placement, and 3134 + 339 g in
those from the School for Disabled Children, compared to the control group, 3117 +333 g
(p=0.000002). Length at birth was 47.44 £+ 3 cm in children from the Placement Center,
48 + 5 cm in those from family placement, and 50.55 £+ 1 c¢m in those from the School for
Disabled Children, compared to the control group, 50.13 £ 2 ¢cm (p = 0.0000). Age at the
time of the study was 14.82 + 3 years for children from the Placement Center, 8 £ 5 years
for those from family placement, and 14.23 £+ 1 years for those from the School for
Disabled Children, compared to the control group, with an age of 13.62 = 3 years (p =
0.006). The 1Q for the Placement Center was 26.20 + 9.45; for family placement 39.89 +
15.36 and for the School for Disabled Children 54.64 + 9.74, compared to the control
group, with an 1Q=99.0 + 0 (p=0.0000). The cranial circumference was 50.65 £ 2.71 cm
for the Placement Center; 47.7 + 3.45 cm for family placement, and 52.5 = 1.99 cm for the
School for Disabled Children, compared to the control group, 53.55 + 1.92 cm (p =
0.0000). The anteroposterior diameter was 15.94 + 0.89 cm for the Placement Center;
13.40 £ 1.67 cm for family placement, and 16.16 £ 1.02 cm for the School for Disabled
Children, compared to the control group, 16.79 + 0.88 cm (p = 0.0000).

The biparietal diameter was 11.26 = 1.27 cm for the Placement Center; 9.99 + 2.38 cm
for family placement, and 12.81 £ 0.61 cm for the School for Disabled Children, compared
to the control group, 13.53 + 0.79 ¢cm (p = 0.0000). The chin-tragus distance was 9.92 +
0.89 cm for the Placement Center; 8.30 &= 1.64 cm for family placement, and 10.59 + 0.78
cm for the School for Disabled Children, compared to the control group, 10.73 = 1.15 cm
(p = 0.0000). The chin-glabella distance was 9.04 + 0.88 cm for the Placement Center;
8.20 £ 1.35 cm for family placement, and 9.61 £ 0.7 cm for the School for Disabled
Children, compared to the control group, 9.63 = 1.22 cm (p = 0.00008). Depending on the
neuropsychic diagnosis weight at birth was 3083 + 393 g in the cases with mild mental
retardation; 2887 + 405 g for moderate mental retardation, and 2646 + 444 g for severe
mental retardation, compared to the control group, 3117 £ 333 g (p = 0.0004). Length at
birth was 50.44 + 1 c¢cm in the case of mild mental retardation, 48.40 = 3 cm for moderate
mental retardation, and 48.1 + 3 cm for severe mental retardation, compared to the control
group, 50.13 £ 2 cm (p = 0.00007). Age at the time of the study was 13.3 + 3 years for
mild mental retardation, 14.1 &+ 2 years for moderate retardation, and 14.8 + 3 years for
severe retardation, compared to the control group, 13.6 + 3 years (p = 0.07). The 1Q of
children with mild mental retardation was 9.34 + 7.61; of those with moderate retardation
43.76 + 3.03; and of those with severe retardation 24.62 + 7.32, compared to the control
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group, 99.0 £ 0 (p = 0.0000). The cranial circumference was 52.06 + 2.65 cm in mild
mental retardation; 51.48 + 2.23 c¢cm in moderate retardation, and 50.71 + 2.83 cm in severe
retardation, compared to the control group, 53.55 £ 1.92 cm (p = 0.000). The
anteroposterior diameter was 15.81 + 1.46 cm in mild mental retardation; 16.02 = 1 cm
in moderate retardation, and 15.93 & 0.93 cm in severe retardation, compared to the control
group, 16.79 £ 0.8 cm (p = 0.000001). The biparietal diameter was 12.46 + 1.3 cm in the
cases with mild mental retardation; 12.26 + 1.3 cm in moderate retardation; 11.28 + 1.3 cm
in severe retardation, compared to the control group,13.53 + 0.79 cm (p = 0.0000). The
chin-tragus distance was 10.25 + 1.23 c¢cm in mild mental retardation; 10.43 = 0.9 cm in
moderate retardation; 9.94 £+ 0.98 cm in severe retardation, compared to the control group,
10.73 = 1.15 cm (p = 0.00063). The chin-glabella distance was 9.32 + 0.96 c¢cm in the
cases with mild mental retardation; 9.56 = 0.85 cm in moderate retardation; 9.08 = 0.87cm
in severe retardation, compared to the control group, 9.63 + 1.22 ¢cm (p = 0.008). The
neurocranium and the viscerocranium produce by their own growth pathways a
microcephalic extremity in relation to the degree of mental retardation (120).

Chapter V. The nutritional status of the child with neuropsychic disorder

Introduction In neuropsychic disorder, changes in the nutritional status are
frequently reported under the conditions of a diet adequate for age.

Working hypothesis. | worked for 4 years at the Placement and Rehabilitation
Center for Children with Neuropsychomotor Disabilities in Drobeta Turnu-Severin, where
diet was strictly controlled and ensured, both quantitatively and qualitatively, regarding
energy intake and nutritional principles, and, contrary to my expectations, | noticed a state
of nutritional deficiency, which made me study the extent to which there was a relationship
between the neuropsychic disorder and the nutritional status, by the measurement of some
practical parameters.

Material and methods. In the period 2002-2004, we included in the study 110
children diagnosed with mental retardation from the Placement and Rehabilitation Center
of Children with Neuropsychomotor Disabilities Drobeta Turnu-Severin, 63 cases; from
the ”Constantin Pufan” School for Disabled Children Drobeta Turnu-Severin, 29 cases,
and from family placement, 18 cases. We recorded 38 girls and 72 boys, both from urban
and rural environment. The group of children with mental retardation included children
aged 4-18 years, who were assigned to age groups: I. the 4-7 age group, 5 cases; Il. the 8-
11 age group, 9 cases; Ill. the 12-13 age group, 15 cases; IV. the 14-16 age group, 65
cases; V. the 17-18 age group, 16 cases.

We drew up a protocol record of each case including identity data and the data from
the medical observation sheets and records from the institutions concerned or the family
doctor regarding the family and personal history. The investigation protocol included:
general clinical examination, measurement of weight, height and trunk length. We assessed
the length of the lower limbs as the difference between height and the trunk length. We
calculated the body mass index as weight /height®. The 1Q was annually assessed by the
psychologists of the institutions concerned. Based on the 1Q, we divided the group of
children with mental retardation into three subgroups: mild mental retardation, found in 32
cases; moderate retardation in 17 cases, and severe retardation in 61 cases.

For comparison, we included in the study a control group of 101 healthy children,
aged 4-18 years, from the General School no. 6 and the "Domnul Tudor” High School of
Drobeta Turnu-Severin, with a normal 1Q for their age. The control group included 46 girls
and 55 boys who were assigned to age groups similar to those of the children with mental
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retardation: group | 5 cases, group Il 14 cases; group Il 24 cases; group IV 49 cases;
group V 9 cases.

We determined personally for each individual case weight, length, trunk length and
lower limb length. We calculated the body mass index of each case. We statistically
interpreted the results of the measurements performed based on the ANOVA | and Il
analysis of variance, the non-parametric Kruskal-Wallis test and the Spearman coefficient.
We considered p < 0.05 and r > 0.50 as significant.

Results

We divided the group of children with neuropsychic retardation depending on
the 1Q into mild mental retardation with 1Q=59.34 + 7.61, moderate mental retardation
with 1Q=43.76 + 3.03 and severe mental retardation with 1Q=24.62 + 7.32 (p=0.0000). At
birth, the weight of girls was 2610 = 651 g and that of boys 2943 + 587 g (p=0.015).
Length at birth was 47.66 + 3 c¢cm for girls and 49.60 £ 2 cm for boys (p=0.007). The
mean age of girls was 14.07 + 3 years and that of boys 14.40 + 2 years (p=0.60 ). Current
weight was 42.78 £ 10 kg for children with mild mental retardation; 41.05 + 10 kg for
moderate retardation and 34.27 + 12 kg for severe retardation (p= 0.002). Current height
was 150.75 £ 18 cm in children with mild mental retardation; 144.94 + 17 cm in moderate
retardation, and 138.31 = 15 c¢m in severe retardation (p=0.0003). BMI was 18.18 + 2
kg/m? in mild mental retardation; 18.74 + 2 kg/m? in moderate retardation, and 17.47 + 3
kg/m? in severe retardation (p=0.312). Trunk length was 75.28 = 10 cm in children with
mild mental retardation; 70.81 =+ 9 cm in moderate retardation, and 64.94 + 8 cm in severe
retardation (p=0.00003). Lower limb length was 76.40 + 9 cm in children with mild
mental retardation; 77.43 £ 12 c¢cm in moderate retardation, and 74.38 = 8 cm in severe
retardation (p= 0.556). Current weight was 16 + 3.08 kg in age group I; 20.4 = 3.9 kg in
age group II; 40.2 + 9.4 kg in age group III; 39.9 + 10.6 kg in age group IV, and 43.3 + 8.5
kg in age group V (p=0.000005). Current height was 101.2 + 9.3 c¢cm in age group I,
121.2 + 8.8 cm in age group II; 147.8 = 13.1 cm in age group III; 146.04 = 13.8 cm in age
group IV, and 151.1 £ 11.7 ¢cm in age group V (p=0.000000). BMI was 15.6 + 1.9 kg/m?
in age group [; 14.03 + 2.5 kg/m? in age group II; 18.4 + 3.1 kg/m? in age group III; 18.2 +
3.06 kg/m? in age group IV, and 18.8 + 3.5 kg/m? in age group V (p=0.0016). Trunk
length was 50.0 = 3 cm in age group I; 55.8 £ 3 cm in age group II; 71.13 £ 8 cm in age
group III; 70.68 + 9 cm in age group IV, and 70.25 = 7 cm in age group V (p= 0.00001).
Lower limb length was 51.2 + 7 cm in age group I; 64.6 £ 9 cm in age group II; 76.73 + 7
cm in age group III; 76.57 = 7 cm in age group IV, and 80.81 £ 6 cm in age group V
(p=0.0000). The 1Q was 37.8 + 15 in age group I; 28 + 13 in age group II; 51.6 = 16 in
age group III; 37.8 + 16 in age group IV, and 29.1 £12 in age group V (p=0.001). The
current weight of girls was 37.07 + 11 kg, and that of boys 38.18 + 12 kg (p=0.65). The
current height of girls was 140.60 = 15 cm, and that of boys 144.19 = 18 cm (p=0.30).
The BMI of girls was 18.52 + 4 kg/m? and that of boys 17.53 + 2 kg/m? (p= 0.13). The
trunk length of girls was 67.97 = 8 cm and that of boys 70.07 + 10 cm (p=0.132). Lower
limb length was 74.19 + 9 cm in girls and 76.13 = 9 cm in boys (p=0.66). The 1Q at the
beginning of the study was 37.84 + 12 in girls and 37.59 + 18 in boys (p=0.53). Current
weight in relation to the environment of origin was 38.2 = 12.5 kg in children from urban
areas and 37.9+11.1 kg in children from rural areas (p=0.63). Current height was 145.5 +
10.5 cm in children from urban areas and 142.6 + 8.2 cm in those from rural areas
(p=0.28). BMI was 17.6+3.1 kg/m? in cases from urban areas and 18.14+3.5 kg/m? in cases
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from rural areas (p=0.57). Trunk length was 70.6+£10.6 cm in children from urban areas
and 66.3+8.3 cm in children from rural areas (p=0.028). Lower limb length was
74.9£10.5 cm in children from urban areas and 76.3+£8.2 cm in those from rural areas
(p=0.53). The 1Q of cases from urban areas was 41.5+17.6 and of those from rural areas
31.3£13.2 (p=0.0051). The relation coefficients in the group with mental retardation
evidenced: weight and length at birth (r=0.90); current weight and current height (r=0.87);
current trunk length and current height (r=0.85); current lower limb length and current
height (r=0.85); trunk length and lower limb length (r=0.53).

Control group. At birth, weight was 3094+367g for girls and 3138+303g for boys
(p=0.58). Length at birth was 49.58+3cm for girls and 50.63+ 1cm for boys (p =0.243).
Age at the beginning of the study was 12.9343 years for girls and 14.20+2 years for boys
(p=0.07). BMI was 15.22+2 kg/m? in age group [; 17.57+2 kg/m? in age group II; 18.54+2
kg/m? in age group III; 20.1£3 kg/m? in age group IV, and 20.63+2 kg/m? in age group V
(p=0.0004). Trunk length in age group I was 56+2 cm, in age group II 67.57+2 cm, in age
group III 77.04+4 cm, in age group IV 85+4 cm, and in age group V 84.77+ 4 cm
(p=0.0000). Lower limb length was 59+4 cm in age group [; 66.42+5 cm in age group II;
79.37£5 cm in age group III; 82.89+5 cm in age group IV and 82+8 cm in age group V
(p=0.0000). The current weight of girls was 44.37+13 kg, and that of boys 52.43+13 kg
(p=0.004). The current height of girls was 150.76+16 cm, and that of boys 163.43+17 cm
(p=0.0005). The BMI of girls was 19.09£3 kg/m? and that of boys 19.18+2 kg/m?
(p=0.88). The trunk length of girls was 76.58+9 cm, and that of boys 81.45+8 cm
(p=0.006). Lower limb length was 73.76+7 cm for girls, and 75.69 + 8 cm for boys
(p=0.00001). In the control group, only 2 boys and 1 girl came from rural areas, attending
school in Drobeta Turnu Severin on a daily commuting basis, so that the inclusion of the
criterion of the environment of origin was not justified in this group. The relation
coefficients in the control group evidenced: weight and length at birth (r=0.46); weight at
birth and current weight (r=0.10); length at birth and current height (r=0.02); current
weight and current height (r=0.80); current length and current trunk length (r=0.88);
current length and lower limb length (r=0.88); trunk length and lower limb length
(r=0.75).

The comparison of the parameters of the group of children with mental
retardation and those of the control group was made depending on the neuropsychic
diagnosis and the institution of origin.

Depending on neuropsychic diagnosis. Weight at birth was 3083+393 g in
children with mild mental retardation; 2887+405 g in moderate retardation; 2646+444 ¢ in
severe retardation, compared to the control group, 3117+333 g (p= 0.0004). Length at
birth was 50.44 =1 cm in mild mental retardation; 48.40+3 cm in moderate retardation,
48.143 cm in severe retardation, compared to the control group, 50.13+2 cm (p= 0.00007).
Age at the time of the study was 13.3+3 years in children with mild mental retardation;
14.1£2 years in moderate retardation, and 14.843 years in severe retardation, compared to
the control group, 13.6+£3 years (p=0.07). The 1Q was 59.34+7.61 in mild mental
retardation; 43.76+3.03 in moderate retardation; 24.62+7.32 in severe retardation, and in
the control group 99.00+0 (p=0.0000). Current weight was 42.78+10.58 kg in mild
mental retardation; 41.05+10.95 kg in moderate retardation; 34.27+£12.01 kg in severe
retardation, and in the control group 48.76+14.11 kg (p=0.000001). Current height was
150.75+18.78 cm in mild mental retardation, 144.94+17.32 c¢cm in moderate retardation,
138.31+15.11 cm in severe retardation, and in the control group 157.66+17.89 cm, (p =
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0.000001). BMI was 18.18+2.92 kg/m? in children with mild mental retardation;
18.74+2.74 kg/m? in moderate retardation; 17.47+3,58 kg/m? in severe retardation, and in
the control group 19.14+ 2.98 kg/m? (p = 0.012). Trunk length was 75.28+10.23 c¢m in
cases with mild mental retardation, 70.81+9.04 ¢cm in moderate retardation, 64.94+8.14 cm
in severe retardation, and in the control group 79.23+9.11 cm (p = 0.0000). Lower limb
length was 76.404+9.50 cm in mild mental retardation; 77.43+12.59 c¢cm in moderate
retardation; 74.38+£8.97 cm in severe retardation, and in the control group, 78.51+9.27 cm
(p = 0.073). Depending on the institution of origin. Weight at birth was 2565+695 g in
cases from the Placement Center, 2900+697 g in family placement cases, 31344339 g in
cases from the School for Disabled Children, and in the control group, 3117+333 g
(p=0.000002). Length at birth was 47.44+3 cm in cases from the Placement Center,
48+5 cm in family placement cases, 50.55+1 cm in the School for Disabled Children, and
in the control group, 50.13+2 cm (p=0.0000). Age at the time of the study was 14.82+3
years for children from the Placement Center, 8+5 years for children from family
placement, and 14.23+1 years for the School for Disabled Children, compared to the
control group, with an age of 13.62+3 years (p=0.006). The 1Q of the children from the
Placement Center was 26.20+ 9.45, of those from family placement 39.89+15.36, and of
those from the School for Disabled Children 54.6449.74, compared to the control group
with an 1Q of 99+0 (p=0.0000). Current weight was 33.90 =10 kg in cases from the
Placement Center, 21.20+13 kg for family placement, 45.61+9 kg for the School for
Disabled Children, and in the control group 48.76+14 kg (p= 0.0000). The current height
of the children from the Placement Center was 138+14 cm, of those from family placement
112+ 26 cm, of those from the School for Disabled Children 153+11 c¢m, and in the control
group 15717 cm (p=0.0000). BMI in the Placement Center was 17.46+3 kg/m?, in family
placement 15.79+3 kg/m?, in the School for Disabled Children 18.74+3 kg/m?, and in the
control group 19.14+£2 kg/m? (p=0.002). The trunk length of the children from the
Placement Center was 64.50+7.63 cm, of those from family placement 54.00+10.7 cm,
from the School for Disabled Children 76.97+6.40 cm, and in the control group
79.23+9.11 cm (p= 0.0000). Lower limb length in the cases from the Placement Center
was 74.724£9.53 cm, in those from family placement 58.60+£17.37 cm, in the School for
Disabled Children 78.50+£6.27 cm, and in the control group 78.51£9.27 cm ( p =0.003)
(123).

GENERAL CONCLUSIONS

1. The cranial circumference, the anteroposterior diameter and the biparietal diameter
indicate relative microcephaly in children with mental retardation.

2. The smaller neurocranium in children with mental retardation is directly related to the
severity of retardation.

3. The viscerocranium has its own growth rate compared to the neurocranium.

4. Anthropometrically evidenced microcephaly can be suggestive of mental retardation.

5. The severity of mental retardation in relation to the size of the neurocranium is an
indicator in the school orientation of these children.

6. The nutritional status assessed by weight, length and the body mass index is more
deficient in the child with mental retardation.

7. The nutritional status at birth mirrors the intrauterine nutritional intake that leaves its
mark postnatally, until the age of adolescence.
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8. The severity of neuropsychic retardation individualizes the somatic growth pathways of
the child with mental retardation.

9. Mental retardation is part of the multifactorial constellation that influences the
nutritional status.

10. The severity of mental retardation is the criterion for the distribution in specialized
social institutions, the nutritional status being subsidiary to the 1Q at the level of these
institutions.

11. The family placement of children with neuropsychic disorder is a random option of
substitute parents from social assistance services.
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