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WHO CONFERENCE ON THE CHILD AND THE ADOLESCENT
IN SOCIETY

Athens, 26 —30 September 1978

1. INTRODUCTION
1.1 Opening session

A Conference on the Child and the Adolescent in Society was convened
in Athens from 26 to 30 September 1978 by the WHO Regional Office for
Europe in collaboration with the Government of Greece. The Conference
was attended by representatives of 22 Member States, 10 temporary advisers,
representatives of 6 nongovernmental organizations, 8 observers and 5 staff
members of the WHO Regional Office for Europe and headquarters. It
brought together professionals from many disciplines concerned with children
and adolescents: public health planners; administrators and experts in the
fields of family health, maternal and child health, and family planning; ad-
ministrators of health education programmes; scientists; and teachers, re-
searchers and service personnel in the fields of paediatrics, public health,
nursing, midwifery, education psychology, sociology and architecture (for
list of participants see Annex II).

The participants were welcomed by Professor S. Doxiadis, Minister of
Social Services of Greece. On behalf of WHO, Dr L.A. Kaprio, Regional
Director for Europe, pointed out that the Conference was the culmination
of a series of activities carried out by the Regional Office. The Regional
Committee for Europe, which guided the policy of the Regional Office, had
felt that more emphasis should be placed on child health; he hoped, there-
fore, that definite guidelines would emerge from the Conference reflecting
the wishes of Member States with regard to the focus and direction of WHO
programmes concerning children and adolescents.

In his introductory address, Professor Doxiadis expressed the hope that
the discussions would lead to action. He cautioned that more research and
knowledge concerning childhood and adolescence were certainly needed,
but that decisions on policy and programmes of action were required imme-
diately and could not be postponed while new knowledge and data were
being accumulated. He emphasized the vital link between education and
health, and the role of professionals in the health sciences as catalysing agents
in the introduction of new ideas. He urged the participants to consider the
development of the child’s social conscience — the “intelligence of the
heart” — and keep in mind the individuality of each child by measuring
the success of services for children (such as education) by changes brought
about in the individual during the process.



Professor Doxiadis was elected Chairman and it was decided that he
should be assisted by three Vice-Chairmen. The following were elected:
Professor M. Coruh, Dr K. Bozkowa, and Professor P. Hubinont.

Dr V. Tatocenko, temporary adviser to the Regional Office for Europe,
and Dr M. Wagner, Regional Officer for Maternal and Child Health, acted as
Co-Rapporteurs.

Dr Wagner, who also acted as Conference Secretary, explained that the
results of the deliberations could have important implications for the training
of personnel in many fields in the future. He hoped that significant changes
and innovations in services for children and adolescents would result from the
Conference’s recommendations.

1.2 Scope and purpose

The purpose of the Conference was to recommend solutions to the prob-
lems of children and adolescents (5—18 years of age) in society today. The
need for such recommendations is based on two premises: (1) the process of
rapid socioeconomic development and industrialization now taking place
in the Region has profoundly changed the nature of the problems exper-
ienced by children and adolescents; (2) existing services for children and
adolescents -are inadequate and/or 1nappropr1ate for solving these new prob-
lems.

With regard to the first premise, it is universally acknowledged that
society has been radically transformed by socioeconomic development and
industrialization and that this process of change is continuing. New patterns
of behaviour, development, health and disease have emerged which have
created new needs and new. problems. Improvements in standards of living,
including better housing, nutrition and sanitation, are primarily responsible
for the remarkable reduction in mortality rates, but they have also led to
increased concern with the quality of life. Socioeconomic development and
industrialization, the application of modern technology, and advances in the
treatment of certain diseases and conditions have created a social climate in
which expectations and aspirations have risen in all age groups and all levels
of society.

These expectations and aspirations are not only higher than in the past,
but are also different and often difficult to express. Demands for more and
different services which it is believed will enhance the quality of life have far-
reaching implications for all services. In such demands, expression is frequent-
ly given to the vague but deeply felt desire for a normal, healthy, happy life.
But what do the terms ‘“normal” and “healthy” mean when applied to
children and adolescents? And if we felt competent to define happiness,
would our definition not necessarily include a consideration of health?

A general improvement in the health status of the population has in-
validated the “sick/healthy” dichotomy of the medical model. It is evident
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that in one way or another and at some time or another all children are sub-
ject to health deviances. The concept of “normal”, then, is a convenient
administrative term and what, in fact, is “normal’ is the presence of health
deviance or, more correctly, variance.

A second difficulty when considering normality is the potential confu-
sion between average, normal and optimal. What is measured as the average
is labelled normal and is often assumed to be optimal. If what are generally
considered to be improved socioeconomic conditions are associated with a
larger average size of children, then bigger children are regarded as normal and
desirable. If, however, these same “improved” socioeconomic conditions are
also associated with increasing average blood pressures in children as they
grow, is this higher average blood pressure still to be considered normal,
desirable or optimal? ‘“Normal”, then, should be restricted to the meaning
“average” and should not include any connotation of “desirable” or “opti-
mal”. It is particularly important to bear this in mind because, as we shall
see, many of the problems of children and adolescents today may arise to
some extent from the notion, pervasive in modern industrialized society,
that growth per se is not only necessary but desirable. This belief is reflected,
for instance, in the current trends towards overnutrition (leading to obesity),
overmedication, and overeducation (labelling as normal or subnormal, pres-
sure for academic achievement).

Concern for the quality of life has also affected our understandmg of
abnormality in children and adolescents. Socioeconomic development and
industrialization have brought chronic diseases and conditions to the fore-
front. '

Children who are chronically sick no longer either die or “get well”
again. Rather, the disease or disability is present in the body, mind and social
awareness of the child over a long period of time and medical intervention is
a caring and not a curing strategy. Our goal has now become the management
of the illness, i.e., of the child’s reaction to the disease or disability state,
and not the management of the disease itself — the focus of traditional medi-
cal practice. This has led to a re-evaluation of the role of the medical sciences
in problems related to health; it has resulted in a new understanding of their
inherent limitations and, in some cases, unsuitablity and has made it clear
that an interdisciplinary approach to problems (including “health” problems)
is necessary.

Our understanding of abnormality is changing in another significant
way. Medical science began with the study of pathology — the internal chan-
ges which are the causes and consequences of disease — and since that time
medical science has been focused on internal physical and mental factors.
Recently, however, we have become aware of the importance of all human
environmental conditions — the ecosystem — in the causation, care and cure
of ill health. When one begins to consider these external factors, one imme-
diately encounters a host of new realities which include the importance of
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the physical environment in health; the role of the microsocial environment
(close to the individual, e.g., the family, school, local neighbourhood) and
the macrosocial environment (removed from the individual, e.g., the level
of industrialization and urbanization, the political structure of society) in
disease causation and disease control.

The social sciences have long recognized the importance of all environ-
mental conditions, but the relevance of the latter to illness is only now being
fully appreciated once again. We have learned that, just as the environment
must be considered in its totality, so must the individual, it being impossible
to isolate any one aspect (such as health) from other aspects. This enlarged
understanding of external factors in abnormality has led to a reappreciation
of the central role of the family in the health and development of children
and adolescents. But the family, like the rest of the microsocial and macro-
social environment, is in a state of rapid change and flux in industrialized
societies and these changes must be taken into consideration.

In view of the changing nature of the problems of children and ado-
lescents in industrialized society, the second premise, that present services
for children are often inadequate and should be re-evaluated, is self-evident.
In almost all countries of the European Region, present maternal and child
health (MCH) services stem from a long-standing tradition which is based
on the medical model and which still focuses on the rudimentary health needs
of mothers: training in baby care, the avoidance of undernutrition, anaemia
and rickets, and the control of infectious disease, thus reflecting a preoccupa-
tion with the needs and problems of a past era. The designation “maternal
and child health” itself indicates that in the past these services have concen-
trated on the problems of infancy and early childhood and have attached re-
latively slight importance to the period of adolescence.

In the past, economic conditions dictated that adolescence be bypassed

" and replaced by early adulthood as children joined the work force at or near
the age of puberty, but today adolescence has become a critical and major
period of individual development and has grown in importance as far as
MCH services are concerned.

The inadequacy or inappropriateness of MCH services in relation to the
new problems of children and adolescents in industrialized society was clearly
recognized by the WHO Conference on New Trends in Maternal and Child
Health?, which stated: “Severe shortcomings in almost all parts of the Region
have been revealed by a survey of MCH services in Europe and most of them
were confirmed and amplified by the discussions in the Conference. Though
they are, of course, of a different nature they apply to developed and devel-
oping parts of the Region. To a large extent they must be seen as the result

2 wHO Regional Office for Europe. New trends in maternal and child health:
Report on a Conference. Copenhagen, 1975 (ICP/HRP 004).
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of incongruence between the new knowledge which is bringing new dimen-
sions to family health and the traditional views on services. This criticism
was made with considerable force.”

As a result of this earlier conference the WHO Regional Office for
Europe organized three working groups %€ to study new problems of
children and adolescents in industrialized society. After reviewing the reports
of these working groups, the present Conference sought to put forward solu-
tions which might be appropriate to these problems.

The scope of the Conference was necessarily and desirably broad, both
in the geographical area it encompassed and in the breadth of the subject it
was considering. While there are great differences within and between the
countries of the European Region, their diversity in nc way preciudes impor-
tant similarities between them: all countries of the Rezion are industrialized
or rapidly approaching that siate; they are all confronted with problems
involving the critical period of childhood and adclescence. The Conference
wished to ensure an interdisciplinary approach in the conception and formu-
lation of solutions to the problems of children and adolescents today which
would include theoretical, administrative, clinical, technical, pedagogical and
practical considerations at all levels and for all services. The problems of
children aged 5—18 years and all services provided for that age group in the
contexts of health, education and psychosocial development were considered.

2. CHARACTERISTICS OF THE AGE GROUP 5-18 YEARS

The Conference had the advantage of being able to rely on the reports
of the earlier working groups which had defined the characteristics of the
age group 5—18 years in some detail. These characteristics will be summa-
rized here and the reader who desires more infermation is referred to the
reports of the relevant working groups.%2-¢ A comprehensive list of related
WHO publications is given in Annex I.

2 WHO Regional Office for Europe. Problems of children of school age (5—9 years):
Report on a Working Group. Copenhagen, 1976 (ICP/MCH 004).

b wHoO Regional Office for Europe. Problems of children of school age (10—
13 years): Report on a Working Group. Copenhagen, 1977 (ICP/MCH 006).

¢ WHO Regional Office for Europe. Problems of children of school age (14—
18 years): Report on a Working Group. Copenhagen, 1978 (ICP/MCH 010).



2.1 Population characteristics

The number of children and adolescents in this age group in Europe is
shown in the following table. (The European Region of WHO is not geo-
graphically coextensive with Europe but the same general trends apply.)

Population projections {1965— 1980) for the ége.group 5—18 years
by geographical region {figures given in thousands).

Western Southern Eastern Northern

Year Europe Europe Europe Europe Europe USSR

1965 109506 32938 31495 26797 18277 65484
1970 112494 34700 32710 26617 18479 70118
1975 115228 36259 33887 :25 662 19421 67816
1980 118613 37452 35051 25482 20630 657568

Source: World Health Organization. World Health Statistics Report: 28 (4) (1975).

In the 15 years from 1965 to 1980 there will be a total world increase
of 30% in the number of children and adolescents (5—19 years of age).
This will be due to population growth in this age group in the developing
world, not in the more developed world. The European Region follows the
general demographic trend. As can be seen in the table, southern Europe
shows a substantial increase in this age group, and western and northern
Europe show slight increases; eastern Europe and the USSR, on the other
hand, show slight decreases in the number of children. and adolescents.
These differences reflect past variations in birth rates; present rates may
show trends that differ considerably from those indicated above.

2.2 Biological characteristics

The Conference chose to separate the characteristics of children and
adolescents into three parameters for the purposes of discussion: biological
(including sexual), psychological and social, it being understood that these
characteristics are integral, dynamic and interactive.

The single most important biological characteristic of children and
adolescents is their vigour, strength, rapid growth and physical development.
Children and adolescents are positive, “healthy” biological organisms, re-
quiring emotional and physical outlets, expression and activity, even during
acute or chronic illness. Younger children become more mobile in their own,
self-defined neighbourhood as they satisfy a need to explore their expanding
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environment. They learn to test the limits of their physical development by
risk-taking. As they grow older their recreational needs expand and sports,
whether organized formally or informally, are increasingly important to
them. While the need for physical activity in children and adolescents is
universal and continuous, data are unfortunately lacking on optimal levels
of activity at various ages and on the consequences of too little activity (for
example in chronic disease or handicap) or too much activity (for example
in very young sports champions).

A second major biological characteristic of the age period 5—18 years
is puberty. The onset of puberty (usually between the ages of 10 and 13)
is accompanied by general physical and sexual changes. General physical
changes include the growth spurt and changes in body composition. The
growth spurt (acceleration of growth) usually starts with accelerated growth
of fatty tissues leading to a temporary “rounding out” of body contours,
followed by accelerated growth of bones producing a “lean” body shape and
finally by muscular growth giving the body an “adult” shape. Changes in
body composition include growth and maturation of cardiovascular, respira-
tory and muscular systems, leading to increased strength and efficiency of
body energy production.

Sexual change is a much longer process, involving the interaction of
biological, psychological and social factors (presented together at this point).
The development of an individual’s sexuality begins in early childhood and
includes gender identity (the feeling that one is a boy or girl) and the begin-
ning of sex roles (the behaviour appropriate to a boy or girl). With the onset
of puberty the production of sex hormones results in the development of
secondary sex characteristics including growth of the reproductive organs,
body hair and adult male/female body configuration. These biological chan-
ges, in turn, combine with the psychosocial environment to produce a rapid
increase in sexual interest and sexual behaviour.

One form of sexual interest and behaviour is that directed towards
oneself. It is common for younger children to explore their own bodies and
masturbate. This behaviour increases during puberty. Masturbation in child-
hood and adulthood is natural and healthy and should not be regarded as a
form of regression unless it replaces all other forms of sexual behaviour.

Another form of sexual interest and behaviour which develops rapidly
at puberty is sexual preference for an object of special interest. Typically,
in early adolescence teenagers develop close relationships with individuals
of the same sex; it is normal that such relationships should occasionally
include explicit homosexual behaviour. The persistence of such homosexual
behaviour to the exclusion of the later development of heterosexuality is
poorly understood, but it is important that this phenomenon be recognized
and accepted.

Puberty, in most cases, sees the rapid development of heterosexual
preferences and behaviours which have biological roots but are profoundly
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influenced by the values and standards of the family, community and society.
Courting behaviour (social and physical interaction prior to living together)
varies widely among the cultures and subcultures of the European Region
but usually ' progresses from group social interaction involving both sexes,
through social interaction involving only one couple to physical interaction
between a couple. The age of debut of sexual intercourse appears to be falling:
in many if not most areas of the Region the majority in both sexes have ex-
perienced sexual intercourse before their nineteenth birthday.

Among those adolescents who are sexually active, the use of contracep-
tives varies widely from 5% or less in some areas in the Region, to over 80%
in others. Condoms and withdrawal appear to be the most common methods
used by younger adolescents, while the diaphragm and oral contraceptives
become more popular among older teenagers. Studies show that large num-
bers of sexually active adolescents use no form of contraception and that
for the most part this results from ignorance of the various methods avail-
able and from a gap between theoretical knowledge and practice. Even in
countries where programmes of sex education are provided in the schools,
contraceptive information is given later than conception information and
is not accompanied by personal guidance with regard to methods. Children
and adolescents who are aware of contraceptive methods may not put this
knowledge to use; they may still lack information about how contracep-
tives can be obtained or they may misunderstand contraceptive methods and
fear to use them.

'The final stage in the development of sexuality is living together and
family formation. In most of the industrialized areas of the Region (and the
world) the age of persons entering their first marriage is rising, at least partly
because of thé longer time required to complete one’s education or training
and the wish to postpone family formation until a career is established.
Cohabitation (living together) prior to or in place of marriage is increasing
in frequency in some areas of the Region. Cohabitation may enable older
adolescents to complement the development of their physical sexuality by
the development of their psychosocial sexuality and thus bring the two levels
of development into greater concordance. This phenomenon should be recog-
nized and understood.

An important fact regarding the biological characteristics of children
and adolescents in industrialized areas is that the age of biological maturation
(including sexual maturation) has dropped by about 4 months per decade
during the past century. If this trend continues, in the year 2000 young
people will be biologically mature one year earlier than they are today.
Puberty and sexual activity at an earlier age, coupled with the later age of
family formation, will extend the period of risk of pregnancy among fertile
couples who do not want children. At the same time, schooling has been"
prolonged in many industrialized countries, further widening the gap between
biological and social maturity.
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The considerable variance observed in the process of growth and develop-
~ment must also be taken into account. There is wide variance in the age of
the onset of puberty both within and between sexes. It is now recognized
that variance in the age of onset of puberty is influenced by environmental
factors, including social conditions, nutrition and climate, as well as by gene-
tic factors. This variance is important, both to the professionals who must
identify the normal limits of early development and late development, and
to children and adolescents themselves, who must understand and accept the
wide range in body size, shape and functioning to be found in their peer
groups.

Growth and development are separate concepts and desynchronization
of these two processes is another important variance. Furthermore, a con-
siderable variation, in individuals, between their levels of biological maturity,
psychological maturity and social maturity is a common feature and is
another facet of the great variance to be observed in children and adolescents.

- 2.3 Psychological characteristics

Psychological development includes both cognitive and emotional
development. A multitude of factors (parents, siblings, peers, teachers, em-
ployment, climate, etc.) may affect or influence personality development,
but its focus is on individual behaviour and its internal determinants. In
the past it has been popular to divide the psychological development of
children into definitive stages, but more recently the more continuous nature
of this development has been recognized. The Conference reviewed normal
psychological development in broad age periods, the continuity of which
should be understood.

Cognitive development in 5-9-year-olds is characterized by an open-
minded eagerness to learn without yet being limited by more orthodox
thinking. Learning at this age is dependent on direct experience; behaviour
is in imitation of a model. Emotionally, children at this age are still quite
dependent on parents and/or parent surrogates.

Between the ages-of 10 and 13 years children become conscious of their
own abilities. Self-awareness and concern for others increase. Adult-like
reasoning skills also develop. Between the ages of 14 and 18 the development
of adult abstract thinking skills is completed. The psychological transforma-
tion to adulthood, i:e., the perception of the self as an adult, takes place at
this time and includes a striving for independence and the formation of an
identity. The development of sexual interest and behaviour is also part of -
personality development; this has been considered separately above.

2.4 Social development

Social development, or socialization, is the process of learning social
roles and ways of performing them, as well as acquiring and internalizing
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society’s values, norms of conduct, moral standards and perceptions of the
surrounding world. Through socialization the child learns how to act as a
member of society and how to coexist with its members. This is accomplished
by its contact with the social environment, both microsocial and macrosocial
(see p. 4). Socialization, like psychological development, is a continuous
process, but for the purposes of discussion it will be considered here by
periods of age.

Children aged 5—9 years are still socially dependent on. their families,
although other elements in the microsocial environment such as peers and
adults in the neighbourhood begin to become important. The impact of the
macrosocial environment is beginning to be felt. “Inschooling” (the process
of beginning schooling) is an essential part of socialization during this period.

The family, school, community and peers all play important roles in the
process of socialization during the period 10—13 years, but family ties begin
to loosen and peer relationships assume greater importance.

In young people aged 14—18 years the influence of schools as socializ-
ing agents nears termination or ends and is usually replaced by a job setting.
Conflicts between the family and the adolescent often occur at this time,
especially in industrialized society. Peer group acceptance increases in impor-
tance. Local and distant heroes are admired and emulated. The influence of
the macrosocial environment becomes dominant and crucial, especially as it
affects job and career opportunities and the selection and recognition of
the options available in adult life. During the teenage years the self emerges
as a determinant of social behaviour, and is manifested by independence of
thought and action. (The sexual development discussed earlier is, of course,
an integral part of socialization and a major influence on social interaction
during adolescence.)

In preindustrial society the process of socialization was easily and clearly
definable and the transition from adolescence to adulthood was taken for
granted. But profound changes in modern industrial society have disrupted
the process; the entry of teenagers into adult society has become haphazard
and hazardous. No well-marked paths exist from adolescence to adulthood
in a society which is itself in a state of flux. For this reason, the social devel-
opment of children and adolescents today is of critical importance.

It is clear that the psychological and social aspects of development
overlap. When, for example, a mother and child interact, both the psychologi-
cal and the social development of the child and its mother are affected. As
a consequence, the two processes are often considered together. Psychosocial
development, then, includes cognitive, emotional and social development.
Everything affects the psychosocial development of children and adolescents,
including biological development (and its deviations), the psychological
history of the child and its present personality, and the past and present
microsocial and macrosocial environments. The predominant role of psycho-
social development will become apparent from the next section.
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3. PROBLEMS OF THE AGE GROUP 5-18 YEARS

The Conference followed the dictum that the definition of a problem
determines its solution. The reports of the three earlier working groups on
problems of children of school age (see p. 5) were reviewed and their findings
concerning the nature and priorities of the problems of children in this age
group were fully endorsed. This report will briefly review the problems pre-
viously identified, leaving a fuller description to the earlier reports.

The Conference recognized the inherent danger of having problems de-
fined by the professionals who control their solutions. Children and ado-
lescents are, in the main, robust and “healthy”, and yet health professionals
in particular are accustomed to thinking in terms of disease. As stated earlier,
health deviance is the rule, not the exception, but most instances of deviance
(or problems) threaten the quality of life, not the quantity of life. The impact
of deviance on the daily lives of children and adolescents cannot be deter-
mined or measured by professional observers, but must be determined by the
individual himself and by his close associates. Thus, for example, health
professionals emphasize the importance of cancer as a major killer in children
and adolescents, and yet for every case of cancer there must be many thou-
sands of cases of severe acne which significantly affect the daily psychosocial
adjustment of adolescents. Definitions of the problems of children and
adolescents must focus at all times on health rather than on disease and on
the overall impact of any “problem” on the quality of the lives of the entire
population of children and adolescents.

Industrial development in the European Region has profoundly changed
the nature of the problems of children of school age. Improvements in the
general socioeconomic level, improved environmental health (water, sanita-
tion, etc.) and advances in health services and medical sciences,; in that
order, have reduced or eliminated some of the old problems such as poverty,
illiteracy, infectious disease and undernutrition. At the same time, indus-
trialization and changes in society have produced or created conditions which
favour the emergence of new problems. The characteristics of these new pro-
blems are to a great extent unknown, although there is clearly a shift away
from acute physical diseases towards chronic diseases and conditions and
psychosocial problems (dominant in industrialized areas) for which the
classical medical model is often unsuited. The distribution and severity of
the new problems vary according to economic, social, cultural, historical,
psychological and industrial factors and any evaluation must include con-
sideration of all of them.

For the purposes of discussion, the problems of children and adolescents
were divided into biological and psychosocial categories, it being understood
that biological and psychosocial factors would overlap and interact, given
the nature of the human organism.
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3.1 Biological problems
3.1.1 Deviations in growth and development.

Two questions must be asked with regard to growth and development
in children and adolescents: how are deviations perceived by professionals,
and how are deviations perceived by children and adolescents and by their
associates? By failing to recognize the importance of environmental influ-
ences on growth and development, professionals have inappropriately applied
growth and sexual maturation standards ‘which are based on data from
other geographical areas or are outdated, and have assumed that these “nor-
mal” standards represent optimal development. Such standards focus on
anatomical development (height, weight, skin thickness, etc.) and do not
include measurements - of functional development (physical fitness, dys-
kinesia, etc.). Such standards are usually limited to biological development
and do not include intellectual, emotional, and social development, for which
comparable and reliable standards are lacking. The importance of measuring
all of these parameters of development simultaneously in the individual
in order to determine the degree of asynchronization among them and estab-
lish a developmental profile is not yet sufficiently appreciated.

Because children and adolescents have not been informed about the wide
variance in normal growth and development (between individuals, and be-
tween parameters in one individual, over time) they perceive such variance
as abnormal. This frequently leads to inappropriate psychosocial reactions in
individuals which can profoundly influence their further psychosocial de-
velopment. Little is known about the psychosocial consequences of develop-
mental variance.

3.1.2 Mortality and morbidity

Mortality rates for children of school age (5—18 years) show a tendency
to converge at a threshold of approximately 40 deaths a year per 100000 —
the lowest rate of any period of life. In parts of the Region where the death
rate is significantly higher, such as in southern Europe, mortality rates have
fallen sharply in recent years. This has been attributed to a decrease in the
incidence of infectious diseases. In countries where the rate has already
reached this threshold, such as in northern Europe, there have not been fur-
ther decreases since the major residual causes of mortality — tumours and vio-
lent death (accidents, suicide) — have remained at the same levels. In several
fully industrialized countries mortality rates have risen as a result of increases
in the number of violent deaths. This suggests that “overdevelopment” is
accompanied by rising death rates, even among children. The higher mortality
rate in boys begins at birth and increases throughout childhood until, by
adolescence, the male death rate is twice the female death rate.
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Though the mortality rate among children and adolescents is low, mor-
bidity rates, which are clearly more important indicators of health status,
are not well known. Data on morbidity are meagre, inadequate and biased.
Available data come from medical treatment institutions such as hospitals
and present only the narrow, disease-oriented aspects of morbidity. The
prevalence of the much more common non-life-threatening physical condi-
tions (such as acne) and psychosocial conditions has never been investigated.

3.1.3 Chronic diseases

Chronic diseases in children and adolescents in industrialized society
are increasingly important for a number of reasons. The reduction in the
prevalence and severity of acute diseases has resulted in a relative and pro-
portionate increase in the prevalence of chronic diseases. Industrialization
is associated with certain phenomena (air pollution, food additives, over-
medication) which may increase the absolute frequency of certain chronic
diseases such as cancer, allergy and chronic respiratory disease. Success in
the treatment of certain diseases (malignant diseases, diabetes, etc.) increases
survival rates, leading both to greater numbers of surviving but affected
individuals and to a prolongation of the lives of survivors. The psychosocial
consequences of chronic disease in this context are apparent and the quality
of life of chronically diseased persons becomes an issue. Finally, the adap-
tation of chronically ill children and adolescents to their environment is
rendered more difficult by the complexity and demands of modern soci-
ety.

Chronic diseases and disabilities affecting children and adolescents
include a wide range of conditions, stable to progressive, continuously active
to episodic, diffuse to specific, socially benign to stigmatic. They encompass
dramatic and severely disabling diseases such as cerebral palsy and the less
visible conditions of diabetes and allergies. Milder conditions are often over-
looked, yet they are much more prevalent and produce special problems
which will be discussed below.

The reaction of the affected individual and of society to the chronic
condition becomes a key issue. Chronic diseases and disabilities are not
inherently handicapping: handicaps are the product of society’s and the
individual’s perception of a disorder or disability. Motivation, capability
and opportunity may interfere with or reverse the handicapping process.
The negative aspects of handicap are magnified by ignorance, unfamili-
arity, fear and stereotype ideas. There is often a tendency to focus on the
abnormal characteristics of the affected individual rather than on his pre-
dominant normal chracteristics.

The reaction of the individual to his own chronic condition is itself
frequently a problem. Childhood and adolescence are periods of rapidly
increasing self-awareness, particularly with regard to the body, and the young
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person -with a chronic disease is especially prone to develop a distorted
or confused image of himself.

The family’s reaction to a chromcally ill child may also present prob-
lems. For a variety of reasons, which often include the family’s awareness
of the stress experienced by a disabled person in adapting to society, it is
common for the family to try to reduce stress by adapting the home environ-
ment to the chronically ill child. While this may temporarily reduce stress,
it has the disadvantage of creating an artificial world around the child in
which he cannot test or experience reality.

The effects of schools on chronically ill or disabled chlldren and ado-
lescents are crucial. The predominant reaction of schools to date has been
to focus on the abnormal characteristics of such children and in so doing
to categorize or label them and separate them from “normal” students.
This is unfortunate, both for the “abnormal” studer:t, whose more dominant
and more important normality is underemphasized, and for the “normal”
student, who is denied contact with those showing serious and chronic health
variance, for it undermines society’s understanding of the normality of
deviance in the human group. In addition, the education of chronically ill
students has been less than ideal; our understanding of the complex inter-
action between health variance and learning is, at best, sketchy and incom-
plete.

Unfortunately, medical care of the chronically ill or dlsabled child has
also been most often characterized by exaggerated emphasis on any abnor-
mality, to the neglect of the child’s normality and overall welfare and devel-
opment. This is evident in such widespread practices as: hospitalization by
disease category; unnecessarily prolonged hospitalization; unnecessary hospi-
talization when outpatient care would suffice; lack of psychosocial and edu-
cational services in hospitals; lack of development of alternatives to. conven-
tional hospitalization (day wards, weekday wards, etc.); lack of development
of family support services; and failure to encourage and expand the role of
the child and family in the management of the condition. -

3.1.4 Infectious diseases

As we become more successful in combating infectious diseases in more
developed areas, our knowledge of their residual problems decreases and our
commitment to continue combating them sometimes falters. Our knowledge
of the “old” infectious diseases (or of infectious diseases in developing areas)
is now irrelevant because these diseases are dynamic entities: the infectious
agents change, the characteristics of the host change, the characteristics of
the disease process change and the epidemiology of the disease changes. At
the same time, immunization programmes present problems in the more de-
veloped areas for several reasons: as yet there is no effective immunization
against the most common infectious diseases in these areas; provider and/or
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consumer resistance to immunization programmes can result in pockets of
unimmunized or underimmunized children and the recrudescence of a dis-
ease (e.g. poliomyelitis); inadequate information on the duration of effective-
ness and the dangers of immunization (for example in pertussis) can produce
overimmunized children or unnecessary iatrogenic complications and. se-
quelae. Our knowledge of specific risk groups in industrialized areas, such as
children at school entry, children of migrant families and young drug abusers,
is also insufficient.

3.1.5 MNutrition

In this day and age it is perhaps surprising that very little is known about
the level of nutrition, nutritional risk groups and nutritional problems of
children and adolescents in an industrialized society. Because food and eating
are so strongly influenced by such psychosocial factors as social and religious
customs, personal habits and child-rearing patterns, the field of nutrition is
filled with inconsistencies, misunderstandings and myths and this confusion
is aggravated by the fact that most nutritional scientific work has been
concentrated on the more severe forms of undernutrition, followed by a
tendency to inappropriately apply such data to the more developed areas.
An increasingly important but again poorly understood issue is the long-term
effect of nutrition in childhood on subsequent growth and development,
adult dietary habits, and the development in adult life of chronic diseases
such as cardiovascular disease.

Nutritional risk is an important concept and it has been well known for
some time that nutrition is critical during periods of rapid growth and devel-
opment. While the prenatal and infant periods have been the focus of nutri-
tional study, adolescence has been surprisingly neglected as another period
of rapid growth and development. In fact, the basic nutritional requirements
of adolescents have not yet been clearly established, though they must be
different from those of children or adults because of the growth spurt,
sexual development, increased physical exercise, increased metabolic rate and
emotional stress. Because nutritional risk is associated with many factors
(economic, social, cultural, emotional, industrial, geographical) it must neces-
sarily vary from country to country and within countries and must be deter-
mined locally.

Industrialization and social change have created three new nutritional
problems affecting children and adolescents: overnutrition, convenience
foods and collective feeding. Overnutrition, especially obesity, is more and
more becoming a matter of concern in developed areas, both because of its
increasing prevalence and because of the growing recognition that its roots
lie in early childhood and its consequences extend into adulthood and old
age. Psychosocial factors are important in both the etiology and the con-
sequences of obesity.
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The traditional family meal is becoming less important in the dietary
patterns of children and adolescents. While an increasing amount of processed
food and “convenience” foods (pre-cooked, premixed, etc.) is consumed,
the quality of these foods varies and the nutritional value to young people is
in many cases unknown. Collective feeding is also increasing; in many Euro-
pean countries a collective meals service is now provided by schools. While
such services are often under the direction of competent nutritionists, too
often the relationship between the school meal and the rest of the food con-
sumed that day is not considered and there is no involvement of the child,
teacher, family or community in the selection and preparation of school
meals.

3.1.6 Problems related to sexual development

Problems which may occur as a result of sexual development include
unwanted pregnancy, unwanted childbirth, induced abortion and sexually
transmitted diseases. These problems received considerable attention at
the Conference, but since they are discussed in some detail in the report on
the Working Group on Problems of Children of School Age (14—18 years)
(see p. 5), only a brief review will be presented here.

The onset of puberty and sexual activity at an earlier age without a
simultaneous increase in the use of effective contraception has resulted in a
near-epidemic increase in the rate of adolescent pregnancy in the European
Region. The Conference stressed that this phenomenon cannot be defined as
a “problem” unless the pregnancy is unwanted; however, since marriages
in most areas are taking place at a later age, most adolescent pregnancies
will be unwanted. ‘

The growing number of adolescent pregnancies, without a simultaneous
increase in the rates of induced abortion in adolescents, has resulted in a
rapid increase in.the number of births to teenage women in most countries
of the Region. Since childbirth under 17 years of age is associated with in-
creased risk to both mother and child and since the psychosocial conse-
quences (early school leaving, premature forced marriage, etc.) are also con-
siderable, these younger teenage births, at least, can be defined as a “problem”.

Although data are available only sporadically, they suggest a more recent
increase in rates of induced abortion among adolescents. The younger the
teenager, the higher the rate of induced abortions per pregnancy tends to
be (the opposite is the case with childbirth). The consequences, both physical
and psychosocial, of induced abortion are unclear; earlier research suggested
increased risk, but more recent and better controlled studies refute this
finding. The Conference agreed that since induced abortion represents inter-
vention rather than the primary prevention of pregnancy, emphasis should be
on contraception rather than abortion. At the same time, in most cases
abortion is preferable to childbirth for a teenage woman with an unwanted
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pregnancy since the choice is between the consequences of abortion and
those of an unwanted pregnancy, unwanted childbirth and, most important,
an unwanted child.

Adolescent fertility, as reflected in rates of pregnancy, childbirth and
abortion, varies considerably from country to country but appears, in general,
to follow a defined pattern of events, beginning with increased levels of sex-
ual activity followed by larger numbers of pregnancies, then by larger num-
bers of births, then by an increase in the rate of induced abortions, and lastly
by increased utilization of contraceptives.? These trends- have important
prognostic implications for individual countries wishing to develop preventive
services.

Since sexually transmitted diseases may be assumed to be unwanted,
they can certainly be defined as a problem, particularly since the dramatic
increase in the incidence of these diseases among adolescents is well docu-
mented. This marked recrudescence is rooted in a complex interaction of
socioeconomic, psychosocial and biological factors, but appears to be defi-
nitely related to increasing industrial development in general. The prevention
and treatment of sexually transmitted diseases is especially difficult in teen-
agers because of their ignorance or misconceptions concerning these diseases
and their hesitation or fear to seek medical advice from traditional medical
sources. While it has been assumed that a high degree of promiscuity among
sexually active young people has also contributed to this problem, recent stu-
dies suggest that this promiscuity is more fiction than fact.

3.2 Psychosocial problems
3.2.1 General

While biological problems may have psychosocial consequences and
psychosocial problems may have biological consequences, the separation
of problems into these two categories is more than a matter of convenience,
since solutions should be aimed, insofar as is possible, at prevention and this
requires a search for primary etiologies. Psychosocial problems, then, have
a basic etiology which is psychosocial, that is, they are inappropriate psycho-
social reactions of the individual to something (or things) in the environment.
Psychosocial problems may have some internal cause; for instance, the
individual may react inappropriately to the rapid physical, sexual and psycho-
logical changes of childhood and adolescence; or they may be the result
of external factors, e.g., features of the microsocial or macrosocial environ-
ment. Whatever the factors involved, they have in common a tendency to

2 For further details see report on the Working Group on Problems of Children of
School Age (14 —18 years) ICP/MCH 010).
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produce stress in the individual in the face of increasing insecurity, aliena-
tion and anomy. ‘

The microsocial factors involved in the etlology of psychosocial problems
often include the family. Many of the stabilizing forces of more traditional
family life have been eroded. Family instability increases the risk of stress and
inappropriate psychosocial reactions. The school, as will be seen, is also fre-
quently a factor in the etiology of these problems.

Macrosocial factors which have been found to be frequently associated
with increased risk of psychosocial problems include urbanization and non-
optimal socioeconomic conditions. Increasing urbanization is a phenomenon
common to all areas of the European Region. Some of the deleterious effects
of urbanization (crowding, etc.) are familiar to everyone, but its pervasive
effects on children'and adolescents go far beyond these. Urbanization for
them implies: detachment from natural processes and resources; less oppor-
tunity to explore the environment; the imposition of too many rules restrict-
ing conduct; an environment that is on too big a scale for children; little or
no possibility of restructuring the surroundings.

For a number of reasons, socioeconomically deprived children and ado-
lescents are at higher risk of falling victim to psychosocial problems. The
families of such children are more often forced to migrate, and more likely to
be disrupted or broken than the average family. Children and adolescents liv-
ing in suboptimal social and economic conditions are less well prepared for
school, more likely never to attend school, more likely to leave school early,
and more likely to be labelled by the school as mentally retarded. Further-
more, the socioeconomically deprived are always the most vulnerable in gen-
eral to the demographic, economic and political upheavals of our time.

In most children and adolescents with psychosocial problems the pre-
disposing environmental factors are multiple. While this often makes it diffi-
cult to establish etiologies precisely in individual cases, it does make it pos-
sible to identify individuals or groups most likely to encounter psychosocial
problems.

Psychosocial problems, then, are reactions of the individual to environ-
mental stresses. Because of the rapid communications that exist in modem
society, the environmental factors involved are more or less:common to the
whole European Region. The way in which children or adolescents react,
however, is influenced by local conditions and varies considerably from
country to country and within countries. In general, nevertheless, three
categories of reaction are frequently encountered. The first is a passive
form of coping which includes varying degrees of withdrawal, ranging from
school-leaving to “dropping out” of society in general and to its most ex-
treme form — suicide. The second is an aggressive form of coping which
includes juvenile delinquency, gang violence and its most extreme form —
terrorism. The third category includes some compromise reaction, such as
instability at school or work and substance abuse.
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In addition to considering the nature of the individual’s reaction, it is
also essential to consider the reaction of society to the reactive behaviour
of the individual. If the individual’s reaction includes behaviour which is in
conflict with the social norms and expectations of a particular group or
society and which lies outside the range of socially acceptable nonconformity
to these roles, then the reaction is termed social deviance (delinquency,
drug abuse, etc.). It is well to remember, however, that there are psychosocial
reactions which do not fall outside the limits of socially acceptable noncon-
formity but which still exist as psychosocial problems. Thus, a cigarette-
smoking teenager has a problem but an adolescent alcoholic is a social de-
viant.

Since psychosocial problems are social, not medical, in nature, their
evaluation and management should obviously not be limited to the medical
approach. Rather than “diagnosing” the psychosocial “symptoms”, it is
usually more worthwhile to view the individual as being in a certain environ-
mental situation and therefore having special needs. It is also important not
to blame the victim, i.e., to label him or her “bad”, but rather to understand
that the reaction is an inappropriate and usually self-defeating attempt to
cope. The existence of psychosocial problems should be a reminder to all
community institutions — schools, churches, clinics and hospitals, neighbour-
hood organizations, families, trade unions, employers — that issues concern-
ing the quality of life of children and adolescents are also of importance to
the public at large.

The Conference discussed certain psychosocial problems of special
importance. Each of these, presented in the following sections, is of such
magnitude and complexity that it is possible only to highlight some of the
important issues in each case.

3.2.2 Psychosocial reactions to growth and development

Inappropriate reactions to growth and development, including sexual
development, are probably the most common psychosocial problems of
children and adolescents. These problems are found in two types of child-
ren and adolescents: those with normal variations in growth and puberty who
perceive themselves as abnormal because of their own ignorance or that
of other people, and those with abnormal growth and/or puberty who de-
velop secondary psychosocial problems. In both cases, the problems are
rooted in a lack of knowledge on the part of children, parents, teachers,
physicians, etc., of growth and development during this age period.

3.2.3 Accidents

Accidents are an excellent illustration of a present-day problem of
children and adolescents: the problem has always existed but has been
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obscured by the dominance of traditional infectious diseases; the problem
is increasing, both relatively and absolutely, and this increase is related to
modern technology and recent social change; the origins of the problem lie
neither in disease nor deprivation but rather in environmental conditions
(the cause, the effect and the solutions all involve psychosocial factors);
we know a great deal about accident mortality but little about morbidity and
traditional solutions are not applicable.

Accidents are the leading cause of mortality in children and adolescents
in developed areas and account for one-half or more of all deaths in this
age group. Road traffic accidents are the most common type of fatality and
are significantly more frequent among male adolescents. While little is known
of accident morbidity in children and adolescents, there is good evidence that
it is high and serious. It has been reliably estimated that for every child who
dies from an accident, another child will be permanently handicapped be-
cause of an accident, 10 other children will be hospitalized for approxi-
mately 30 days following an accident and 1000 other children will have an
accident not requiring hospitalization.

The Conference emphasized that one of the underlying. causes of the
high frequency of accidents, especially in adolescence, is psychosocial. While
the causal factors are multiple and complex, most of the important ones
(“testing the limits” of the adult world, risk-taking to demonstrate supposed-
ly adult bravery, the use of psychotropic agents, etc.) are related to the
socially defined and forced extension of childhood into the middle and late
teens and to the increased stress experienced by children and adolescents
in modern society. ‘

3.2.4 Suicide

While psychosocial problems are common in young people aged 5-
18 years, serious psychiatric disorders are rare. The commonest psychiatric
symptom is depression which, in the severest cases, can lead to suicide;
this is the second or third most frequent cause of death in the age group
14—-18 years in Europe. The nineteen-sixties saw a significant increase in
suicides in teenagers aged 15 years and over and in the nineteen-seventies
there has also been an increase in the suicide rate among those below 15 years
of age. It is estimated that for every suicide there are from 3 to 10 attempted
suicides.

The causes of suicide in children and adolescents rarely include psycho-
sis but tend to be social in nature and related to stress in the family, school
and society. Family conflicts are frequent and studies show a significant
increase in both attempted and “successful” suicide during school examina-
tions and when compulsory primary schooling ends and secondary schooling
begins. Attempted or successful suicide in children and adolescents is as-
sociated with lower socioeconomic status, lower educational level, school
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problems, social isolation, substance abuse, juvenile delinquency, and gene-
rally with those who may be called *‘social losers™.

3.2.5 Juvenile delinquency

Juvenile delinquency is probably the most common form of social
deviance in children under 14 years of age. There is evidence, furthermore,
that it is increasing in most, if not all, areas of the European Region. Juvenile
delinquency has been found to be correlated with a number of microsocial
and macrosocial factors, which include: large family size, other delinquents
in the family, lack of participation in youth groups, lack of religious beliefs,
lower socioeconomic levels, working mothers, divorced parents, parental
alcoholism, low aptitude, poor school achievement, truancy, residence in
urban areas, and processes bringing about social disorganization such as
rapid industrialization. It is not possible to establish simple causal relation-
ships between the above factors and the occurrence of delinquency, especially
as many of the factors are obviously interrelated. Furthermore, since the
crime rates drop after children leave school, delinquency is probably to some
extent related to poor adaptation to the school environment and may be seen
as a reaction to its stresses and frustrations.

3.2.6 Substance abuse

The abuse of substances, including tobacco, alcohol, cannabis and “hard™
drugs is widespread in children and adolescents in the Region. Although the
harmful effects of tobacco smoking to the smoker and to those around him
are well documented, the consensus of opinion is that the use of tobacco
is a different phenomenon from the use of alcohol and drugs and should be
considered separately. The use of tobacco by teenagers, while increasing in
some countries, appears to be decreasing in others.

Alcohol and drugs are used by insecure or stressed children and ado-
lescents to help them bear the weight of what is perceived to be a complex,
hostile life. That they should choose these particular psychosocial “props”
should not be surprising since adults, whom they emulate, are also increas-
ing their consumption of alcohol and drugs (the drugs in this case being of
the “soft” variety such as tranquillizers). A number of studies have docu-
mented the widespread use of alcohol by children and adolescents. While
it is more difficult to determine the prevalence of cannabis consumption
among young people, its use appears to be increasing in many parts of the
Region. Tt also seems to have become a phenomenon of youth and early
adulthood, either as a youthful alternative to alcohol or because of its avail-
ability in urban areas. It is not known whether the use of cannabis is intrin-
sically harmful or whether it leads to more dangerous drug abuse. The serious
and harmful effects of the ‘“hard” drugs (heroin, etc.) are unquestionable
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and their increasing consumption among children and adolescents of the Re-
gion is a tragic fact. As these drugs are procured illegally, they become a
factor contributing to juvenile delinquency, which was considered above.

3.2.7 Related to schooling

Since most children and adolescents aged 5—18 years spend a large
part of their waking hours in school it is not surprising that many of their
psychosocial problems as we have already seen, are affected by and affect
their schooling. Some of these problems, however, result directly from their
presence in school and it is these that we shall now briefly review.

The first set of problems comprises those related to school entry. School
entry is a turning-point in the life of children and is inevitably a stressful
period. The child must adjust to a new environment and the degree of adjust-
ment required is directly related to the disparity between home and school.
In families where the values, languages, attitudes and milieu are more distant
from the school — poor families in non-poor areas, rural families in urban
areas, migrant families, immigrant families — the stress of adjustment to the
school setting will be greater than usual. A central issue is the degree to which
a child should adjust to the school and the degree to which the school should
adjust to the child. It is felt that at present too much adjustment has been
required of the child and not enough of the school.

The child must also adjust to the pressure to perform. This pressure
comes from all sides (parents, teachers, older peers) and results from the
emphasis placed on education in industrialized society. As the institution
responsible for training young people to serve a high-technology society, the
school often adopts policies such as “streaming” (dividing students by per-
formance levels), which greatly increase the stress resulting from the pressure
to perform. ‘

If the stress of schooling is too great, the child or adolescent may react
by developing a psychosocial problem. These reactions are varied: at school
entry school phobia is common; at older ages antipathy, truancy and school-
leaving are more likely; psychosomatic symptoms are seen at all ages. In
extreme cases, a quite small but significant number of suicides are associated
with the stresses of schooling.

As society becomes increasingly technological, slow learning becomes
a major problem. Slow learning, of course, is a common “‘symptom” for a
variety of “diagnoses”, e.g., retardation, dyslexia, perceptual motor dys-
function and social deprivation. The actual prevalence of this condition is
unknown because of variations in diagnostic techniques, criteria, and report-
ing. To compound the confusion, there has been a tendency to apply a medi-
cal model in diagnosing, assessing and labelling, thus additionally burdening
the slow learner with a clinical judgement which stigmatizes, stereotypes
and often results in a self-fulfilling prophecy. Furthermore, this labelling
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process, often based on the results of tests whose validity may be questioned,
can cause the responsibility for the child to shift from the educational autho-
rity to the health authority. A largely social problem thus becomes medical-
ized and educational efforts are less enthusiastically pursued. Indifferent
or insufficiently adapted students may be mistakenly grouped with slow
learners, and this only serves to alienate them from and provoke hostility
towards the school and society. Possibilities for the reintegration of such
students are fewer and the school cannot perform its proper role of social-
ization.

If the educational orientation is solidly competitive and limited to
high-status academic goals, a hostile and frustrating situation is created for
the slow learner or nonadapted student, who frequently reacts in a self-
defeating manner. Slow learners will seldom experience school as something
stimulating and rewarding and easily develop a negative self-image, accept-
ing the role of the loser, the incompetent and even the unlovable. This
attitude of resignation is a serious obstacle to further intellectual develop-
ment, resulting in a high proportion of early school leaving and a serious
loss of human capacity.

3.2.8 School leaving and work entry

Three aspects of modern industrial society are responsible for problems
related to school leaving and work entry: the trend towards prolonged,
mass, general education; the fact that education is the key to social mobil-
ity; and the fact that the economic crises of recent times make it less and
less likely that adolescents will be able to realize their chosen vocational
aspirations. These factors provoke parental and school pressure on children
and adolescents and result in stress.

When young people leave school and enter the labour market they come
face to face with the disproportion between the high requirements for job
qualifications and the low potentiality for their attainment. The result is
widespread unemployment (highest among the young) and/or inappropriate
employment (young people obtaining jobs which are below their qualifica-
tions and education). Whether the underlying issue is unemployment or
inappropriate employment, the realities of today’s job market lead to a de-
crease in job suitability for young people.

The stresses resulting from prolonged schooling and a lack of suitable
employment contribute to the adolescent’s feelings of inadequacy and
alienation from society, and these in turn may lead to psychosocial pro-
blems. One reaction which is becoming more common is to withdraw from
the contest and leave school before the completion of studies. Beyond this,
practically every form of deviant behaviour found in the adult world — alco-
holism, drug abuse, crime, etc. — may be found among adolescents as reac-
tions to the stresses of school leaving and work entry.
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3.2.9 Related to leisure

The development of personally satisfying and socially appropriate
leisure activities is an integral part of the socialization of children and ado-
lescents. The present-day industrial revolution, while resulting in more lei-
sure time, has also resulted in more “brain-work”, hence the need for leisure
which promotes a fuller, more balanced life. As children gradually leave the
family setting they need to become involved in their own activities which
will form the basis for their life-long patterns of leisure.

The organization of leisure activities for children and adolescents in
industrialized society presents several problems. First there is the issue of
finding the proper balance between adult-initiated and supervised leisure and
self-initiated and self-controlled leisure. To what extent should leisure activi-
ties be purposeful, useful and enrobling, and who is to define what is useful,
the adult or the young person? Is it possible to plan or organize arrangements
to meet the young person’s real need for idleness and contemplation? If
adults organize children’s leisure time in the same way that they organize
children’s educational time, the result may be alienation through leisure —
a feeling on the part of the children that their lives are overorganized and a
wish to rebel against such control.

A second problem in the organization of leisure activities concerns the
role which these activities should play in providing for optimal physical
development. Where is the borderline between physical education, which
is part of the child’s work (school), and physical culture, which is part of the
child’s play (leisure)? To what extent should physical culture programmes
be devoted to physical activities and games for all children and to what
extent should they be devoted to the development of the optimal physical
abilities of the athletically gifted? What are the physical and psychosocial
risks to children and adolescents involved in competitive sports?

Another issue in relation to the leisure activities of children and ado-
lescents is the role played by television. More and more young people are
spending a large number of hours watching television. Most “children’s
programmes” are designed for preschool children, adult programmes are all
too often filled with violence and there is little or nothing appropriate for
the age group 5—18 years. What is the effect of this extended television-
viewing on the physical and psychosocial development of young people?

While handicapped and chronically ill children and adolescents: also
have leisure needs, the limitations imposed by their condition often produce
boredom and an exaggerated need for leisure. At the same time, these limi-
tations imply that considerable creativity and innovation is required in
devising leisure activities for such children. Possibilities for leisure pursuits
should be provided at home, at school and in any other appropriate set-
ting.
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4. SOLUTIONS

' ~The Conference prefaced its discussion of solutions to the problems of
children and adolescents in modern society with the following observations:

(1) Information concerning the problems of this age group is insuffi-
cient; this lacuna is primarily due to a lack of basic research, but it is
also due in some measure to the difficulty of identifying problems
by traditional methods of investigation in a changing societal context
and in an age group which is itself characterized by its developing or
dynamic nature.

(2) Information concerning the effectiveness of present services in
solving problems which have already been identified is inadequate.

(3) Our knowledge of the problems of children and adolescents today
nevertheless clearly indicates that the nature and focus of present services
should be changed now, both to meet new needs and to provide new
approaches to unsolved problems, and that correlated research should
be incorporated in any programme for changing such services so as to
assure new and more appropriate data for the future.

The solutions arrived at by the Conference were defined by or based
on several underlying principles. The first is the need to focus attention on
the normality of childhood and adolescence, on health rather than disease,
and on the impact of any solution on the quality of life. Research must
include more information on the qualitative aspects of normal growth and
development and make greater use of positive indices of health. Services
must place greater emphasis on health promotion and the normal needs of
young persons, whether sick or well. Education programmes should be
directed towards the positive encouragement of self-directed behaviour which
leads to a satisfying life.

The second principle centres on the need to integrate the various solu-
tions. Changes in services for children and adolescents should be directed
towards integration in its various aspects: integration of health, education
and social services; integration of traditional and nontraditional approaches;
integration of family, school and community. Such integration will require
increasing team efforts, bringing together a wide variety of disciplines —
education, nursing, medicine, nursing-midwifery, psychology, sociology,
law, architecture, politics, engineering, etc. —in varying combinations in
which the medical members may not be assumed to be the team leaders.
Such integration will also require a breaking down of traditional service
roles, decreased use of the medical model as the basis of approach and an
expansion of less traditional health, educational and social programmes.

25



The third principle is that a greater role should be given to the indivi-
dual and the family in defining problems and in devising and participating
in their solutions. The nature of the new problems of children and ado-
lescents demands that the individual and the family be actively involved as
full partners in health care and social care and in the educational process.
What individuals do to and for themselves, each other and their children has
a far greater impact on the health and the quality of life of children and
adolescents than that resulting from encounters with professional services
of all kinds.

The fourth and final principle is that the solutlons proposed should be
practicable and not require significant increases in funding; rather, they
should be achieved through a redistribution of existing resources. There are
a number of reasons for this: outdated activities which no longer meet pre-
sent needs can be abolished; institutional care of children and adolescents
can be reduced and support to families and schools can be increased; the
cost-benefit ratios of preventive and promotive activities can be measured.
Planning can begin with innovations in services which do not call for a sub-
stantial allocation of additional funds. -

The solutions will be presented here in four categories: research needed,
changes in health services, changes in general services, changes in manpower
training, but their interdependence will be apparent.

4.1 Research

As stated above, our knowledge of the problems of children and ado-
lescents in modern society and of the effectiveness of present services is
inadequate. We may obtain the knowledge we need through four types of
research. The first is aimed at more clearly defining a problem. Since the
nature and extent of a given problem is likely to vary, depending on local
conditions, each country must determine the characteristics of its own
problem, using careful epidemiological analysis of available data and, when
necessary, systematically compiling new data. A second type of research
is that aimed at determining the causes of a problem, causes which are usually
multiple and general. This type of research must often be multidisciplinary
and must include the behavioural and social sciences.

The third type of research that is needed is health services research
directed towards all existing services for children and adolescents. Through
controlled scientific study the actual activities performed by a given service
can be determined and, in turn, related to the presence or absence of output
indicators (desired results). A fourth type of résearch is the development of
experimental programmes in which innovative services are tried out and their
results carefully measured. Based on this information, such experimental
programmes may be further modified and may ultimately be used as models
for launching new service programmes.
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4.1.1 Research on normal growth, development and behaviour

As mentioned in section 3.1.1, better standards of physical and sexual
growth and development are needed. Research should include: the develop-
ment, by each country, of its own standards based on a representative sample
taken at least every 10 years; analysis of the influence of environmental
factors; the study of functional components, and a search for better para-
meters, including ones which can be measured by non-physicians. At the
same time, reliable standards and an adequate assessment of the psychologi-
cal and social development of children and adolescents are sadly lacking.
If such standards can be established through research, then it will be possible
to construct an individual developmental profile? (including biological,
psychological and social parameters) by means of which desynchronization
in a young person may be detected and assistance given.

We have seen in section 3.1.7 that little is known about the development
of sexuality in young people. Such knowledge is essential if we are to develop
rational services for such problems as unwanted adolescent pregnancy, in-
duced abortion and sexually transmitted diseases. Research should include
information on: sexual practices, contraceptive practices, decision-making
with regard to abortion and childbirth; patterns of living together and family
formation.

Since it is accepted that the socialization process in children and ado-
lescents is critical to health development and since our understanding of this
process is as yet meagre, there is an urgent need for further research on
this aspect of development. A study of the role of the family in the sociali-
zation of the child should examine the changing role of women, the problem
of working mothers, the expanding role of fathers and the changing role of

- siblings.

The role of the school and the local community in the socialization pro-
cess has to be more explicitly defined. The effects of urbanization and
socioeconomic deprivation on the social development of children and ado-
lescents also need to be explored; how, for example, is socialization affected
by migration to a city, crowded living conditions, or living in high-rise flats?

4.1.2 Research on morbidity and mortality

As stated earlier, data on morbidity in children and adolescents is sparse,
- inadequate and biased. More information is urgently needed on the new
morbidities of children and adolescents in more developed areas, and par-
ticularly on the prevalence of chronic conditions and handicaps, the preva-
lence of “minor” conditions which nevertheless influence the quality of

 For an example of such a developmental profile, see report on the Working Group
on Problems of Children of School Age (10— 13 years) (ICP/MCH 006).
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life, and the prevalence of psychosocial problems. The key role which school
health personnel might play in collecting such data will be discussed later.

The fact that the mortality rate from violent deaths appears to be rising
in several industrialized countries in the Region certainly needs further
investigation. The question of whether “overdevelopment” is accompanied
by increasing death rates, even in children, also needs to be answered.

4.1.3 Research on specific biological problems

The characteristics of infectious diseases in children and adolescents
in more developed areas have changed and data on the new epidemiology
of these diseases are needed. Similarly, the situation with regard to immuni-
zation has changed in ways of which we are still ignorant. Studies of infec-
tious disease prevalence and immigration levels should be followed by experi-
mental programmes with built-in evaluation components.

A second biological problem on which research is needed is nutrition.
Each country should survey the nutritional status of children and adolescents
and identify nutritional risk groups. Such surveys should include the grouping
of nutritional risk under headings ranging from undernutrition to overnutri-
tion, thus providing basic data on the prevalence of such conditions as child-
hood obesity. In a similar fashion, national surveys on the eating practices
of children and adolescents could provide valuable and as yet unavailable
data on the use of convenience foods and the frequency of collective feeding.

These studies should then be followed by attempts to determine the
causes of common forms of malnutrition such as obesity. Research of this
kind must necessarily be multidisciplinary, as nutritional status is affected
by social, emotional, geographical, economic and other factors. At the same
time, such research could begin to explore the long-term effects of childhood
nutrition on health and disease in later life.

Nutritional research should also be incorporated into experimental pro-
grammes to prevent malnutrition (incuding overnutrition) in high-risk groups
and to treat children and adolescents with nutritional deviations.

4.1.4 Research on specific psychosocial problems

Four major problems, all basically psychosocial in origin, call for further
research: accidents, suicide, juvenile delinquency and substance abuse.
These four problems will be dealt with together here because they all require
the application of the four types of research referred to earlier.

The first type of research is aimed at defining the problem more clearly
through epidemiological analysis. In the case of accidents information on
morbidity and risk groups is needed. A careful registration and detailed
epidemiological analysis of attempted suicide (morbidity) and suicide (mor-
tality) is a basic need in every country. Such analysis should include the
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relationship of suicide to such social factors as family changes and schooling.
The extent of juvenile delinquency and the form in which it is manifested
vary greatly depending on local conditions and, for this reason, require
local analysis. A better understanding of the demographic characteristics
of substance abuse is essential in every area of the Region. Thus, the first
step towards the solution of all four problems is careful analysis, at national
and local level, of the characteristics of affected individuals and of their
relationship to various social factors.

The second type of research is aimed at determining primary causes and
this implies further study of the process of socialization. Faulty socialization
(deviant and nondeviant) is certainly an underlying cause, whether the out-
come in an individual case is an accident, suicide, juvenile delinquency or
substance abuse. Here research can include both more basic studies of the
process of socialization itself and studies of the faulty socialization of indi-
viduals who exhibit one or more of the four problems.

The third type of research is evaluation of services. Present services
(including educational programmes) for accidents, suicide, juvenile delin-
quency and substance abuse have not, in general, been very effective. Care-
ful evaluation of their impact or the lack thereof is necessary if mistakes are
not to be repeated and if more effective approaches are to be found. Service
research is a relatively new field and now that reliable methodologies have
been developed, it is being given high priority in the WHO European Re-
gion.

The fourth type of research — experimental programmes — grows out
of the three other types of research. Armed with a better understanding of
the extent and nature of the problem, its underlying causes and its relation-
ship to social factors, and the successes and failures of existing services, one
can design and plan experimental programmes. Such experimental programmes
can be preventive in nature, e.g., telephone “hot lines” and mutual-aid groups
for those contemplating or attempting suicide, new educational approaches
to accident prevention, or curative in nature, e.g., new approaches to the
rehabilitation of juvenile delinquents and drug addicts. These programmes
have two essential ingredients: innovative services and built-in evaluation
of results. Because these psychosocial problems are serious, increasing, and
as yet resistant to attempts at their solution, experimental programmes for
all four are imperative.

4.2 Health services

The Conference agreed that the problems of children and adolescents in
the more developed areas are not being met by traditional maternal and
child health programmes. A reorganization of health services, with new roles
and functions for health workers, is required.
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4.2.1 Organization of health services

Within the health care system for children and zdolescents the largest
and most important services are those directed at primary health care. Pri-
mary health care has now received universal Tecognition as being of the high-
est importance in the future development of health services.# It should be
available at community level, and should include full community participa-
tion. Whenever possible, this care should be preventive and multidisciplinary
in character, the older forms of individual medical practice being replaced
by teams. Such teams will make extensive use of nursing personnel, including
public health nurses, nurse practitioners and nurse aides and, in addition,
will involve other less health-oriented members such as social workers and
community aides. The health professionals on such primary care teams can
serve as catalysts in the development of integrated primary care by facili-
tating greater communication among all team members.

Priinary health care for children and adolescents includes not only
preventive and curative services but also traditional and nontraditional
approaches. Traditional primary health care services are the formal profes-
sional medical services (provided by the doctor, nurse, school doctor, etc.)
which are suitable, in general; for managing the more traditional health .
problems. While these traditional services are organized in a variety of ways
in the European Region, they all fulfil several key functions. The provider
of traditional primary health care services must first be able to communicate
with children and adolescents, i.e., to prov1de a service which is both acces-
sible and acceptable.

The process of socialization in young people often produces in them feel-
ings of suspicion towards adults. The provider must find ways of overcoming
such suspicion by gaining the confidence of the child or adolescent. Another
necessary function of traditional primary health care services for children
and adolescents is that the service provider should be able to communicate
with the other elements in the service network: secondary and tertiary health,
social, legal, educational and nontraditional services. All countries need to
evaluate their primary care referral systems and raise the status and respect-
ability of nontraditional services within the traditional sector.

The nature of the present-day problems of children and adolescents
dictates that traditional primary care services for this group should be sup-
plemented by nontraditional services. The bureaucratic nature of traditional
services, characterized by waiting lists, fixed consultation hours, appoint-
ments, etc., often conflicts with the needs of children and adolescents, while
their use of older, highly trained adult professionals often produces feelings

2 See: World Health Orgahization. Primary health care. Report of the International
Conference on Primary Health Care, Alma-Ata, USSR. Geneva, 1978.
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of antipathy. Nontraditional primary care services for children and ado-
lescents should therefore have a nonbureaucratic, nonprofessional approach
which would include some or all of the following features: being open during
the evening; operating on a “walk-in” basis; maintaining a casual, “non-
professional” ambiance; permitting access without parental permission;
guaranteeing anonymity. These nontraditional services, such as clinics for
problems of substance abuse or for sexual problems, may be set up to meet
specific, urgent local needs, or they may be established to meet all the pri-
mary health care needs of children and adolescents who, for one reason or
another, will not avail themselves of traditional services.

Emphasis on self-care and on peer help is one of the common charac-
teristics of nontraditional services. In the past, traditional services have
tended to ignore or minimize the importance of the contribution that can
be made by the individual and his peers to his own care. Nontraditional ser-
vices have tapped this resource to great effect. These methods can also be
incorporated in the more traditional sector, gradually reducing the differences
between the two types of services.

Primary health care for children and adolescents includes school health
services. Most school health services today are rather isolated from the rest
of primary care and tend to concentrate on the status of physical health.
It is strongly recommended that this be changed and that emphasis be placed
instead on a team effort in the school since each member of the school team
(physician, nurse, teacher, psychologist, social worker) has his or her own
part to play in solving the complex psychological problems of children and
adolescents. -

Such a change in school health services, however, means that new roles
have to be assigned to school health personnel. The school physician at the
present time functions mainly as a practising primary care doctor involved
mainly in preventive clinical activities. Too often the function of the school
nurse is to give first aid and maintain health records. The new roles of the
school health physician specialist and school health nurse specialist would
be identical to those of other health care specialists, namely, consultation
and research. The physician’s and nurse’s intimate knowledge of the school
milieu, combined with their detailed knowledge of the many aspects relating
to the health of children aged 5—18 years — school entry; placement of
chronically ill children; limitations on physical activity by age, size and sex;
nutritional patterns and risk groups; accident morbidity and mortality pat-
terns, etc. — equips them to act as specialist consultants to the team which is
responsible for the formulation of policies in the school and community and
for the management of individual children and adolescents with problems.

This knowledge of children and adolescents and of the schooi and com-
munity in which they live also makes school health personnel ideally suited
to conduct important research. This can be basic research aimed at increas-
ing our knowledge of such features of the health and morbidity of children
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and adolescents as nonfatal accident patterns, infectious disease and immu-
nization patterns, eating practices (including collective feeding), nutritional
levels and risk groups, patterns of school absenteeism and early school-
leaving, and the relationship of depression and attempted and successful
suicide to school policy and school activities. It can also include action
research which systematically evaluates existing school health services and
their outcomes and which creates new systems of care and measures their
results. Physicians and nurses who wish to become such school health spe-
cialists would need to increase their theoretical and practical knowledge
systematically in many areas. As the status of school health personnel rises,
so too does the status of the school health programme and this, in tumn,
increases the possibilities for better information exchange and the integra-
tion of primary care services.

A country’s first concern must be to develop a good primary health care
system for children and adolescents, using the basic family medicine system
(paediatrician or general practitioner) of that country. Children and ado-
lescents, however, also need to have access to secondary and tertiary health
care services.? Those requiring such services still have the usual needs of all
children and adolescents. Thus, for example, during hospitalization it is

" important to ensure that confidentiality between the patient and the health
team is maintained, that the patient fully comprehends all his problems,
that his schooling continues, that he is given the company of peers to allow
continuing socialization, and that visits by friends and family are permitted.
Satisfying these needs clearly requires the services of a multidisciplinary
team (doctors, nurses, social workers, teachers, psychologists) and is best
accomplished by locating the patient in a special unit for children or ado-
lescents. It is strongly recommended that children should not be placed in
hospitals for specific diseases since, no matter what services are provided,
the child’s environment places the emphasis on pathology rather than on
normality. If the adolescent patient population of an institution does not
justify a special adolescent unit, then placement in a children’s or an adult
unit should be decided on an individual basis, taking into account the devel-
opment level, not the age level, of the patient.

4.2.2 Content of health services

4.2.2.1 Surveillance. In an age group characterized by low mortality and
large numbers of healthy individuals, surveillance is the key to the identifi-
cation of problems. The dynamic character of the new problems and the
paucity of information on related morbidity make it difficult to formulate

@ Secondary health care involves management by medical specialists, including
hospitalization. Tertiary- health care involves management by the most highly specialized
and technical services, such as intensive care units and cardiac surgery units.
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general criteria for the selection of those problems which require surveil-
lance and those conditions which should be the object of screening. At the
same time, the question of where responsibility for such decisions should
lie must also be asked, for health professionals, educators, parents and young
people often perceive “problems™ and “needs” quite differently. Health and
education specialists have knowledge of the available data on mortality,
morbidity and allied matters, but they are often unfamiliar with the real
problems and needs of children and adolescents in their daily lives in the
family and community. Decisions on surveillance programmes should there-
fore be taken by all those concerned, including parents and the young people
themselves.

As new problems are identified, the old methods of screening become
less and less appropriate. For example, a clinical physical examination by a
physician, the cornerstone of the traditional school health programme, is
found to be ineffective in identifying nearly all the present major causes of
morbidity and mortality in children 5—18 years of age. The psychosocial
nature of many problems demands the development of new screening meth-
odologies which include measurement of functional capacity. Screening
should be conducted at key periods of life, such as school entry and puberty,
which are accompanied by important changes calling for greater physical
and mental outputs. So far as is possible, methods should be found which
can be applied by nurses, technicians, trained parents or other lay people.
The procedure of classifying deviations and recording results should incor-
porate three principles: classification should be based on the concept of risk;
it should not only include readings ranging from healthy to sick but should
also cover the full range of functional capacity; it should include a category
for children who have no measurable deviation but who may encounter
problems in the future.

Precautions should also be taken to avoid the detrimental effects of
screening. A first danger is labelling : it is very easy to apply a diagnostic
label but very difficult to erase the label and its results afterwards. A second
danger is identifying problems for which solutions are unavailable or un-
known since this, justifiably, leads to anxiety, frustration or anger on the
part of the child and his family. A third danger is identifying problems for
which treatment is questionable or for which there is a risk of overtreatment
(e.g., screening for enlarged thymus glands, enlarged tonsils and retractile
testicles).

4.2.2.2 Services for biological problems. A programme for the development
of basic health services for children and adolescents must include those
elements which can help serve as solutions to the problems referred to above.
With regard to problems of growth and development, real or imagined, it
is essential that, when dealing with patients, all health workers recognize
the importance of teaching the principles of growth and development to
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children and to all those who work with them. Problems related to sexual
development require special attention. In order to prevent unwanted preg-
nancy and unwanted childbirth and reduce the incidence of induced abor-
tion and sexually transmitted diseases, sexual counselling, contraceptive
counselling and any necessary treatment should be available in every basic
health service for adolescents. Since, as we have seen, teenagers are often
reluctant to seek medical advice from traditional medical sources on their
sexual problems, serious consideration should be given to the development of
other, nontraditional, sources from which they can receive sympathetic,
anonymous, nonreprehensive, competent care (teenage “hot line” telephone
service, evening youth club clinics, etc.).

Every basic health service for young people must also include a system
of management for chronic diseases and handicaps, based on three principles
of care. The first is the need to emphasize and enhance the normality and
overall welfare and development of the individual suffering from a chronic
condition. As stated earlier (section 3.1.3), the medical care system’s ten-
dency to focus on abnormality has contributed to the handicapping process.
The second principle is that of early intensive treatment to reduce social and
emotional sequelae and to provide the child with the best possible prepara-
tion for schooling and later life. The third principle in the management of
chronic conditions is to develop a system which integrates the care in the
medical sector with that given in the home, school and community.

The implications of these principles for the family and school will be
discussed later (section 5) but a few observations with regard to the health
care system are in order here. Medical care personnel are gradually becoming
aware that it is both necessary and possible to increase the role of the family
and the child himself in the management (including actual medical treatment)
of a chronic illness. In certain chronic diseases such as diabetes, family and
self-management has long proved effective medically, psychologically and so-
cially. More recently, increased family and self-management have been found
most effective in other chronic illnesses in children and adolescents, such a
as haemophilia. The obvious advantages of such self-care, both to providers
and to consumers of health care, make it imperative to encourage the con-
tinued expansion of this method of care in other chronic conditions.

Normalization of the medical management of chronic conditions includes
consideration of where management should take place. Outpatient manage-
ment, with the child living at home, is clearly the most normal and pre-
ferred procedure. Children are often hospitalized unnecessarily, at least in
part because of the resulting convenience for the medical staff. Management
regimens for the various chronic diseases of children need to be re-evaluated
in the light of the latest technical advances, the possibility of making greater
use of other types of personnel (e.g., home nurses), and the development
of transportation systems and family education programmes, so as to deter-
mine the maximum extent of possible outpatient management. When inpatient
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management is unavoidable, alternatives should be developed such as day
wards (nights are spent at home or with the family in a “hotel” attached
to the hospital), weekday wards (weekends are spent at home or in the
“hotel”), or non-hospital-like facilities (“schools”, or ‘sanatoria” with
nursing services). These alternatives should resemble the normal environment
as far as possible. When the more standard type of hospital inpatient manage-
ment is necessary, careful consideration must be given to the hospital environ-
ment, since hospitalization affects the physical, mental and social develop-
ment of children. Young people should be hospitalized in children’s depart-
ments or adolescents’ departments, regardiess of the nature of the disease.
Such departments should provide education, recreation and frequent contact
with family and friends. Finally, periods of inpatient management should
be as short as possible.

Since children and adolescents with chronic health conditions have all
the normal needs in addition to the special needs associated with their par-
ticular health problem, and since they usually require not only secondary or
tertiary health care but also special educational and vocational attention,
they place the highest demands on the health care system. These demands
can only be satisfied by a carefully coordinated, multidisciplinary system
of services involving health, educational and social services personnel.

Basic health services for children and adolescents must include pro-
grammes for the prevention and control of infectious diseases. These pro-
grammes should be adapted to the local community, taking into account
information on economic conditions, health behaviour, health services as
well as epidemiological data on local disease prevalence. They should ensure
that all children receive appropriate immunizations prior to school entry
and continuing during the school years. Current school policies on the control
of infectious diseases, including the practice of keeping children away from
school, should be carefully re-evaluated in the light of the latest informa-
tion concerning communicable diseases. For example, many highly regarded
paediatric specialists in this field are now recommending that children with
symptoms of upper respiratory disease but without fever should not be kept
away from school since they have already passed through the most conta-
gious presymptomatic stage of their illness. School policy in this area should
also take the family situation and the educational needs of the child into
account.

Basic health services for children and adolescents must, in addition,
include nutrition programmes appropriate to the nutritional problems of the
area they serve. Since the most common form of malnutrition in children
and adclescents in industrialized countries is obesity, services should provide
means of identifying individuals who are obese or at risk of becoming obese.
Services for the management of such individuals must be multifaceted, in-
volving the family and school in addition to medical personnel.
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Health personnel must also be involved in collective feeding programmes
for children and adolescents. By serving as nutritional consultants to collec-
tive feeding establishments (school canteens, youth club canteens, etc.),
health personnel can ensure the quality of the food served in the context of
the total nutrition of children and adolescents and, in addition, can ensure
that the young people, their families and the community are all involved in
the planning and perhaps the preparation of the food served.

4.2.2.3 Services for psychosocial problems. Health services for children and
adolescents may include programmes aimed at helping solve some psycho-
social problems. Since each of the psychosocial problems discussed above
is widespread and of serious import and since these problems all have health
consequences, health service personnel must be involved directly or indirectly
in developing solutions to these problems. Often this involvement will consist
in their serving as catalysts to stimulate the development of better services.
This can be followed by continuing collaboration with other disciplines or
services to ensure proper integration of the services with the health sector.
To be effective, services for psychosocial problems must include the follow-
ing: collaboration among educational, social, legal and health services; more
emphasis on nontraditional approaches; and the involvement of young
people, families, schools and the community in planning, operatlon and
evaluation.

The role of health services in programmes for the prevention and treat-
ment of suicide should first include the stimulation of more and better family
support systems and better school policies (see section 5). Armed with mor-
bidity and mortality data on suicide as it relates to local conditions, health
service personnel can raise public awareness of this problem. The health
services, in collaboration with other services, can also develop special pro-
grammes such as telephone “hot lines” and mutual aid groups for young
people at risk of attempting suicide.

In view of the gravity and magnitude of the problem of substance abuse
by young people, every country should develop more and better services
for dealing with this problem. Health workers see the tragic results of sub-
stance abuse and it is they who must raise the cry for action by widely
disseminating the facts. Intervention programmes can be established in
schools and incorporated in existing programmes. Innovative approaches
can be tried, such as those using significant models (including remote heroes
and peer group leaders) who have successfully tackled or overcome the pro-
blem of substance abuse and have found more positive solutions to their
stresses. Special programmes, such as youth advisory services,? can also be
mounted.

2 See: WHO Regional Office for Europe. Youth advisory services: Report on a
Working Group. Copenhagen, 1976 (ICP/MNH 016 III(1)).
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The complex nature of juvenile delinquency requires an integrated ap-
proach. Health workers can contribute by changing our perception of offend-
ers from that of “bad” children and adolescents in need of punishment to
that of individuals suffering from faulty socialization as a result of depriva-
tion of one kind or another. To this end, health workers can collaborate
with the legal and social services in finding innovative solutions which are
less punitive and stress rehabilitation through better socialization.

Although accidents are basically psychosocial in nature, their obvious
health consequences demand that the health sector lead the way in finding
better solutions. By making accident mortality and morbidity data widely
available and relating them to specific local conditions (e.g., dangerous street
corners, poisons most frequently ingested), health workers can press for
changes in policies, laws and local conditions and stimulate local community
action. :

4.3 Health education (including education in sexuality)

Health education presents an extraordinary paradox. While everyone
agrees that it is probably the most important instrument in the development
of a healthier population, everyone also agrees that, to date, it has been either
seriously neglected or, when not neglected, for the most part ineffective.
While there must be a number of reasons for this state of affairs, one explana-
tion is that present-day health education for children and adolescents, like
the health services for them, reflects traditional health problems. The content
of these educational programmes emphasizes physical disease and physical
hygiene, while the methodology reflects an overprofessionalization, charac-
terized by a paternalistic and seemingly dictatorial approach. Existing pro-
grammes focus on increasing knowledge despite the fact that knowledge alone
does not lead to changes in health behaviour.

Since the ineffectiveness of health education programmes must, at least
in part, explain their neglect, the only way out of the dilemma is to redefine
the goals of health education and develop innovative methodologies which
are more effective. This must be a broad effort, involving not only health
educational personnel but also psychologists, sociologists, parents and child-
ren.

In redefining the goal of health education, the Conference agreed that
the general aim of health education programmes for children and adolescents
should be that of improving the abilities of the individual to use his own
resources for his own health and health care and to make effective decisions
based on the information acquired. To achieve this, it is imperative that
children and adolescents be taught the truth about health and health risks,
and that they learn to identify symptoms of ill health and how to deal with
them. The concept of community health should also be promoted by pro-
viding young people with the knowledge, skills and opportunity to solve
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public health problems in their own community. At all times emphasis
should be on the benefits of a state of wellbeing rather than the negative
effects of ill health.

In developing innovative methodologies in health education, three basic
principles should be borne in mind. First, since health is a means, not an end,
and since neither health nor the acquisition of knowledge are in themseives
incentives for children, health education programmes must be challenging,
enjoyable and relevant to everyday life. The wider and more effective use
of mass media and of hero-figures (actors, sports.champions, etc.) are meth-
ods that urgently require further development.

A second principle, integration, has several facets. Health education
programmes for young people must integrate. the home, school and commu-
nity so that learning may take place in a consistent way and involve all as-
pects of the child’s daily life. Such programmes must be integrated methodo-
logically, i.e., the teaching methods should be geared to the developmental
level of the individual. For example, since teenagers tend to be suspicious of
adult authority, less traditional methods are needed which are aimed less
at directing behaviour and moralizing than at emphasizing the facts and risks,
leaving the choice to the individual, allowing him to find out for himself
through trial and error, encouraging him to care for himself and providing
him with the knowledge of when and where to seek information and advice.
The programmes should also be subject-integrated. The subjects taught should
be age-specific and relevant to the present needs and problems of the child;
they may be integrated in the rest of the “non-health” curriculum of the
school and thus relate health to the rest of life in a realistic manner.

The third methodological principle of health education is that children
and adolescents should participate actively in the learning process. On an
individual basis this can take the form of expanding the role children play
in managing their own illnesses, since learning is very effective when it is
applied to oneself in a concrete situation. On a group basis it can take the
form of a community health action programme. Such a programme can in-
volve an entire community, including schools, local government, adult organi-
zations, the mass media, etc., in solving one of its own health problems.
Young people can participate in meaningful, goal-directed activities which
contribute to the solution of the problem. Such programmes have been found
to have a significant effect on the health behaviour of children and adults
in a specific area and have brought the community into closer collaboration
with the schools. The school community- projects are consistent with the
method whereby, instead of being told- what they must or must not do,
people are provided with all the available data on a given health problem and
encouraged to choose their health goals, both individually and as a group,
and to determine ways of achieving them.

The essential role of health education as part of the solutlon to a num-
ber of the present problems of children and adolescents needs elaboration.
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