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ORGANIZATION OF SERVICES
FOR THE MENTALLY RETARDED

Fifteenth Report
of the WHO Expert Committee on Mental Health

The WHO Expert Committee on Mental Health met in Geneva from
26 September to 2 October 1967 to consider the organization of services
for the mentally retarded. The meeting was opened by Dr P. Dorolle,
Deputy Director-General, on behalf of the Director-General. Dr Renée
Portray was elected Chairman and Dr V. Kovalgv, Vice-Chairman; Dr A.
Clarke was appointed Rapporteur.

INTRODUCTION

As early as 1953, WHO participated with the United Nations, ILO
and UNESCO in convening a Joint Expert Committee on the Mentally
Subnormal Child. The reportl of this Committee (hereinafter referred
to as “ the 1954 report ) was subsequently used in advising governments
and as basic documentation for WHO meetings. The WHO Regional
Office for Europe has organized two seminars on the mental health of
the subnormal child, one in Oslo in 1957, the other in Milan in 1959. At
both seminars, paediatricians, psychiatrists, psychologists, teachers and
social workers had ample opportunity for discussion of their roles and
the possibilities of co-ordination of their work. Consultants have been
provided by WHO at the request of governments on several occasions in
order to advise on the development of services, and study trips have been
arranged for professional workers.

In recent years, many governments, appreciating the widespread
problems involved, have requested advice on the organization of services
for the mentally retarded. The present Expert Committee was convened
in response to these requests, Some preliminary discussions had, how-
ever, already been undertaken, at the request of WHO, by representatives
of international bodies concerned with mental retardation and a number
of ‘experts engaged in the development of national services for the men-

L With Hith Org. techn. Rep. Ser., 1954, 75.
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tally retarded.l The report of their findings was available as a working
document to the Expert Committee and provided an excellent basis for
its discussions. '

The Committee recognized that the principles laid down in the 1954
report remain sound today and that the report is still a valuable guide to
the development of mental retardation' services. There have, however,
been many advances in knowledge and much new experience has accumu-
lated in the intervening years. Detailed attention was therefore given
by the Committee to problems relating. to the management and rehabi-
litation of the severely retarded, the community adjustment of the adult
retarded, and the role of socio-economic conditions as causal factors of
mild retardation.

"The Committee welcomed WHO’s renewed attention to mental
retardation and considered that the Organization could play an important
role in the stimulation of further work on the problems involved as well
as in the co-ordination of existing knowledge and plans for research.
It noted with interest that WHO’s long-term mental health research pro-
grammes included projects with special reference to mental retardation
(e.g., the programme on psychiatric diagnosis, classification and statistics,
and the programmes for research in biological psychiatry and neurology).
Finally, the Committee emphasized that WHO’s plans to stimulate and
further the development of greater uniformity in operational terms and
definitions would help to achieve more effective international interdisci-
plinary communication and research on mental retardation.

1. MENTAL RETARDATION PROBLEMS
AND THE CHANGING OUTLOOK

Many governments are coming to realize that mental retardation
poses enormous problems for the public health, social welfare and educa-
tional services, apart from the effects of the handicap on the individual
and his immediate environment. Only limited information about the
extent of the problem, in terms of percentages of populations affected, is
available, but data so far collected indicate that mental retardation is
widespread throughout the world.

Estimates of prevalence of mental retardation are affected by the
limits and scope of investigations, the definitions used, and the type of
measuring instrument employed. In general, the rates found up to now

1 Those taking part in these discussions were : Mr N. E. Bank-Mikkelsen, Denmark;
Professor A.D.B. Clarke, International Association for the Scientific Study of Mental
Deficiency; Dr C. Dybwad and Dr R. Dybwad, Mental Retardation Project, Inter-
national Union for Child Welfare; Dr A. N. Jennings, Australia; Dr F. E. McDowell,
USA; Professor G. USakov, USSR. :
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indicate that 1-3% of the population are mentally retarded. The preval-
ence appears to be higher at school age than before or after, partly because
schools emphasize intelle¢tual functioning and compulsory school atten-
dance makes it easier to discover the defect. Most estimates agree that
about three-quarters of those classed as mentally retarded are only mildly
retarded (I.Q. > 50). According to careful prevalence studies conducted
recently in a number of countries, the remainder —i.e., those having an
LQ. below 50 and classed as moderately, severely or profoundly retar-
ded — comprise about four per thousand in the age range 10-14 when
cases are most easily identified and studied.l

It would nevertheless appear that the problems surrounding mental
retardation are increasing. Owing to advances in medical and social
care, the severely mentally retarded have now a higher expectation of
life than was formerly the case, and the duration of care has therefore to
be extended. Rapid urbanization, with resultant splitting of families,
and accelerated rates of industrialization have complicated the problems
of community acceptance and integration for the retarded and their
families. This is likely to create a heavy burden in developing countries
and should be foreseen in planning for community development.

Increased attention to problems of mental retardation in recent years
has led to the identification of some of the previously unknown causes,
although the precise etiology can be stated in only a minority of cases
and precise preventive measures can be applied only to a small propor-
tion of them. Nevertheless, it seems likely that the time is approaching
when, theoretically at least, greater knowledge will provide the potential
for more effective prevention. Where mental retardation cannot be pre-
vented, much can be done to alleviate the condition, whether by medical,
educational or other means, especially if such measures are instituted
during childhood. In this way. many of the mentally retarded have been
enabled to take up a reasonably useful place in society.

During the last few years, there has been a steadily changing outlook
on the whole field, resulting from research findings in all disciplines con-
cerned with the study of mental retardation. Among the many poten-
tially important trends noted by the Committee were the recent researches
upon chromosome abnormalities, including the Australian , findings
suggesting that some common viral infections may induce chromosome
changes 'and hence congenital anomalies; the role of early malnutrition
in preventing normal cerebral development is also increasingly recognized,
and biochemical research is yielding important results. Research on the
nature of normal and retarded learning processes is leading to the evolu-

1 Prevalence is, of course, influenced by complex interacting factors, including
increased survival rates in some groups and reduced incidence in others. Both factors
are influenced by improving standards of life and in economically advanced countries
they probably counterbalance each other at the present time.
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tion of scientific principles that will aid the processes of training or educat-
ing the handicapped individual. Futhermore, the gradual accumulation
of knowledge concerning the role of social and environmental factors
in mental development has suggested ways in which massive social pro-
grammes may diminish the effects of early adverse circumstances. At
the same time, there has been a growing awareness that both normal
and retarded individuals possess a capacity for change in their rate of
development; sometimes this change may be apparently spontaneous,
sometimes the result of deliberate intervention. Finally, the present
period is witnessing the initiation in many countries of comprehensive
programmes for the mentally retarded and a growing appreciation of the
advantages of international planning.

2. CRITERIA, CLASSIFICATION AND NOMENCLATURE

2.1 Criteria

The criteria of mental retardation tend to differ in different countries
depending on such factors as tradition, cultural philosophy (including
the degree of tolerance for deviation), social complexity, and the avail-
ability (or otherwise) of services. It follows from this that no single set
of criteria, unless these are in the vaguest terms, will find acceptance in
all countries at any one point in time. Persons with very mild retarda-
tion, for example, will often experience difficulties in an industrial urban
society, but their retardation may pass unnoticed in a simple agricultural
society. Differences in criteria between different cultures will apply par-
ticularly to those of near-normal ability while there will be closer agree-
ment about the more severely handicapped. Thus, criteria of mental
retardation do not relate only to the individual and his handicap, but,
as implied above, may also reflect the complexity of the demands that
society makes upon the individual as well as the threshold of its tolerance
for deviation. _

The need for criteria springs from society’s demand for action of some
sort. This action may be thought of as («) protecting society; or (b) allow-
ing special facilities to be made available to the retarded and preventing
them from sharing in others. In-addition, criteria are valuable in facilitat-
ing communication between experts. '

The notion of criteria implies separation of some sort and, since
behavioural characteristics lie on a continuum, there is always an arbitrary
cut-off point, below which a person is regarded as retarded and above
which he is not. Since the position of this arbitrary point will affect
only the less damaged individuals, and since the less damaged constitute
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about three-quarters of those who, in advanced societies, may be termed
retarded, the number of persons at or near the borderline may be very
considerable.

+ 2.2 Classification and nomenclature

The main types of classification are (1) legal and administrative;
(2) etiological; (3) psychometric; and (4) clinico-psychological. Of these,
it is the legal-administrative classification that is most likely to lead auto-
matically to a decision as to what action, if any, should be taken. Three
problems are characteristic of this process of classification : (a) labels
once applied tend for reasons of inertia to become permanent so far as
the individual is concerned; (b) categories tend to become regarded as
stereotypes, with the implication that all persons in a certain category
of necessity possess certain characteristics; and (c¢) categories devised
for one purpose (e.g., educational) tend to be used and generalized for
different purposes (e.g., determining the need for institutional care or
predicting the capacity of adults for self-support). Again, the legal-
administrative classification is particularly likely to lead to difficulties.

The Committee particularly stressed that classification as mentally
retarded must not imply that mental retardation is necessarily a lifelong
condition. It is certainly so for the vast majority of the more severely
afflicted but some of the more mildly retarded may ultimately improve
sufficiently — as a result of late maturation, social intervention or other
factors — to approach or enter the normal range.

The assessment of clinico-psychological characteristics is, of course,
fundamental to all classifications of mental retardation. These charac-
teristics include mental abilities, social adjustment, peculiarities of the
psycho-pathological structure and the rate of mental development in the
individual. Most commonly an assessment is made both of social com-
petence and of intellectual ability or scholastic achievement. Separate
assessment of these characteristics is not wholly satisfactory, particularly
where borderline cases of retardation are concerned. A person with an
1.Q. of 60, for example, may be reasonably competent socially, whereas
one with an 1.Q. of 75 may be grossly incompetent. Thus, an 1.Q. assess-
ment on its own is of limited value.

Like all other forms of measurement, the 1.Q. is liable to some degree
of error, partly because standardization is imperfect, partly because it
is subject to fluctuations possessing no long-term significance. Above
all, it has to be remembered that intellectual development does not neces-
sarily proceed in a linear fashion. This does not lead to error in the
true sense; rather, it means that a changing I1.Q. may reflect a change in
the rate of growth.
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Moreover, in interpreting an I1.Q..it is essential to be familiar with
the test used, and in particular to know its standardization mean and
standard deviation. - An 1.Q. of 60 on a test with a mean of 100 and a
standard deviation of 15 points (the conventional distribution) does not
represent the same thing as an 1.Q. of 60 on a test with a similar mean
but a standard deviation of 18 points.

Where different test results are compared, it is essential to take into
account the possibility of differences in standardization distributions.
It should not be necessary to labour these technical points but it is appa-
rent that there are still members of the medical and other professions
who use the results of 1.Q. tests without being aware of the technical
problems involved. On the other hand, the test results at least give an

_indication of a person’s intellectual status at one point in time compared

with others in his age group. It is often argued that a significant and

considerable degree of intellectual retardation as' measured on reputable
and appropriate intelligence tests should be a sine qua non in the diagnosis
of mental retardation.

There are also problems in connexion Wlth the label “social incom-
petence ”, which tends to be subjective and imprecise; specifically, differ-
ent raters will tend to use different criteria, and the situation is further
complicated by the fact that social difficulties are not confined to the
mentally retarded. In England, for example, the Mental Health Act
of 1959 provides that persons are not to be regarded as suffering from any
form of mental disorder (including retardation) by reason only of pro-
miscuity or other immoral conduct. = Standards of what constitutes satis-
factory social competence are quite arbitrary and differ not only between
different countries but within different sections of a given population.
Hence, like the I.Q., social incompetence is a dubious sole criterion of
mental retardation. Nevertheless, although these two methods both possess
unsatisfactory elements, in combination they are likely to have far great
validity than when used alone, and in practice they are often so used.

In the modern approach to the definition and classification of mental
retardation, there is now a general move away from the earlier rather
primitive and restrictive aims of trying to protect society towards defini-
tions and actions that are aimed at assisting or protecting the handicapped
or allowing them to utilize their capacity for independence. The use of
compulsory powers is likely to wane, because once services are properly
developed their voluntary use by the handlcapped and their families sel-
dom presents any problem.

In brief, definitions and classifications, particularly of the legal and
social kind, need to be related to the culture in which they apply and
designed to assist the handicapped and their families. The purpose for
which such definitions or classifications are intended needs to be made
explicit in order to minimize the danger of generalization and misuse.
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International Classification of Diseases (ICD)

The Committee examined the text of the eighth revision of the
ICD.! It noted with interest the categories 311-314 : Mild, moderate,
severe and profound mental retardation, together with the category 315,
unspemﬁed mental retardation. 1.Q. ranges are given for the four cate-
gories, but there is no statement of the mean and the standard deviation
upon which these are based (see p. 10). The Committee considered that,
taken in conjunction with social factors, the subclassification of the men-
tally retarded should be associated with the following approximate I.Q.
ranges : mild : — 2.0 to — 3.3 standard deviations from the mean of 100,
i.e.,, 1.Q.s 50-70; moderate : — 3.3 to —4.3 standard deviations from the
mean, i.e., 1.Q.s 35-50; severe : — 4.3 to — 5.3 standard deviations from
the mean, i.e., L.Q.s 20-35; and profound : more than — 5.3 standard
deviations from the mean. It should again be stressed that these are
not exact measurements, nor should they be considered the sole criteria;
in practice, the categories will tend to overlap, but the 1.Q. has some
value within the range of mental retardation, both as a diagnostic and
as a prognostic guide. In clinical practice, some countries, however,
continue to use the old tripartite system of subclassification (idiocy, im-
becility and feeblemindedness), and this should be correlated w1th the
quadripartite system mentioned above.

The Committee was strongly opposed to the classification of those
with an 1.Q. in the range 68-85 as “ borderline mentally retarded ”, as
shown in Category 310 : Borderline mental retardation (backwardness,
borderline intelligence, deficientia intelligentiae, borderline mental deficiency
or subnormality, 1.0. 68-85). On this basis, at least 16 % of ‘the general
population would be considered mentally retarded, a figure that vastly
exceeds previous estimates. Indeed, the widening of the concept of mental
retardation implied by this definition would greatly damage the quality of
the available services, which are geared to lower abilities, and would make
the category “ mental retardation ” a repository for other mental conditions.

Since the I1.Q. is so widely used in practice, and in line with modern
opinion, the Committee accepted the view that the ﬁndmg of a signifi-
cantly lowered intelligence is essential to the diagnosis. It considered
two standard deviations below the mean as a traditional and useful guide-
line, which would place the upper borderline at around I.Q. 70.

. There have, of course, been a number of definitions of mental retar-
dation that use criteria somewhat similar to those proposed by the present
Comumittee : thus mental retardation is regarded by some authorities as
“ significantly subaverage intellectual functioning, manifesting itself
during the development period, and associated with distinct impairment

1 World Health Organization (1967) Manual of the International Statistical
Classification of Diseases, Injuries and Causes of Death, 1965 revision, Geneva.
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in adaptive behaviours ” (e.g., maturation, learning or social adjustment).
The Committee noted, however, that some countries specifically exclude
progressive dementias and intellectual defects connected with chronic
psychiatric disorders from the overall category of mental retardation.
In the past, the problem of nomenclature has aroused much discussion,
but the term “ mental retardation ” is now widely accepted and the Com-
mittee agreed that both this. term and the sub-classifications (311-314)
“mild, moderate, severe and profound ”, are acceptable.

Finally, it is increasingly recognized, at least in advanced societies,
that the complex problems of differing etiologies and differing prognoses
can be tackled only by appropriate diagnostic methods. Careful and
prolonged studies may be necessary, including assessment of responsive-
ness to learning opportunities in diagnostic centres, which may act as
focal points for various specialists. The use of such centres can greatly
improve the efficiency with which existing services are used, reducing
errors of placement and offering maximum support to parents.

3. ETIOLOGY, CASE-FINDING AND PREVENTION

3.1 Etiology

In the last 15 years there have been very important developments
in understanding the etiology of mental retardation. This has been one
of the factors responsible for changing the outlook on the problem.
Mental retardation is not a single disease, for many different causes can
lead to dysfunction of the brain and a general lowering of mental ability.
Progress in prevention depends to a considerable degree on advances in
knowledge of the etiology of mental retardation.

Much less can be said about the pathogenesis of mental retardation.
Progress in this field has been much less conspicuous and so far no clear
idea has emerged of the mechanisms that determine lowered performance.
It is not known, for example, what the relationship is between chromosome
abnormality and structural or functional abnormality of the brain, and
even in syndromes of known etiology, such as metabolic disorders, the.
exact mechanism of mental retardation still remains to be discovered.
Some attempts have been made to relate existing or implied brain lesions
to the behaviour observed. However, the concept of “ organic brain
damage ” or, indeed, “ minimal brain damage ” is not a very clear one.

Some metabolic disorders, such as phenylketonuria, maple syrup urine
disease, and histidinaemia are accompanied by a significant impairment
of mental function. More knowledge is needed of the complex interactions
between noxious factors, the reactions of the brain to them, and the effects

* on behaviour.
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The fact that a given event has taken place in the history of a mentally
retarded person does not necessarily imply that it played a causative role.
Thus, “birth injury ”, perinatal asphyxia, or infectious disease may or
may not be implicated in the etiology. Caution is also necessary in inter-
preting the results of some laboratory tests: a skin reaction that is positive
for toxoplasmosis does not necessarily mean that the patient has actual
toxoplasmotic brain disease. It is usually easier to identify etiological
factors in the more severe forms of mental retardation. Many workers
consider that from the etiological point of view mental retardation can
be divided into two main groups: low-grade retardation (“ pathological ”
or “clinical ” as it is termed by many), where a single etiological factor
may be paramount; and high-grade, mildly retarded conditions (“sub-
cultural ”, “ aclinical ), which are thought to be determined by a variety
of interacting factors, both biological and social. Obviously, these two
groups overlap, and sometimes it is possible to identify cases of low-grade
retardation that are probably of multiple causation, and high-grade cases
in which a single factor is likely to be mainly responsible.

One of several possible ways of classifying causative factors is presented
in the following tables :

I.  Factors acting before conception

Genetic : (a) single gene
(b) multifactorial

(¢) chromosomal

Other factors

II. Prenatal

Infections — viral, parasites

Chemical influences

Nutritional factors

Physical factors

Immunological (blood-group incompatibility)
Endocrinological disorders in the mother
Placental disorders

Intra-uterine hypoxia

Other prenatal factors

1.  Perinatal
Asphyxia
Birth injury
Prematurity
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1V. Postnatal

Infections

Injuries

Chemical factors

Nutritional factors C
Deprivation factors (e.g., sensory, parental or social)
Other postnatal factors

V. Urknown causes

With increasing knowledge, the relative weight ascribed to various causa-
tive factors changes. Whereas in the past most cases of low-grade mental
retardation were thought to result from trauma, infection or toxicity, it
is now increasingly 1ecognized that rare (often recessive) genetic disorders
are responsible for the damage (e.g., phenylketonuria). Moreover, the
time-honoured concept of alcoholic blastophthoria finds no support in
recent etiological research. Again, whereas it was at one time thought
that the mentally retarded with an 1.Q of 50 or more owed their condition
largely to unfavourable genetic mechanisms, evidence now suggests that
early -and prolonged social adversity is an important (though not the
sole) factor. The dichotomy into “ pathological” and “ subcultural ”
retardation, recognized in the early 1930s, remains valid, although the
etiological factors held to be responsible have been largely interchanged.

It should be stressed that the idea of a genetic origin is not identical

-with the idea of an endogenous origin, because there are indications that

some chromosomal abnorimalities can be caused by exogenous factors.
Estimates of the proportions of cases where the etiology is unknown vary
from 50 % to 90 %.

Some cases of mild retardation can be accounted for as the natural
result of the operation of multifactorial inheritance. With the usual
correlation of about 0.5 between the 1.Q.s of parents and their children,
it is to be expected that if the 1.Q.s of both parents are within the average
range, some of their children will have 1.Q.s well below this. range and
some well above. A proportion of the mildly retarded are therefore part .
of the normal distribution of ability. Members of the so-called sub-
cultural group, on the other hand, appear to owe their condition largely
(though not wholly) to social factors. Some studies indicate that emotional
deprivation may play a role in the etiology of mild mental retardation,
and there is little doubt of the damaging effects of lack of stimulation,
cruelty and neglect.

3.2 Diagnosis and case-finding

Case-finding is necessary for two rather different reasons, one admi-
nistrative, the other social (clinical and educational). Administratively,
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case-finding is needed to assess the prevalence of mental retardation and
therefore the extent of the services required. At the same time, case-
finding makes it possible to bring the appropriate services to the individual
~ and his family so that he may develop to the highest level of social inde-
pendence that his innate potential will allow. Since early understanding
of the problem by the parents, allowing early training and the application
of corrective measures, is likely to help achieve this result, early diagnosis
is important. The severe grades of mental retardation are easily recognized
in the very young, but the Committee stressed the need for developing
means of early recognition of the mildly and moderately retarded as well.
It is also important that any assessment should not be considered final
but should be subject to periodic review, particularly as far as children
are concerned.

An undesirable situation arises when a diagnosis of mental retardation
is made in the absence of the appropriate services for management and
treatment. It is of paramount importance that efforts be made to develop
these services at a rate commensurate with improvements in diagnosis.

Immediately the diagnosis has been made, it is urgent to inform the
parents or responsible guardians that they have a child who requires special
care, and it is necessary to provide them with the appropriate guidance
and counsel. This should be undertaken with sympathy and under-
standing, but realistically with regard to prognosis and future planning.

In spite of the importance of early diagnosis, situations where the
diagnosis can be made at birth, as in 21-trisomy (Down’s syndrome),
require cautious handling. Informing the mother of her child’s condition
immediately following the birth may be prejudicial to the establishment
of a good mother/child relationship, in view of the mother’s emotional
state. It might, therefore, be preferable not to tell her until after the
puerperal period. '

A wide range of professional personnel should be trained and alerted
to recognize the signs of retardation. They include the staffs of
the maternal and child health services, the hospitals (including the appro-
priate laboratory services), the public health clinics, and other appropriate
community facilities, such as the child welfare and the school psychologi-
cal services. Since a diagnostic evaluation must be based on the medical
and developmental history of the child and on an evaluation of the family
and social situation, a multidisciplinary team should be involved. Further-
more, since the variety of services required to meet the needs of a retarded
person may be confusing, this information needs to be communicated
in an easily understandable form.

The Committee emphasized the imperative need for school psycho-
logical services in those countries where they do not yet exist. This would
enable early identification of the mildly retarded children to be made,
and allow the possibility of remedial action.
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The co-ordination of services for the retarded to provide the appro-
priate training and rehabilitation, which will vary from period to period
in the retarded individual’s life, is a recurring theme in this report. Greater
uniformity of health records for children would be desirable to permit
continuity of recording between the various agencies involved. This
would also facilitate the exchange of information between countries.

3.3 Prevention

It is generally recognized that prevention is the ultimate goal of all
efforts to combat mental retardation. Identification of etiological factors
in mental retardation is essential to a sound programme of prevention.
Recent developments in knowledge about the numerous causative factors
responsible for defective intelligence make possible some tentative infer-
ences regarding prevention.

In the rather large group of chromosomal abnormalities, little can
be done at present to prevent the mental retardation with which they are
so often associated. However, the knowledge that radiations, certain
chemical agents, and specific infections have a deleterious effect on chromo-
somes suggests that the avoidance or control of such mutagenic agents
could be helpful in limiting the number of chromosomal diseases. More-
over, the observation that the occurrence of trisomies increases with
increasing maternal age is of interest for prevention. It has been stated
that if, by judicious family planning, the age of childbearing could be
terminated at 37-38 years, the number of children born with Down’s
syndrome would be cut by half. Some recent research, however, has
thrown doubt on this proposal. Finally, the recurrence within one family
of the birth of chromosomally abnormal children, a rare but significant
event usually dependent on the presence of parental translocation, may
be prevented by examination of parent karyotypes and subsequent family
planning.

Defects of a major gene are increasingly recognized as frequently
responsible for rather rare forms of mental retardation. In certain of
these conditions, retardation can be prevented by the use of appropriate
diets, provided identification of the disease is made early in life. Family
planning aimed at limiting the size of sibships born of parents “ carrying ”
a pathological gene'is another significant preventive measure. Premarital
identification of carriers in high-risk families would be of help in genetic
counselling. ‘

Some forms of mental retardatlon caused by prenatal factors are by
their nature potentially preventable. The recent thalidomide tragedy,
although not associated with mental retardation, taught an important
lesson regarding the harmful effects on the developing embryo of an
apparently innocuous drug. The use of insufficiently tested drugs by
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pregnant women may be responsible for some forms of prenatally deter-
mined mental retardation and this risk should be avoided.

The role of maternal infections during pregnancy in causing abnorma-
lities of the developing child was re-emphasized recently by widespread
epidemics of rubella in the USA and elsewhere, resulting in a high incidence
of defects in the offspring of mothers who contracted rubella during the
first trimester of pregnancy. Vaccination of prospective mothers (when
such vaccine is available) would be the logical preventive measure.

There appears to be an increased risk of mental retardation when
pregnancy is complicated by toxaemia, suggesting that this may be a
causative factor, although the mechanism is as yet unknown. With ade-
quate prenatal care, toxaemia can often be prevented. More important
is the prevention of prematurity. It is becoming increasingly evident
that prematurity is likely to be an important factor in mental retardation,
possibly because the fragile, immature brain is unable to withstand certain
minor adverse paranatal insults which are well tolerated by the mature
brain. The prevention of birth injury and neonatal asphyxia is also highly
important.

Prevention of many perinatal accidents by close co-operation between
obstetricians and paediatricians is now well established. To quote only
one example, it has been estimated that the use of exchange transfusion
to prevent kernicterus in the newborn has already saved children from
mental retardation or cerebral palsy. The recent development of desensi-
tization techniques for the Rh factor will probably make it possible to
save a still larger number.

Mental retardation of postnatal origin, whether caused by toxins,
infections or nutritional factors, is amenable to preventive measures.
The eradication of pertussis by vaccination in most of the developed coun-
tries has resuited in a great reduction in cases of mental retardation caused
by pertussis encephalitis. It is hoped that the newly developed measles
vaccine will similarly wipe out the not uncommon measles encephalitis
with its frequent sequel of mental retardation. On the other hand, in
developing countries, other forms of encephalitis and meningo-encepha-
litides of viral and bacterial etiology, are still very prevalent and constitute
an important cause of preventable brain damage. Advances in public
health will, it is expected, greatly reduce the incidence of these handicap-
ping conditions. '

Prevention of those very common forms of mild mental retardation
that are generally attributed to “ subcultural milieu” presents difficult
problems. Environmental and genetic factors of various types are here
closely associated. In addition, various “ eugenic” programmes of the
past aimed at controlling genetic factors have had few if any significant
results. Better success in prevention may be anticipated by acting upon
adverse environmental factors, which are less difficult to identify and mani-
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pulate than genetic factors. Better prenatal, perinatal and postnatal
care, better social conditions, including control of malnutrition and
improved educational facilities, are generally regarded as measures effective
in ‘reducing the numbers of the mentally retarded.

4. MEDICAL ASPECTS

The diagnosis of mental retardation requires a multidisciplinary
approach, which includes ‘certain medical aspects.

(1) Attention should be' paid first to an etiological diagnosis, which
will involve the recording of an extensive medical history, a thorough
physical examination, and the use of various laboratory techniques. This
may require the assistance of a number of specialists in various medical
fields. Every retarded child brought for medical attention should undergo
certain routine examinations, which should keep in step with the latest
advances in knowledge regarding the etiology of mental retardation.

Special attention should be given to the exclusion of conditions that
may simulate mental retardation, such as sensory disorders, speech
disorders, certain chronic. psychiatric diseases (e.g., schizophrenia), and
states of temporary intellectual impairment due to somatic causes.

In the present state of knowledge, it is still impossible in many cases
to make a precise etiological diagnosis. A distinction has to be made
here between the severe cases arising mainly from biological factors that
can be estimated, and those mild cases that arise mainly from social factors.

(2) Medical diagnosis should include a complete evaluation of the
mental and physical condition of the patient, his general and mental develop--
ment, and the various defects, handicaps or diseases that might be asso-
ciated with his mental retardation. Diagnosis should include an assess-
ment of the patient’s potentials, as well as of his short- and long-term needs.

It is important that the assessment should not be considered final
but should be subject to periodic review, particularly so far as children
are concerned. Prolonged evaluation may be ‘needed.

Diagnosis should not be considered an end in itself, although it has
long been a practice for the doctor’s interest to stop at diagnosis in cases
of mental retardation. It is, however, being increasingly recognized that
in respect to medical care the mentally retarded have many needs that
"can and should be satisfied. Proper nutrition and feeding are now known
to be of paramount importance to the future development of the child.
The establishment of a suitable diet and a proper method of feeding,
together with instruction of the parents, is an important task. Conti-
nuous observation and advice concerning the child’s physical development
are necessary. ‘ :
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As shown by recent work, early stimulation is very important for
further physical and mental development. The physician, collaborating
with a teacher who is an educator and psychologist, can help to ensure
that suitable stimulation is provided from the early days of life.

Psychiatric treatment of mentally retarded persons becomes increas-
ingly important with the progress of modern knowledge. It is particu-
larly necessary for patients who, in addition to being mentally retarded,
have emotional and behaviour disorders, as well as for those with transient
psychotic manifestations. Treatment should be individualized in accord-
ance with the patient’s needs. It includes the administration, when
indicated, of psychotropic drugs (stimulants, neuroleptics and others —
especially in cases exhibiting behaviour disorders or psychotic episodes),
anti-epileptic drugs, dehydration drugs, and so forth. Sometimes neuro-
surgical intervention may be necessary (e.g., in hydrocephaly or focal
cerebral lesions).

As many of the severely retarded show other associated handicaps,
it is essential to provide proper management of these disorders. In
many cases, orthopaedic management is necessary. In others, cardio-
logical advice and treatment (possibly surgery) are required. Attention
to adequate physical rehabilitation, and the use of orthopaedic appara-
tus when indicated, are of great importance. There is also a special
need for opthalmological and otorhinolaryngological treatment, and
stomatological management, including orthodontic and prosthetic work,
is- of particular importance. Neglect of dental hygiene in the mentally
retarded can lead to problems in feeding and digestion and can also influence
speaking. Particular care in the medical management of mentally
retarded children should be devoted to speech therapy, which in some
instances has a significant influence on the level of the child’s performance.

It has often been claimed that there are wonder-drugs for treating
mental retardation. Obviously, this is not so, and such claims have
only opened the field to quackery. Nevertheless, there are specific possi-
bilities of treatment in mental retardation. This simple truth has been
overlooked by many members of the medical profession, which has led
in the past to neglect of the patient’s requirements and sometimes to a
secondary deterioration in his level of performance. The mentally retarded
person can and should be treated, and this care should start in the very
early days of life and, where necessary, continue throughout his life.

The types of medical treatment required vary considerably among
mentally retarded patients of different types and at different times of
their lives. The Committee emphasized that an adequate treatment
service will involve many medical specialists, general practitioners, ob-
s‘;étricians, paediatricians, psychiatrists, neurologists, internists, surgeons,
neurosurgeons, ophthalmologists, endocrinologists, ear-nose-and-throat
specialists, as well as audiologists, speech therapists, physiotherapists,
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nutritionists and nurses. Emphasis on the importance of particular.
professional groups will, of course, differ in different countries, depending
upon resources and tradition.

During the last few years, there has been a considerable shift in the
structure of services for the mentally retarded, with institutional services
gradually giving place to community-oriented medical services (including
out-patient and day-patient facilities). This re-orientation of services
calls for changes in attitudes and practices on the part of the medical
profession.

Another important recent development is the realization that medical
care should be maintained throughout the patient’s lifetime. The increased
survival rates of the mentally retarded and the activation of the adoles-
cent and adult mentally retarded create medical problems, not only for
'paediatricians but even for geriatricians.

5. EDUCATION AND TRAINING
OF MENTALLY RETARDED CHILDREN

The labelling of individuals as mentally retarded has probably tended
to maintain a significant discriminative barrier against them. Traditional
practices of physical isolation and psychological and sociological aliena-
tion, together with the knowledge that less is expected of them than of
other people, have no doubt hindered the development of personal ade-
quacy and social competence in the mentally retarded. This background
of rejection is probably also one of the main causes of difficulties expe-
rienced in the recruitment, training, retention and utilization of staff.
However, it can be expected that these conditions will gradually change
as the mental retardation services become increasingly integrated in
expanded programmes of maternal and child health, as well as in general
pre-school and school education.

The aims of special education for the mentally retarded are pre01sely
those of education in general, that is, offering the child maximum oppor-
tunities and assistance in developing cognitive, scholastic and social
skills to the highest possible level. An overall educational plan is needed
for each child from an early age, some flexibility being, however, retained.

Clearly, there will be differences in techmques and 1n achievements,
arising from : :

(a) the various individual learning lags resulting from such factors
as : innate or genetic limitations; sensory deprivation; restricted environ-
ment (results of institutionalization); experiential deprivation (need for
action 'orientation); cultural deprivation (due to poverty, malnutrition,
etc.); insufficient perceptual-motor integration; mild general disturbance
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in neurological organization; faulty intersensory integration {especially in
regard to language); visual perceptual problems; and

(b) behavioural problems or poor motivation arising from a psy-
chiatric disorder or from the effects of such factors as brain injury.

If these factors are taken into consideration, there is clearly a great
need for research and experimentation in order to determine : (@) the
learner’s characteristics; (b) the requirements for learning school tasks;
(¢) the barriers to learning in school; and (d) the development of appro-
priate teaching methods.

It need hardly be said that schooling is essential in cases of mild
mental retardation. It is increasingly appreciated, however, that moder-
ately and even severely retarded children should also be given some
educational opportunities, although as yet there has been insufficient
research upon the most appropriate methods. For the younger age
group in the moderately and severely retarded categories, education upon
nursery school lines seems appropriate, while the older will benefit from
instruction that emphasizes those minimal academic skills important
for social adjustment. Indeed, many of those with moderate retardation
will often benefit markedly from some academic instruction.

In the 1954 report,! doubts were expressed about the validity of
making a sharp differentiation between “ educable” and “ trainable ”.
These doubts have since been confirmed. Children originally classified
as “ trainable ” have been shown to be capable, within limits, of abstract
learning, once thought to be a prerogative of the upper level of intelligence.

Most diagnostic studies concentrate unduly on a child’s weaknesses.
Emphasis needs to be placed on delincating the strengths as well as the
weaknesses of each child. This type of analysis is much more valuable
than the use of overall “ blanket ” categories; it at once suggests tech-
niques appropriate to each child and, in terms of results, represents a
more economical use of educational facilities. Moreover, it needs to be

_recognized that even minor deviations in early development may, if un-
corrected, lead cumulatively to later difficulties for the child. One of
the basic aims of special education is clearly to prevent a disability from
becoming a handicap, and handicapping conditions from being maintained.

Early education

An education programme for the retarded child should start in his
home in infancy or as soon as retarded development becomes manifest.
The child development specialist or special teacher assumes an important
role in the diagnostic team and can help formulate a programme of
home guidance aimed at helping the parents and other members of the

1 Wid Hlth Org. rechn. Rep. Ser., 1934, 75, 24.
RN
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family to create a situation in which the child’s developmental needs
are best met, in accordance with the findings of the multi-disciplinary
diagnostic team. By working with the child directly, the teacher can
demonstrate how to stimulate visual, auditory, kinaesthesic and tactile
responses and to promote appropriate body action. Frequently, the
teacher will make observations that suggest the need for consultation
with the public health nurse or some other member of the clinic team.
Correspondingly, the public health nurse will share her observations
with the home teacher to ensure co-ordinated team effort. Through
working in the home, the teacher will observe the behaviour of the other
siblings and their reactions toward the retarded child. In this way, she
may become aware of incipient disturbances that call for referral to other
professional resources.

Early in this programme of home guidance the child will be required
to participate in intensive training courses designed to inculcate mani-
pulative habits and recreational and social interaction. - These may take
place in the playground of a school and thus face the child with the
challenge of a first separation. from his mother. Where such services
are not available, the home teacher may guide the mother in bringing
together a small informal play group. Consultation with the parents
on proper choice and use of toys forms another aspect of the home
teacher’s task.

Later education
Later education will bridge the gap between early schooling and

adolescent and adult life. It needs to be oriented not only to the achieve-
ment of academic skills but also to the development of social skills and

to later work ability. Task-oriented skills, inculcation of a sense of
timing, and appreciation of quality (including the capacity to accept
criticism and to conform to standards of performance) should be included
in the programming. Such programmes must clearly be correlated with
the rate of development of the child’s capacities.

The following' general principles of education are quite firmly estab-
lished : (1) the need to relate learning to earlier experience; (2) the need
to use techniques that lead progressively to each new level; and (3) the
desirability of leading the child onwards to the most demanding and com-
plex experiences that he can happily master, rather than “ waiting until
the child is ready ”.(a largely untenable notion). Such principles are
completely at odds with more traditional methods of educating the
mentally retarded, which rely upon excessive repetition and monotonous
use of material. In addition, it is clear that group activity, while obviously
appropriate for many purposes, may need to be supplemented by indi-
vidual instruction during short periods of the day, in line with special
individual needs. :



FIFTEENTH REPORT 23

The school has a special role to play in social and in sexual educa-
tion and this can be achieved by bringing the classroom closer to the
community, expanding its action, and training the individual for inde-
pendent living and social relationships as well as in the use of the facilities
available in the community.

Recreation and physical education are valuable educational experi-
ences : camping and excursions should be considered as major educational
activities. ,

Attention must also be devoted to considerations of the physical
structure of the school, and the architects therefore become important
members of the team, whose efforts can contribute to developing an
ideal programme. -

There is still some controversy over the advantages and disadvantages
of special schools versus special classes in the ordinary school. The
answer to this problem is probably affected by both the nature of the
child’s handicap and complex social factors, but further research is
needed.

Teachers

Teachers have a very important role to play in the treatment of the
mentally retarded child. They are not merely instructors or trainers, nor
simply managers of children, nor even classroom organizers. Their
work takes in all these functions and many others as well. Experience
is essential, but good training will prepare teachers to profit from this
experience and allow them to make good judgements. They require a
broad outlook enabling them to go beyond the traditional confines of
the classroom and to relate to the home and the community, without
losing sight of the educational objective. This does not mean that the
teacher should supplant other disciplines, but he should help to develop
an educational methodology geared to the needs of infants, young children,
and adolescents. As the same time, he should collaborate with the
medical profession in dealing with the various aspects of mental retarda-
tion problems. Not only must the teacher himself be prepared to accept
the challenge of this more positive role, but it must also be accepted by
the members of the other professions concerned and by the general public.

Educational research programmes

Parents should be encouraged to permit their children to participate
in carefully organized research programmes designed to try out methods
of teaching particular skills and subjects. Such programmes have given
very rewarding results. They need to be continued, however, as no
single method has so far been adequately tested. Until treatment methods
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and curricula have been carefully defined and evaluated, special education
of mentally retarded children will have to remain on an experimental
basis.

There are a few special problems related to the presence of disabilities
which, although slight, produce a handicap that merits special consider-
ation. Slight hearing defects, slight visual distortion, a poor tactile sense,
and motor incoordination may considerably affect the child’s total adjust-
ment. Proper attention to these defects would enable him to overcome
the handicap to some extent and allow him better to compete with others
in his age-group. : :

Answers to some of the problems relating to these d1sab1ht1es are
beginning to emerge from psychological research. Recent research has
emphasized the neurophysiological basis of these disabilities. Evaluation
of the disabilities of retarded learners coupled with an understanding
of the demands of specific school tasks should lead to more efficient matching
of learners and materials. :

Very similar principles to those outlined above apply to training;
it must be noted that there is a common tendency to underestimate the
potentials of moderately and even severely retarded persons when given
special training. The analysis of particular learning deficits and the
construction of appropriate training programmes can go a long way to
improve cognitive, social and motor skills. Many programmes in the
past have lacked the variety and challenging complexity that research
workers have found to be necessary for intellectual arousal and develop-
ment. Where the new methods have been employed, the possibilities
of development have proved to be much greater than are usually expected
(see section 6).

6. VOCATIONAL, SOCIAL AND WELFARE ASPECTS

6.1 Vocational guidance, training and placement

In its Recommendation 99, the General Conference of the Inter-
national Labour Conference of 1955 made clear that vocational rehabilita-
tion services, including vocational guidance, vocational training and
selective placement, should be made available to mentally disabled as
well as to physically disabled persons.

Today it is widely acknowledged that the disabled should be given
equal opportunities with the non-disabled to perform work for which
they are qualified. The range of jobs for which mentally retarded indi-
viduals are considered qualified is steadily widening. They can perform
tasks of far greater complexity than was formerly believed possible in
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industry, commerce, agriculture and governmental organizations. Legal
and administrative barriers to their employment in these tasks should
be removed. :

" Problems of social competence and adaptability tend to be much
greater than those of occupational competence (in terms of work skill)
in the job placement of mentally retarded persons. Vocational malad-
justment is most frequently based on problems in the behavioural area.
Thus, patterns of vocational selection based solely on degree of intellec-
tual deficit have been found inadequate and particularly to the disad-
vantage of moderately retarded individuals.

Vocational preparation for the mildly retarded should be given in
the same schools that cater for the general population. They must there-
fore provide specific training in work skills under conditions that are
reasonably similar to job situations encountered in the open labour market.
But they must also provide a programme of pre-vocational and vocational
guidance that will early identify those individuals likely to develop social
adjustment problems on the job, so that appropriate intensive and remed-
ial guidance can be undertaken before school leaving. So-called school
work-training programmes providing half-day work experience in industry
or commerce while the young person is still in school are particularly suit-
able for this purpose.

Some mildly retarded young people reach normal school-leaving age
and are still not ready for job placement; they are in need of continued
vocational instruction. Unfortunately, however, in some countries voca-
tional education and guidance programmes are geared to such high academic
standards that they are not prepared to extend their services to the mildly
retarded. As a result, mildly retarded voung people have been placed
in special training centres and sheltered workshops for severely handi-
capped persons. This is a very undesirable situation.

Vocational guidance for the mildly mentally retarded can best be
given in the framework of the general guidance services for school youth.

There are four important factors that vocational counsellors should
bear in mind when working with the mentally retarded :

1. The great majority of mentally retarded persons of working age
are in the mildly retarded group and can be trained for semi-skilled, un-
skilled and service jobs in a normal working environment.

2. The need of mentally retarded persons for personal counselling
is greater than that of many categories of the physically handicapped
(this is not necessarily due to the intellectual defect itself, but rather to
such consequences as lack of initiative and experiences of failure or
rejection).

3. The counselling approach must be based on a complete assess-
ment of the individual and his problems, including a comprehensive case
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history, supplemented by evaluations of personality, abilities, aptitudes,
interests, potentialities, physical and intellectual state.

‘4. The family, the school and the community should be involved
in the counselling process. '

A major problem facing the counsellor is to convey to the family
a sympathetic understanding of the realistic limitations of their child’s
occupational potential. In determining this potential, the counsellor
should not rely too much on test results and general evaluations sub-
mitted by the school but should arrange for a new overall assessment
made with reference to vocational competence and adaptation. A feed-
back mechanism should be established between the workshop and school
facilities. ‘ _

Successful vocational rehabilitation of mentally retarded persons
will depend on the counsellor’s ability to co-ordinate the efforts of those
community and public services that have a direct bearing on job placement
and job adjustment. His responsibility for follow-up extends beyond
the initial period “ on the job ”, when advice and assistance is welcomed
by both the retarded worker and the employer. Therefore periodic follow-
up visits must be made to ensure that the worker’s non-vocational needs
—which have a direct bearing on his stability at work — are brought to
the attention of appropriate resources in the community. By studying
follow-up results, the counsellor can evaluate his own rehabilitation
techniques. L " '

For the moderately retarded and some of the severely retarded,
special vocational preparation in a training centre is usually required
after they have completed their schooling. The programme in such .
vocational training centres is aimed not only at the creation of job skills,
but at all facets of the employment situation, including social adjustment,
and locating and applying for job opportunities. Development of proper
work habits is another major aim, and therefore the centre has to provide
opportunity for production, although productivity is not here the primary
object as it must be in the sheltered workshop. .

The tendency of former years to limit such training to repetition of
a simple manual task or to so-called “arts and crafts ” activities like
weaving and basket-making has not been found adequate as preparation
for the variety of work. mentally retarded individuals will encounter in
production workshops or in open employment. Their training should
reflect the future need to be prepared to shift from one job assignment
to another. Co : '

‘ It has now been amply demonstrated that, on the whole, if a favour-
able learning situation of sufficient duration can be provided in a work-
shop or training facility, neither a full eight-hour work day, nor the opera-
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tion of machinery, nor a manufacturing or assembling task involving a
series of manipulations of some degree of complexity presents great ob-
stacles, even for the more seriously handicapped group.

The more difficult problems encountered in training this group relate
to the following : resistance in accepting direction and criticism of work
performance; inadequate sense of time (punctuality) and of timing (work
rhythm); poor relationships with other trainees or co-workers; poor
responsiveness to the demands of the work situation. All these seem to
point up the need for a more demanding pre-vocational and social training
in the school years. i

Obviously, many of the factors outlined here refer to the difficulty
young retarded people find in assuming adult roles. Work training
facilities on a post-school level should. whenever possible, be located
apart from school buildings and provide an environment that conveys

_to the trainees a positive feeling of their moving toward an adult status.
Evidence is accumulating that work supervisors with experience in industry
tend to be more successful in these situations than teachers who reflect a

~school atmosphere. It is also important that the vocational training
centre should serve young people of both sexes, so that social training
can be carried out in a realistic social setting.

Sheltered workshops should primarily provide protective remunerative
employment for moderately and severely retarded adults. Mildly retarded
adults should be admitted only in very exceptional cases where no other
community programme or employment opportunity is available. The
workshops should be organized in such a way as to provide opportunities
for evaluation, assessment and job preparation, so that those working
in them are helped to progress to sheltered employment in special units
provided in industry, or even to pass directly to open employment.

To fulfil this goal, the sheltered workshop must convey an industrial
rather than an institutional atmosphere and must follow as closely as
possible work procedures, work schedules and supervisory practices typical
of industrial or, commercial establishments in the community. This
implies that the workshop manager should be a person with experience in
industry. Workshops should serve both men and women, preferably
in mixed groups.

‘ On the other hand, workshops must be prepared to provide long-term

continuing employment for those who are capable of sustained produc-
tivity, but otherwise unable to cope with a more normal work setting.

Experience suggests, however, that segregating this group in a special unit

is not desirable — they, too, must know that there is the possibility of
eventual advancement.

Close relationships must be maintained with governmental agencies
responsible for labour and industry and for employment and personnel
selection, as well as with labour unions and employer groups.
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Modern industry tends to provide certain health and welfare services
for its employees. To the extent that this is an accepted pattern, the
workshop, too, should provide these. But, in general, an .undesirable
overdependency, stifling the important goal of community integration,
is created if workshops try to meet all health, social, educational and
recreational needs of those employed in them. It is preferable that these
needs should be met through the appropriate community agencies. Shel-
tered workshops need not be restricted to urban areas. With suit-
able selection of products for agricultural purposes and with other adjust-
ments in work procedures (such as work teams for gardening), they have

+ proved successful in rural areas as well.

6.2 Financial allowances

It is being increasingly recognized that the presence within a family
of a person handicapped by mental retardation can represent a heavy
financial burden as well as an emotional stress and can adversely affect
the well-being and social efficacy of the entire family. This has led not
only to the establishment of services, but also to the introduction of meas-
ures to aid such families financially. In some countries, an allowance is
provided for this purpose, in other countries tax deductions are permitted,
while yet others have extended the system of social security or social
insurance. Arrangements differ widely from country to country, but
may include a general allowance to cover the many special expenses in
feeding, clothing and caring for a handicapped child, plus special allowances
for educational or therapeutic expenditures.

Maintaining the ties between the retarded person and his family is
seen in some countries as an important adjunct of any measure that
requires the temporary removal of a child from his home; financial aid
is therefore paid to enable the family to visit their child or for the child
to spend vacations at the family home. In Switzerland, the social insu-

, rance programme pays a subsidy to associations of parents of retarded

children (on condition that these meet certain organizational standards),
believing that such groups are an important link in the chain of public
and voluntary services providing families of the retarded with needed
information, counsel and guidance. Similar subsidies to associations
exist in other countries as well.

The vast majority of the mildly retarded adults, if they have been
properly aided during childhood and adolescence, can be expected to
meet the demands of daily living with relative independence and will
need further assistance only in special crisis situations. But, in
general, the situation for the more severely handicapped group is quite
different, though studies have shown that some of them can achieve a
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degree of social adaptation that facilitates a life of relative indepen-
dence -in_ the community. :

Retarded adults who are incapable of economic independence require
financial aid from public funds. While in some countries this aid is
provided as part of the State’s social welfare programme, it seems pre-
ferable that it should be included in a comprehensive social insurance
system.

6.3 Housing (see also section 7.2)

In addition to financial assistance, families caring for retarded chil-
dren at home are in need of other services, which, while indirectly benefit-
ing the retarded child, are primarily directed at giving relief to the parents
and other members of the family. Such services as the provision of
visiting housemaids, day-care centres, or special care units are primarily
directed at families where the child is too voung or too handicapped to
participate in school or vocational training. Short-stay homes provide
for emergencies such as the mother’s hospitalization and weekend homes
allow a family to be away even when the retarded child is unable to
travel. Such temporary care facilities must be provided also for severely
or profoundly retarded adults who are still cared for by their own family.
For retarded adults whose parents or other close relatives can no longer
provide them with a home, the problem of proper housing is of extreme
importance. Small community residences (“ hostels ”) are being intro-
duced for this purpose in many countries, making unnecessary the removal
of a retarded person from his accustomed environment solely for lack
of a bed.

Among the more severely handicapped adults, there will be some who
are incapable of the sustained productivity required in a workshop yet
who are able to live in the community. For them special occupation
day-centres and more closely supervised residential arrangements are
needed.

6.4 Recreation

The social and recreational life of the increasing numbers of moder-
ately and severely retarded adults who will, in future, be living in the com-
munity poses many new problems. It is desirable to arrange for them
to participate in general community programmes or to provide specialized
activities such as clubs, dances or excursions arranged by a general com-
munity agency. Hostels should serve both sexes or in any case be so
located and structured that social activities for men and women can be
part of everyday life.
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7. DEVELOPMENT OF SERVICES

7.1 Principles and legal ‘considerations
The 1954 report on the Mentally Subnormal Child ! stated :

Every child ... has the right to develop his potentialities to the maximum. This
implies that all children, irrespective of whether or not they suffer from mental or physical
handicap, should have ready access to the best medical diagnosis and treatment, allied
therapeutic services, nursing and social services, education, vocational preparation, and
employment. They should be able to satisfy fully the needs of their own personalities
and becomie, as far as possible, independent and useful members of the community.

While reaffirming this important principle, the Committee emphasized
that the following considerations: are also relevant to the development
of services and facilities for the mentally retarded :

(1) Mentally retarded individuals have, like all other human beings,
the basic right to receive the most effective treatment, training and re-
habilitation available and to be approached in an ethical fashion.

(2) Whatever services and facilities are open to other citizens must
in principle be available also to the mentally retarded.

(3) Mental retardation is a community problem and whenever
possible the mentally retarded should be served in their own community. .
Segregation, whether well-meaning or not, breeds prejudice and discri-
mination. All mental retardation facilities should be closely related to .
other community services.

(4) The family of the mentally retarded person should be involved
to the greatest possible extent in the planning of his rehabilitation. Pre-
ference should be given to arrangements that make it possible for him
to remain in his home.

(5) Whenever placement in an institutional facility provides a
more appropriate regime for the mentally retarded person, continuing
close contact with his family should be actively encouraged, unless there
are specific reasons why this is not feasible.

(6) Mentally retarded children grow up into adulthood and in
milder cases some may, indeed, “ outgrow ” mental retardation. Pre-
paration for adult living must be an important aspect of progamme
planning.

(7) In view of the rapldly expanding new knowledge gained through
research and practice, mental retardation programmes should provide

‘for maximum flexibility to allow for testing and adoption of new methods,

1 Wid Hith Org. techn. Rep. Ser., 1954, 75, 5.
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The Committee reviewed the excellent statement on legal considera-
tions in the 1954 report,! and considered that the principles enunciated
constituted a most useful guide to countries in the planning of mental
retardation services. In view of the progress that has been made in
rehabilitation services during the last fifteen years, particular attention
is directed to additional problems arising out of the employment of the
mentally retarded.

Three guiding principles were considered important in this connexion :

(1) There is a temptation to “favour ” certain special groups, and
in partlcular those of handicapped individuals, by the enactment of special
legislative provisions. In the long view, however, the interests of such
groups are best served when as far as possible they are covered by general
legislation applying to all citizens

(2) Where special legislation is necessary, care must be taken to
keep a balance, as was pointed out in the 1954 report, between needed
protection and over-protection. So-called protective: legislation can
easily become discriminatory legislation.

(3) Legislation pertaining to mental retardation must take into
consideration the striking differences between the needs of those who
are only mildly retarded and the needs of those who are profoundly affec-
ted. In general, therefore, it will be necessary to set forth specific yet
flexible qualifications or characteristics of the mentally retarded to whom
a given law should apply.

In many countries new and progressive legislation has shifted the
emphasis from protection against the mentally retarded to protection
of the mentally retarded. Increasing concern is shown about preserving
personal rights that would help the mentally retarded person to the great-
est possible fulfilment of his life within the limits of his capacity, such
as his right to work, to participate in the activities of the community,
and to marry.

There appears to be a consensus that the retarded should enjoy the
same rights and privileges of citizenship as their fellow countrymen,
unless there are specific reasons for taking legal steps to curtail these
rights and privileges. ‘Plac‘ing a person under guardianship, for instance,
deprives him of the exercise of certain civic functions and of transacting
business but it does not deprive him of his right to education. This
consideration is behind the move in various states to make special educa-
tion mandatory upon the state, not only for the mildly retarded but also
for those who are moderately and even severely retarded.

~ There is considerable discussion about grading the extent of guar-
dianship imposed according to the capacity of the retarded person, who

L Wid Hlith Org. techn. Rep. Ser., 1954, 75, 39.
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may be totally dependent or who may be able to work for wages and take
care of his day-to-day expenses, but not capable of entering into major
contracts or fiscal transactions.

Legislation has been introduced in some countries proposing that
all retarded persons accused of criminal acts, regardless of age, should
. come before the children’s court rather than the adult criminal court.
This approach must be rejected, since it is not possible to claim that a
person should be treated as child under criminal law and yet to expect
an employer to hire him as a working adult. For the same reason, it
would be desirable to accord a special status under guardianship for
handicapped adult persons.

Any relevant special legal provisions should be based not on the
finding of mental retardation per se, but on the demonstrated limited
functional capacity of the mentally retarded -person involved. Also,
because it has now been demonstrated that the level of functioning of
a retarded person can in certain cases be substantially improved by train-
ing, all judicial decisions limiting the rights of a retarded person should
be open to subsequent review and modification.

7.2 Network“of facilities

The Committee noted the current trends to develop a network of
facilities aimed at meeting the needs of the mentally retarded. Emphasis
was laid on the need to organize comprehensive and integrated services
to provide a continuum of care for the mentally retarded individual and
his family when required. In planning such services, attention is now
being directed to the value of regional organization, utilizing as far as
possible the educational, medico-psychiatric, social and recreational
services already available to the general community. Recent studies
have revealed that a considerable proportion of the mentally retarded
at present housed in large and usually remote institutions could be placed
in sheltered or even open employment in the community. Among the
severely defective there are many who could receive more adequate care
in smaller houses or “family units ”. The Committee nevertheless recog-
nized that the provision of such community services entails the estab-
lishment of certain new supportive facilities and adequate education and
training of the general public, of staff, and of professional groups (see sec-
tions 8 and 9). In addition, the Committee considered that all large
hospitals should develop mental retardation clinics as part of their general
outpatient services. It was agreed that there will remain a need for in-
stitutions to care for those requiring intensive treatment or who are so
severely handicapped that they require the facilities at present available
only in the larger institutions. Many of the facilities required for a
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comprehensive network of services are well described in the 1954 report.l
The present Committee wished, however, to emphasize some outstanding
points.

Support for families of retarded children

When mental retardation has been diagnosed in a child, the first
consideration should be to provide support to the family to enable him
to remain at home, where possible. Recent studies have indicated that
the majority of families wish to keep even severely retarded children in
the home and that they are able to provide the most satisfactory conditions
for their care, particularly in the early years and if given suitable support.
In this connexion, the Committee reiterated the warning contained in
the 1954 report against the practice of advising parents not to take the
mentally retarded child home from the maternity hospital. Clearly, such
a decision would constitute a real hazard to the mental health of the family
unit. Parents make a heavy emotional investment in all pregnancies;
when a serious abnormality occurs they experience feelings of grief and
the immediate admission of the infant to an institution may not only fail
to relieve this stress, but may even intensify it. The Committee agreed
with the statement:2 “ No institution can provide an adequate substitute
for the essential emotional interaction between parents and child, and
this opportunity for interplay is of paramount importance in the case of
the handicapped child whose parents can only slowly evolve a realistic
and constructive attitude towards the situation.”

Provision of support to the family should start as early as possible
after diagnosis of mental retardation. It would include, when required,
adequate medical care (see section 4), education and counselling of the
family (see section 5), financial support to meet additional burdens (see
section 6.2), and assistance with home management. Home visiting by
nurses and educators, day-care services, informal play groups, and week-
end homes can do much to relieve the family of part of the responsibility
for care, and to stimulate the retarded child’s development. In several
parts of the world, summer camps have proved of great value for these
purposes.

Preparation of retarded adolescents for community life

- Most programmes for the retarded still pay insufficient attention
to 'the needs of adolescents leaving the sheltered environment of special
schools or classes. Training is required to prepare these young people

1 Wid Hith Org. techn. Rep. Ser., 1954, 75, 13-33.
2 Wid Hith Org. techn. Rep. Ser., 1954, 75, 17.
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for adult life in the community. Good results have been obtained in
teaching even the severely retarded the use of telephones, public transport
and other community amenities.

Support of retarded adults in the community .

Some fifteen years ago, the mentally retarded adult was looked upon
as a child incapable of taking responsibility. Important changes have
occurred in recent years since research and experience have shown that
moderately and even severely retarded adults can perform useful work

'in a realistic job situation. Provisions for their preparation for work

in the community and for job placement are considered in section 6.

Finding suitable employment opportunities for the retarded (and at
the same time giving them an opportunity to contribute to the national
economy) remains an urgent task for industry, commerce, and agriculture.
Government agencies should set a good example by accepting mentally
retarded men and women in suitable service positions.

" As increasing numbers of these adults take up work in the community,
under sheltered or independent conditions, the need arises for develop-
ment of hostels, boarding houses. and clubs to provide partial support
i dealing with the problems of everyday living. In line with the move °
to retain the retarded in the community, several authorities are using a
variety of existing residential facilities for the general population rather
than building new residential institutions for retarded adults. At the
same time, increasing emphasis is being laid on the provision of continued
support for retarded adults through outpatient facilities of the mental
health and. general health services and appropriate social welfare agencies.

The Committee considered that, in. general, the care of mentally
retarded old persons, whose numbers are increasing, is best organized as
part of the general geriatric services. :

Changing role of institutions for the mentally retarded

Traditionally, a sharp differentiation has been made between commu-

" nity programmes and institutional programmes. It needs to be stressed

that modern developments have made this division no longer tenable.
There is an increasing tendency to establish small institutions in the com-
munity, so that on the one hand their residents can participate in other
community programmes, and on the other hand individuals residing in
their own homes can take part in programmes provided within the
institutions.

Whereas in the past institutional services for the retarded almost
always implied an extended stay, new patterns of care increasingly provide
for periods of short-term institutional residence to meet specific needs
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of the retarded person and his family. It is anticipated that provision
of an easy interchange between day programmes and temporary residential
services will eventually decrease the total need for bed space.

There is much controversy regarding the desirable size of institutions,
but few carefully conducted studies have been made. The Committee
agreed that very large institutions should be avoided but that the size
would depend to some extent on the purposes of the institution. The
marked difference in function between various types of institutional pro-
gramme — particularly between those predominantly medical-therapeutic
in character and those where educational-rehabilitative functions predo-
minate — should be reflected in staffing practices, administration, and
building design, whether in separate specialized facilities or in a larger
multipurpose institution.

In many countries, buildings for the mentally retarded were formerly
constructed along hospital patterns. A considerable percentage of the
retarded do not need acute medical care, but rather a much simpler setting
where education, physical development, and social and vocational train-
ing can best be furthered.

Accent should be on creating an environment where an individual
resident can have a feeling of belonging and can build up his under-
developed individuality. Ideally, the resident would have a room of his
own (if he is able to manage himself with sufficient independence), but
on a minimal basis this might be as little as a different colour of floor
covering around his bed designating “ his own area ”, or a partition wall
that establishes a zone of privacy and can support a shelf or night table
for personal possessions. These are at best solutions acceptable in a tran-
sition period from the old to the new. In future, the large dormitory should
be replaced by rooms where each bed has a well space with some arran-
gement for hanging pictures, each room containing a table and enough chairs
for all occupants (who can be out of bed). Similarly, there must be a
move away from the single large dav-room in favour of two or more such
rooms, which can be distinctly smaller but permit a diversification of
activities. '

Undoubtedly, some will feel that the above may be appropriate for
the mildly and moderately retarded, but certainly not for the severely
and the profoundly retarded. Yet, actually it is those who are most
severely handicapped who have the greatest need for an environment
that aids personality development, however limited the possibilities of
development may be. For these persons, the day and sleeping rooms
may have greater importance because they constitute the prime educa-
tional environment and should provide maximum stimulation. Different
colours and different types of materials and textures may therefore
be important, as are mirrors and windows low enough so that the occupants
can look out and see the world that surrounds them.
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From the field of special education there is now considerable evidence
that the expectations of the teacher reflect themselves to a marked extent
in the' performance of the pupils.

In like fashion, practical experience has shown that to a very consi-
derable extent the performance of the severely and profoundly retarded
depends on whether they are considered incapable of progress and in
need of constant aid and constant surveillance, or whether, on the contrary,
they are given an opportunity to learn to become less dependent on others
and to start doing things for themselves, beginning with the simplest acti-
vities of daily living. Recent developments in the training of severely
and profoundly mentally retarded persons, using in particular methods
such as operant conditioning, provide a promising basis for a programme
of positive intervention with these groups.

Obviously, there are groups with special problems who will need a
special programme in an environment specifically adapted to their needs.
‘They include a relatively small group with markedly disturbed, often
aggressive behaviour. However, even with this group, environmental
factors may well have a distinctly beneficial effect.

A substantial number of mentally retarded persons require acute
medical care as bed patients. Their activities may be very much restricted
yet their rooms, too, can be built with windows permitting a view qutside,
with attractive colours on wall and ceilings, and with terraces where beds
can be moved outdoors whenever possible. More and more it is becoming
a practice.in progressive institutions to have as many of these patients
as is feasible periodically outside their beds, particularly if they are children,
so that they can lie or crawl on floor mats.

While for the vast majority of those in mental retardation institutions
a stimulating environment is the greatest need, there are some individuals
with cerebral damage for whom present knowledge suggests that external
stimulation should be curtailed and an environment created that is limiting
and reassuring. As yet, little has been done to translate the special needs
of this relatively small and not yet clearly defined group into tangible
architectural terms.

7.3 Administration and co-ordination

Health, welfare, education and employment services

From what has been stated in sections 4, 5 and 6, it is apparent that
health, welfare, education and employment services all have an important
part to play in programmes for the mentally retarded. It has been
repeatedly stressed that where possible the services provided for the general
population should be fully utilized, but that the training of staff should
be expanded to include instruction and experience in meeting specific
. needs of the mentally retarded.
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As was pointed out in the 1954 report,! close co-ordination of services
is necessary, not only nationally and regionally but also in relation to
the individual person. In some countries, major responsibility for-mental
retardation services is assumed by one of the services mentioned above,
and in others a separate agency, committee, or commission has been estab-
lished: for the express purpose of co-ordinating the efforts of various
agencies. This would appear to be of particular importance where pro-
grammes are being organized on a regional or local level. The Committee
emphasized that, where new programmes are to be established, all the
agencies, disciplines and interested citizens likely to be involved should
be represented already at the planning stage and should consider means
of co-ordination during the implementation of the proposals.

Voluntary organizations

During the last fifteen years, voluntary organizations have played
an ever-increasing role in services for the mentally retarded. Associations
for the mentally retarded, started by parents of mentally retarded children,
have broadened their membership to include many persons interested
‘professionally or privately in this field. and the scope of their activities
now encompasses education of the public, legislation, administration and
financing of national and local services, training for professional staff,
and research. Associations in some countries are heavily involved in
direct-service programmes (schools, workshops, residential facilities,
day centres) while others are now convinced that the role of the associa-
tions must be to obtain rather than to provide these services for the
retarded.

Many of these assoma‘mons are now united through the International
League of Societies for.the Mentally Handicapped which is providing,
through its congresses and through symposia on important issues in mental
retardation, a new means for the exchange on an international basis of
knowledge about new programmes and their effectiveness.

In numerous countries, organizations such as the Scouts and other
youth groups, the Red Cross, and women’s and men’s social clubs, as
well as various religious bodies, have enriched the lives of the mentally
retarded by organizing and maintaining play groups and recreational
programmes, camps and vacation colonies. Members of such organiz-
ations have also contributed as volunteers to the recreatlonal programmes
in public institutions.

Multidisciplinary approach

The Committee stressed the fact that no single discipline has the
knowledge or competence to undertake alone the responsibility for meeting

1 Wid Hith Org. techn. Rep. Ser., 1954, 75, 45.
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the needs of the mentally retarded. When representatives of the various
disciplines mentioned in this report are brought together to consider the
problems arising in the organization of the services required, they can
learn much from each other and become increasingly aware of their own
potentialities and lacks in respect of providing such services. Such a
multidisciplinary approach is required also in case-conferences for consider-
ation of the individual mentally retarded person. Section 8 gives attention
to the need for professional education and training on problems of mental
retardation and to spec1a1 training in the teamwork necessary in dealing
with the problems arising. :

8. EDUCATION AND TRAINING OF PERSONNEL

Management of the mentally retarded involves a wide variety and
diversity of personnel. These include not only those with professional
qualifications and general and specialized training in various disciplines,
but also parents, volunteers and paid supporting personnel, such as aides
and day-care assistants. In attempting to develop and sustain compre-
hensive programmes of treatment, research and prevention, great attention
has to be paid to the recruitment. training and maximum utilization of
staff from different backgrounds.

It is highly important to promote greater understanding between the
various groups so that they can work effectively as a team. The medical
specialists must work in close co-operation with teachers, social workers,
psychologists and public health nurses, as well as with workers in the
social, educational, occupational and behavioural sciences and with the
community services. o

With changing attitudes, an increasingly large proportion of the
population has contact with theé mentally retarded, especially in a profes-
sional capacity. It is thus clear that mental retardation should be included
in the training syllabus for many professions.

The Committee noted the recommendations on the training of per-
sonnel in the 1954 report.l. It endorsed in major part the ﬁrst six recom-
mendations, which may be summarized as follows :

1. Professional staff working full time with the mentally retarded
should be well grounded in the general aspects of their profession before
specializing in mental retardation.

2. In specialist tralnmg, mental retardation should be viewed W1th1n
the framework of handicapping conditions in general.

3. Courses of training for personnel working with the mentally
retarded should involve interprofessional contacts.

1 Wid Hith Org. techn. Rep. Ser., 1954, 75, 33-36.
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4.. Interdisciplinary postgraduate courses and seminars are valuable
and could be promoted by international organization.

5. Governments and professional organizations should consider
seriously the possibility of paying all personnel taking specialist training
or refresher courses (this is already being done on a wide scale in some
countries). "

6. Training should be both academic and practical. Well planned
interdisciplinary case conferences can provide excellent practical training.

To these, the Committee adds the following general recommendations
on education and training :

7. Although there are now many more publications available for
professional workers in the field of mental retardation than there were
in 1954, the position needs to be further improved. In particular, exchange
of knowledge between various countries could be expanded through the
improved availability of translations of published work.

8. The growth of professional associations at national and interna-
tional levels is to be encouraged. This is a valuable method of attracting
suitable persons to work in the field of mental retardation and to develop
their interest. '

9. To improve the status and quality of the training pfog'rammes,
universities and other centres of higher education should encourage research
and teaching in mental retardation within the many relevant disciplines.

10. Every member of the interdisciplinary team plays an important
role and should receive adequate training for his task. Not only the pro-
fessional staff, but also assistant personnel in institutions and educational
establishments, and persons in charge of hostels for adults, require appro-
priate training to work more effectively. Paradoxically, in many countries
those who spend most time in direct contact with the mentally retarded
have not been offered opportunities for formal training.

Attention is drawn to section 10, which includes a discussion of the
special problems of training personnel in the developing countries.

8.1 Personnel working with the mentally retarded

Medical personnel

Physicians are still too often ill-informed or misinformed about prob-
lems of mental retardation, a statement that applies even to many paedia-
tricians. Yet it is they who must announce the diagnosis to the parents
and answer their questions. Physicians must therefore be abreast of the
latest diagnostic procedures and of any treatment methods that exist, and
it is, of course, essential that they be informed about the whole field of
prevention.
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- It- would be desirable for medical schools to introduce into their
curricula a course on mental retardation to be taken by all medical students;
this should preferably include visits to institutions and periods of practical
training, particularly in out-patient services for the mentally retarded.

It would seem indispensable that paediatricians, psychiatrists and
public health officers be given more intensive training in the field of mental
retardation. The course should not only cover the etiology, prevention
and treatment of mental retardation, but should also include a grounding
in evaluation, education, the social aspects, and rehabilitation. Periods
of practical training in specialized out-patient services for the mentally
retarded are especially necessary.

Psychologlsts

Psychologists worklng in the field of mental retardatron have tradi-
tionally been drawn from' educational or clinical psychology, having
received postgraduate training prior to increased specialization. - This
specialization may have taken the form of in-service tra_mmg or experience
or of further specific courses. These recruitment sources will no doubt
continue, but in recent years, and with the setting up of university mental
retardation units, an increasing number of experimental psychologists
aré being attracted to the field. For them, specific courses in learning
theory and behaviour modification added to their earlier postgraduate
training are likely to prove valuable. Indeed, with the greater apprecia-
tion of the potential role of the psychologrst a sound background in
experimental design and statistical methods becomes more and more
necessary, not only for making a full contribution to the multidisciplinary
team but also for the general advancement of knowledge in this field.

Personnel to provide education and trammg

Training courses for all teachers partrcularly for teachers of young
children, should include some theoretical and practical instruction and
experience in the care, education and training of the mentally retarded,
as well as in the causes, as far as these are known. This should assist in
improving attitudes towards the mentally retarded, which will be of parti-
cular importance where special classes are established in the -ordinary
schools : teachers with a general training will then be able to give part
of their time to teaching in the special classes. The instruction given to
teachers should also assist them in case-finding and in referring for special
treatment children who are retarded in therr school performance because
of other defects.

If education of the mentally retarded is to become an integral part
of the general education system, the training of the special teachers must
likewise be incorporated into the general scheme of teacher training.
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It is again stressed that the training of educators should prepare them also
to co-operate with medical personnel in their work with the mentally
retarded. :

The shortage of specialized educational personnel for the mentally
retarded is acute in most parts of the world. However, in certain coun-
tries there are now some good training provisions. In- the USSR, for
instance, there is an extensive system for the training of “‘defectologist-
teachers ”. The Moscow Institute of. Defectology of the Academy of
Pedagogical Sciences works out instructions on methods of teaching and
training. In England, the Ministry of Health Training Council for
Teachers of the Mentally Handicapped is developing national training
standards, mostly for two-year courses. Almost everywhere, there is
an urgent need for the establishment of short intensive training courses and
in-service training to help overcome the shortage of staff.

In France, a new type of educator, the éducateur spécialisé is now
being trained, not as a school teacher but rather to assist handlcapped
children in their social and personal development. :

Denmark has set up a three-year course especially designed for
training basic personnel in the field of mental retardation, alternating
between instruction in a special staff training academy and periods of
practical work. It is particularly noteworthy that the practical work
is not limited to residential institutions but also includes experience in such
facilities as sheltered workshops and nursery schools or day centres, in
line with the new thinking that institutions need to be considered as part
of a continuum of services, with the possibility of easy transfer from one
to the other in accordance with the needs of individuals at various life
stages.

The staff in charge of sheltered workshops, apart from being conver-
sant with questions of industrial production, business and pérsonnel
management, should also be acquainted with the problems of the mentally
retarded adult and his capacity for work and for adjustment to society.
Training courses should be established for this purpose and could proﬁtablx
be combined with those for other types of personnel. :

Paramedical and social work personnel

Mental retardation should be included among the subjects on the.
syllabus of all nursing training courses and practical experience should
be included, even if only for a week. Public health nurses, or visiting
nurses, need more extensive information and experience, since during
their visiting of homes they are in a good position to assist with early
case-finding, assessment of the home situation, and referral of cases where
necessary. They can also contribute to parent counselling, where this
work is not performed by other specialized workers.



