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INTRODUCTION

Social change can express itself in alterations of the laws and traditions goveruing
gocieties or groups of individuals. It may also influence an individual through many other
ways. For ezample, 1t may expedite or slow down his physical or biologlecal development by
changes in dietary intake or housing standards; wmodify his culture or social life through
political, economical, technical or religious change, or through shifts in his relationships
with newly dominant groups in his society; and finally, it may influence him psychologically
as expressed by his physical and mental health,

While it mway be fascinating to explore the wide array of phenomena brought about by
social change, T as a child psychiatrist am most interested in its effect on the fabric of
soclal and psychological functioning of children and their immediate families. In keeping
with the aim of this workshop I shall concentrate particularly on phenomena resulting from
rapid social change = since e¢rises in our management of children and families who have
experienced dramatiec changes are often clinically most urgent and troublesome,

The present paper then is an artempt to summarize available data and to point out
possible important variables or problem areas which have not yet been subjected to a
systematic study. As Canada has a substantial native population and many ethnic groups,
takes in almost 10 000 refugees per year and deals with thousands of foreign students and
transient visltors annually, results of studies conducred among these groups will provide one
source of data for this paper. In addition, the discussion will include psychological stress
factors, as well as factors that counteract stress and will be based on data from both the
Wegtern literature and the limited African and Asian literature available ro me. Finally, I
shall use the material summarized in the report of the WHO expert committee on child mental
health and psychosocial development (1977).

A PREVALENCE OF ACADEMIC AND MENTAL HEALTH PROBLEMS IN CHILDREN

Detailed surveys of general populations in developed countries show thar the prevalence
of persistent and socially handicapping mental health problems amongst children aged 3-15 is
about 5% to 15%. Similar figures have been reported from the developing countries
(Giel et al., 1981). Children who require special academic assistance because of problems in
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learning range from 10% to 15% in developed countries. Agaln, there is some evidence that
these fipures are similar for the developing natlons. However, it should be astressed that
prevalence figures are necessarily affected by a number of independent factors. For ezample,
they will vary with the cut—off point used in making a diagnosis or by the type of behavicur
seen as abnormal in a particular culture. Nevertheless, in general, mental health problems
and academic problems are more common in boys than in girls aad are more frequent In inner
cities than in rural areas or in small towns. They are also three to four times higher in
echildren who have experienced sn insult to their brain or have developed epilepsy. This
guggests that brain dysfunction Is an independent cause of mental 1llness although the
psychosocial stresses, intellectual impairment or cognitive deficits typlcally assoclated
with it, may contribute significantly te the high degree of psycholegical difficulties found
in the affected children.

THE EFFECT OF SOCIAL CHANGE ON BEHAVIOUR

the options available to an organism subjected to rapid social change are limited.
According to Berry and his colleagues (1983) individuals or groups can be asgimilated to a
new gocial order, i.e. give up their previcus culture and pattern of behaviour completely, or
can resist change by closing themselves off or separating from the new demands of soclety, or
they can actively fight it. All three types of reactions have been agsociated with a high
degree of "Cultural Stress”, i.e. stress resulting from acculturation or adaptation to soclal
change, In practice this stress is shown by symptoms of confusien, anxiety and depveselon as
well as an increase in psychosomatic disorders in adults and by an increase in behaviour
disorders and problems in academic functioning in children.

The model which the Canadian Government has favoured to deal with social change is
integration. This optlon implies that specifie ethnic groups or populations ave encouraged
to maintain their traditional culture of language within specific areas in thelr day-to—day
1ife. This is thought to counteract the above-mentioned sywptoms associated with
acculturation as well as the feeling of marginality or soclal fragmentarion commonly
experienced by outside groups which have to deal with rapid social change. While prospective
controlled studies with large populaticons have not yet been done, it has been documented that
children of recent immigrants experience less psychosocial stress when they are allowed to
retain aspects of their traditional cultwre (Berry et al,, 1984).

It becomes clear that im general social change 1s not the cause of soecial or
psychological disorder. It is the faillure of the individual or group to adapt to social
change which creates symptoms of social or psychological distress. If the data favouring
integration over total assimilation or resistance to new gocial demands are correet, it
fpllows that retaining some links with the original culture could be similarly helpful to the
psychological adjustment of the individual ehild and his family. Practical suggeatlons
relating to this point will be givea in the final section of this paper.

What other factors have been shown to moderate the impact of socifal change and assist
adaptation? Studies which examined primarily adult immigrants, refugees or native groups who
were exposed to new cultural values and who experienced mascive social changes, as well as
more general psychiatric epldemiological studies, suggest that the following factors may act
as buffers against psychosocial disorganization.

(a) Cultural proximity

The less the difference between the two cultures or soclal systems, the lower the
distress assoclated with moving from one system to the other (Berry & Annis, 1974),
Supporting data here come from studies of Canadian native groups and of foreign students at
Canadian universities. Thus the acculturation of native Canadians has been found to be
reiated to the hasic social organization of the native group. For example, natlves who came
from a very loosely organized social structure had far more difficulties in adapring to the
highly structured GCanadian society than did groups whose life style was based on a tighter
social structure (Berry, 1976). Features such as a similar climate and a positive evaluation
of ‘the food favoured by members of the dominant culture was likewise assoclated with low
acculturative stress (Minde, 1985).
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(b) Sex differences

Girls generally show less psychopathology when exposed to external stress. It is not
clear why femaleness should he a protective factor against psychopathology and leatniag
problems in children. Rutter and his colleagues (1976) who examined this phencmenon in
detail suggest that 1t way be related to a particular biological variable associated with the
female gender. However, there is also evidence that girls report significantly more stress
when they move into a new culture or soeciety than do boys, The ressons for this are not clear
but it may be that females In general have a greater tendency to subseribe to personal
statements such as those used to elicit symptoms or stress (Cawte, 1972), Yet even
sophisticated epidemiological studies of West Tndian {mmigrant childrven in Sreat LSriooin
(Rutter et al,, 19753) and statistics of children attending a child psyehdiatric clinic in
lganda (Minde, 1%77) and being part of a general population survey in the Sudan (Rahinm &
Cederblad, 1984) found a similar numbetr of girls and boys with clear—cut psychiatric
symptomatology.

{c) Cognitive factors

There is a wealth of data which suggest that intelligence and education are protective
factors against a wide array of psychosocial disturbances. For example, the strens
immigrants experience is siguificantly correlated with their previous education. The
correlations vary from —.23 to —.40 in different studies (Berry et al., 1985), The reason
for this asscciatien is not clear. One may speculate that individuals whe are more
intelligent ot who have more education have more inner resources available to them and may
even view the acculturation experience as challenging. Acceptance by pecrs, e.g. in the
school situation, may also come more easlly to children with higher intelligence.

While hatd data from developing countries om this issue are not known to me, data on
schoolchildren in Uganda give some support to this hypothesis. In a study where I exawined
25 secondary school boys who had come to a mental health clinic because of study problems and
presented with a variety of psychosematic complaints also labelled As “brain fag™ (Prince,
1960), I found that in comparison with a healthy control group from the same school, “brain
fag” youngsters had significantly lower marks. However, they were also on average two years
clder, but had not failed previous classes more often than their asymptomatic classmates.
This suggests that the troubled youngsters had begun their primary schooling at a later age
which presumably increased the pressure on them to perform and excel, leading to an increase
in psychiatric sywmptowms (Minde, 1974)., The author of a recent Nigerian study on school-
children with study problems has come to similar conclusions.

Another protective factor which is also correlated with intelligence is the knowledge
of, or familisrity with the language spoken by the dominant group. Thus studies involving
foreign students and immigrant children found the ability to speak English or French to be
significantly correlated with adaptation to Canada (Minde & Minde; 1975, Berry et al., 1983).

(d) Contact experiences

These include measures of actual relationships with the larger society, such as wage
employment or ownership of property for adults or having a friend in school that belongs to
the main cultural group in the case of children. Studies of immigrants to Canada end foreign
students show that contact per ge is seen as supportive and ism negatively correlated with
gcculturarion stress (Chance, 19653). While this variable appears rather specific to adult
immigrants, similar data can also be found in the general child psychiatrie literature, Far
example, children who have experienced moTe than one caretaker earlier on in life separate
more easily from their mothers when they begin school than do children who come from less
open family systems. In additien, there is now a substential literature which documents the
imporfant impact the presence or absence of specific social Support systems can have on the
mental health of adults and children alike. Not surprisingly, there has been a dramatic
increase of gelf-help groups for parents of children with physical or emotional disorders
{e.g. cerebral palsy, spina bifida or autism, just to mention a few) in developed sountrics.
I have found group meetings with mothers of retarded epileptic children in Uganda equally
effective (Minde, 1974). Such groups can be run by paramedical personnel and provide an
important focus for education and support for families who are faced with physically or
socially abnormal children.
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y Patterns of upbringing

There is a areat deal of cvidence which links variations in the psychosoclal development
of children with specific qualities of caretaker—child interaction regaxdless of their
cultural background, Children who are rejected or are unwanted o¥ who experlence serlous
jamily discord (i.e. arguments and disagreements between their parents) show a far higher
incidence in delinquency, school fallure or conduct disorders. (West & Farrington, 1973).
For normal emotional and cognitive development children alse need to be stimulated in an
appropriate fashion, i.e¢. they require active experiences and interchange both with adulrs
aud their peers. The close relationship between the child and specific caretskers is
ecspecially important during the first f{ive years of life as primary attachment relatienships
are developed during that period. If these ate broken or if the primary caretakers are
unable to respond sensitively to the children during their early years, basic lack of
self-esteem otr soclial competence frequently follows. Even an improvement of parental
caretaking later on may not be able to reverse some of these phenomens {(Tizard & Rees, 1973).

Children who are reared in institutions and experience mulriple changes in parent
figures are therefore ¢learly at rvisk for psychosocial problems and poor academic
performance. Likewise children wha are permanently or abruptly separated from their parents
because of political upheaval or violence against them are at high risk for psychiatric
problems. Follow—up studies by Amnesty International (Cohen et al., 1979) and by other
cllnicians (Allodi, 1980) showed that even 3 to & years after seeing z family member being
killed or abducted, 65% to 75% of these children still showed signs of fearfulness and
withdrawal, insomnia or sggression.

The loss of the extended family is clearly one of the most disruptive experlences for
families in group—oriented societies. In a good number of studies (e.,g. Sethi & Shatma ,
1982; Sharma et al., 1985) it has been shown that an extended family, at least in kndia, is
a better source of psychosocial support than is a nuclear family. Since parents are obviously
rhe mediators of culture, the stresses they themselves are subjected to because of new social
demands will therefore necessarily reflect on their children's functioning.

{£) Foverty

Much has boen written about the deleterious effects of poverty on psychological
wellbeing and academie performance. In fact, the "War on Poverty™ of the 1960s highlighted
by the Head Start Program in the United States was concelved as one way to change the socilal
nutlook of millions for the better and I{nterrupt the apparently endless cycle of
disadvantage. However, more recent work has made it clear that a multitude of stress factors
associated with poverty, such as crowded living quarters, family stvife or a large number of
children, which contribute te a higher rate of psychological disturbance in poor children in
Wostern countries, alse increase the tisk of peychopathology in the more well to do. Recent
atudies have furthermore indlcated that children who come from poor families but who have
good relationszhips with their parents and live in homes with low family discord, exhibit
fewer problems in behaviour or learning during echildhood and adolescence. These children
also attempt to marry spouses with little psychopathology and in turn do a good job in
raising their own children later on (Quinteon & Rutter, 1984a and 1984%t). In contrast,
children who are equally poor but in additicn have inadequate parents tend to continue to be
troubied during their adolescence and earlier adulthoed. They leave school early, have
children early with spouses who often show similar inadequacies and end up placing some of
thelr children “in care”, thus continuing the ¢ycle of disadvantage so commonly encountered
in mental health clinics.

While in the United States early educatiomal intervention has been seen as one avenue
towards breaking the cyecle of poverty, results up to now have not been encouraging. Only
highly structured, very expensive programmes which begin during the first year of life and
continue for four ¢r more years, have shown to change severely underprivileped children's
intellectual and academic performance during the first decade of their lives (Ramey et al.,
1982), Nevertheless, there is no question that a good preschool programme which provides
both cognitive stimulation and emotional warmth for young children who live in poverty will
further thelr development and give them a better chance later on (Gottfried, 1984},
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(g) Protective factors

Looking at stress factors only inherent to social change ptovides a one—sided view as many

children and families are very successful 1in coping with a rapidly changing environment. The
following section will therefore deal with compensatery factors which may help children and
theix families to come through stressful experiences unscathed.

1. The pumher of gstresses

It appears that children who are faced with one serious stress (e.g. moving from g5 village
to the city) do not show an increase in psychological abnormalities as long as other things
remain constant. For example, 1f hoth parents move with the child and remain psychologiecally
cloge to her/him, and some friends from the village are alge moving and If there are no major
chaoges in dietary habits or availability of schooling, the change may be weathered well,
Likewise, if a ¢hild moves into a relative's house in another village or town because he is
closer to the school, he will usually manage well (Minde, 1975). However, if the move to the
same relative Ls brought about by the father's desertion and mother is now depressed, has less
woney and must go to work, problems are likely to spring up as the child must now cope with at

least three stressful events (the loss of father, mother's depression, and the move to a
different home).

Z. The maintenance of a good relationship with at leagt one parent or other relative
within the extended family.

It has been shown that the risks to mental health which relate to growing up in an unhappy
quarrelling family can be significantly reduced if the child can be comfortable with at least
one parent or close relative, For eXample, 1f a father begins to drink heavily because he has
lost his job, and in conjunction becomes irritable and punitive, his children nevertheless do
well if they can continue to trust their mother and are supported by her, There are also
Teports which indicate that children with troubled families who have a good relationship with
members of their extended families show little increase in psychiatric symptomatology. This is
especially true in developing countries {(Minde, 1976: Rahim & Cederblad, 1984).

3. Suecess or good experiences outside the home

There iz good evidence that good schooling can mitigate the effecrs of a poor home
environment, In a series of studies Rutter and his ¢olleagues (1979) have ghown that certain
schools are able to contain very difficult children and in fact help them to rid themselves of
some of their psychological difficulties. Other schools seem {0 have an opposite effect, i.e,
appear to create problem youngsters, This seemg especlally important in the developing
countries where overcrowding and undue competition for good marks often compromise the emotional
health of the students (Chintu & Haworth, 1979). While it is not clear what facrors within the
schools are responsible for the rate of behaviour problems of their pupils, the general spirit
of the individual school seems to be an impertant ingredient. This spirit is, among other
things, expressed inm the rate of teacher turnover (the fewer turnovers the better the school's
mental health record), but not inm the class size, Unfortunately, equivalent data from
developing countries are not available. In my study of children in three different schools in
Uganda, the rate of problem children varied from 10,5 to 24% (Minde, 1975). Since I did not
exguine many of the factors identified by Rutter and his colleagues as contributory to the
incidence of mental health problems, the significance of the difference among the Uganda schools
must remain speculative. On the whole, however, we may assume that positive experiences beyond
the immediate family will assist the psychological development of any child regardleass of his
culfure or the state of development of its particular soclety. Schools have an especially
important role to play in this regard,

THE EFFECT OF SOCIAL CHANGE ON ACADEMIC PERFORMANCE

All the factors which Increase the likelihood of mental health abnormalities can algo be
responsible for problems in learning. Children who are hungry, or fearful and depressed, or who
cannot understand the local language or the language of instruction very well, will cbviously be
compromised in thelr concentration and their abllity to invest themselves in learning., Good
academic performance does not only require a good intellectual ability but a sense of self-worth
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and hope for the future. This many children lack when they are confronted with powerful social
changes. Since education, as mentioned garlier, indeed is one of the most powerful determinante
of good adjustment to social change, problems in learning must be thoroughly investigated if at
all possible,

Three basic reasons for poor learning have been identified:

{1) Children with severe cerebral damage and assoclated mental retardation will
obviously be unable to profit from a normal school programme. Unfortunately, injuries to
the brain are far more frequent among the poor, both in the developed and the developing
world (Davie et al., 1972).

(2) Children with serious mental disturbances, especially if they show
themselves in stealing, lying, aggressiveness or other activities which hurt others,
likewise often show little interest or perseverance in school (Zinkus, 1979).

(3) There is also a substantial group of children (about 8§-12% in the age~

group 6 to 12 years) who either have difficulties in comcentrating or attending to
instructions or have specific learning problems. Children with attentional disorders
usually have normal intelligence and when helped to concentrate cen understand and
conceptualize academic material without difficulties. However, their impulsgive and
non-reflective cognitive pattern often does not allow them to stop and think sufficiently
before they rush inro an activity, resulting in poor work habits and a high rate of
academic Ffailure (Langhorne et al., 1976),

Children with this problem are called hyperactive ot are gaid to cuffer from ADD (Atteution
Deficit Dizorder). This disorder affects about 5-12% of all school—aged children (Miller et
al,, 1973) and has a boy to girl ratioe from 5:1 to 9:1 (Omenn, 1973).

There it no convincing evidence that ADD is caused by soclal stresses although children who
show these symptoms are significantly more vulmerable to any gsudden change in their support
structure,

While good epidemiological studies on the incidence of hyperactivity in developing
countries have not yet been done, Minde & Cohen (1978) have estimated from avallable data In
Uganda that the ratio in that country is between 3 and 5%,

Youngsters who suffer from a learning disability will be able to take in what they should
learn (i.e., they can concentrate well) but will fail to process or conceptualize the learning
material, Here again, two main groups can be recognized. There are children who display a
peneral reading backwardness, l.e, are twWo OT moTe years behind ip thelr reading ability as
measured by standardized tests. These children often have a low I.Q. (the average I.Q. in one
well—-controlied study (Rutter & Yule, 19753) was only 80), They also show a high incldence of
overt neurological disorders (11%) and usually have abnormalities involving a wide range of
neurpdevelopmental functlons inecluding motor coordinationm, right-left differentiation, and
speech and language involvement. Most commonly, such children come from large families where
fathers have a low paying job. Reading backwardness is equally common in boys and girls and
affects about 7% of all scheolchildren.

In contrast there is a smaller group of children (about 3.5%Z) who show a gpecific reading
retardation. These children more frequently have parents or siblings who are also reported Lo
have reading difficulties (35% vs 10% ia the slow readers), There are also far more boys than
girls (the ratic is about 3.3:1) and have a higher 1.0Q. (an average of 102 in the study by
Rutter and Yule. Their clinical difficulties are alse quite variable. For example, they may
not perceive minor differences iIn vowels in spite of excellent hearing or are unakle to
recopnize the imappropriateness of thelr socilal behaviour despite repeated instruction. Both
reading delayed groups and hyperactive c¢hildren require special types of teaching or supervision
to improve their academic performancej repeating a grade has no positive effect on gchool
performance.
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Az in problems associated with the mental health of children, it must be stressed againm
that the physical and emotional wellbeing of parents plays an Ilmmensely important part im the
school achievement of children and an assessment of poorly learning children should always
include an interview with their families. Only when this is done can the differential
contributions made by biological and external factors be diagnosed and a comprehensive
treatment proglamme be developed,

ADAPTATION TGO CHANGE AS A PROCESS

In the previous sections we have discussed some of the variables which can increase or
buffer the stress experienced by children and their families who have to adapt to sosial
change, In all these deliberations both the social change and the individuals's response to
it was presented ag if it occurred suddenly.

However, any adjustment to change 1s a process which continues for a varying length of
time. While mental health specialists have been aware of distinet stages in adaptation
following external events such zs parental divorce, the loss of a valued person, the
diagnosis of a malignancy or the birth of a defective child, social psychologists are now
also beginning to talk about specific phases of acculturation. For example, Berry & Kim
(1985) in a very recent contribution to a WHO sponsored workshop on the applications of
cross—culrural psychology to the promotion ¢f healthy human development, talk about five
phases of aceculturation. Thete is said te be a precontact phase, followed by contact,
conflict, erisis and finally an adaptation phase. In the contact phase cultural and
behaviour exchanges begin, with the now dominant group providing most of the input and in
that way increasing the sttress experienced by the acculturating group. This may lead to
conflict with an enmsuing erisis which demands some type of resolution {adaptation}), The
importance of this model for mental health professionals is the possibility to acssess
children and their support system in a more ecological fashion. For example, famine victims
from Northern Ethiopia, because ¢of their malnutrition, may have had extremely poor physical
and mental health befote they arrived im camps and possibly were re—settled in the South of
Ethiopia with 211 the ensuing social changes. The enforced change in that situation may thus
possibly not lead to a conflict or c¢risis but to a less stressful existence, as foed and
provisions are now secured. To maintain a low stress level would nevertheless reguire that
the dominant culture values the characteristics and cultural identity of the newcomers and
also offers them active and positive contacts.

In a very detailed study of 250 immigrant children from three different countries two
years after immigration to Australia, Taft & Cghill (1978) confitmed some of Berry's
hypotheses. Thus Maltese children, two years after immigration to Australia were alsc rated
considarably worse in their learning ability, attitude to learning and general problem
behaviour in school by their teachers than ome year after their arrival in Austraifa, This
was not true, however, of South American and British immigrant children. Taft & Cahill feit
that these differences were dpe to the differaent attitude of the children's parents. The
Maltese parents disliked life in Avstralia. They therefore resisted integration which may
have led to their children's experience of conflict with Australian institutions.

This dats suggests that future research on immigrants sud other groups exposed to rapid
social change should be more process—oriented. Identifying specific phases of ad justment
might also help those concerned with intervention and prevent develop more appropriate
techniques.,

INTERVENTION

Intervening and lowering the stress to the child and his family created by rapidly
cehanging social conditions is a complex undertaking. It is very difficult to scientifically
design and evaluate appropriate intervention studies, Yet scme stresses, such as the concern
about an lmpending nuclear war acutely perceived by many children in the developed world
today (Somers et al., 1985) require very different intervention strateglies than do the
stresses brought on by 2 drought or the death of a parent. However, there are nevertheless
some general principles of intervention which can be applied in a variety of situations
acrogss different cultures,
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(13 Therc is a great need to raise a general awarenaess that behavioural abmormalities

are frequently caused by changes in & child's environment. For exsmple, 1t would be
enortmously beneficial if health workers and those {n administrative positlous everywhere
would understand the relationship between social incompetence and inadequate food intake
(Graham & Canavan, 1982). 1t would likewise be useful 1f teachers could recegnize the
connections between a learning disability and the solemn defiance of a 10-year old youngster.

In general this implies that we must teach those in contact with children and their
families about:

(a) The interdependency of the cognitive, biological, soclal and psychologlcal
development of children. Some examples of this are given above.

(b The effect partlicular events may have on the whole fabric of society and

its encompassing behavioural manifestations (Bromfenbrenner, 1979). Some recent
examples are the changes in the role of women in our society, the availability of cheap
birth control techniques or the increase in the divorce rates. These developments have
not only made us aware of the need for lncreased day-care, but have also lad to a
re—evaluation of traditional concepts of mother—infant attachment, of sequential
cognitive development and of the importance of a same sex parent avallable for
successful sexual identification.

The present review pbviously canmot discuss the full range of changes which have been
required of various societies during the past decade — but e¢ach of them can best be
understood by using an ecological model,

(2) The effects of sudden or powerful changes in a society should be slowed and

buffered for children and their families. This can best be done by keeping in mind thar it
1s always preferable to have few simultaneous changes in any behavioural system. For
example, Rahim & Cederblad {1984) in an excellent recent study examined 240 children aged
3-15 in an area near Khartoum which had been investigated in 1965, They found that while the
study arca had changed from rural to urban since their last Inquiry, and the older children
indeed showed a lower rate of physical but a significantly higher rate of behavioural
symptoms, the total frequency of symptoms was still lower than moest developed countries.
kahim and Cederblad felt that this was due to the migration patterns of their sample which
saw whole extended families, even parts of villages, settle in the same part of the new
area. Thig would ensure the maintenance of txaditfonal support structures with the
associated self-esteem and in that sense provide a concrete example of the benefits of the
{ntegration model mentioned earlier on in this paper. &ince we know that the hehavioural
fallout of other social changes, such as divorce, are likewlse much easier to take for a
child if she/he stays at his/her old home and continues in the same school, the principle of
“Lthe least change necessary" should be adopted whenever pessible.

(3) Culture specific disorders are rare and mest behavioural manifestations of social
change are transculturally valid.

Westermeyer (1985) in a recent review of psychiatric diagnoses across cultural
boundaries stresses that there are only a few culture—bound syndromes such as Kore or Amok,
although the distributlon of non-psychotic disorder differs from one culture to another
(Nichter, 1981). This has also been my impression while workimg in Uganda {(Minde, 1974b) and
would suggest that many basic principles governing interventions in the Western world would
he wqually useful in other parts of the world if lecal cultural practices are taken into
consideration.

(&) The sensitivity of teachers and health practitiopers in diagnosing and treating
psvehologionl disorders wmust be increased. There l& pood evidence that prefessionals
involved with children are quite poor in diagnesing cases both with psychiatric syndromes and
intellectual impairment (Giel et al., 1981). In fact, only 12-29% of psychlatrically and
5-12% of intellectually troubled ehildren were picked up in Glel's WHO-gponsored study
encompassing four countries, While WHO has recently published a technical report aimed ar
helping the primary health care werker to become more sophisticated in mental health lssues
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(WHO, 1980), much work still needs to be done to help that educational process to go

further. One possibility of doing so is to use a manual on child mental health and
psychosecial development which was written by five child psychiatrists of four continents for
the WHO regional offices of South~East Asia 4ipn 1981 WHO, 1981). This wanual, which has =2
version for primary health care physicians, educators and child welfare workers, is readily
available at WHO's Geneva Office and was written so that it could be easily translated into
other languages. The content of these manuals would lend itself to be incorporated inteo the
training procedures of both physicians and teachers, However, my personal experiences would
suggest that even the most behaviourally committed professionals would lose interest if they
do not (&) get rewarded for their interest in mental health matrers by their superiors and
(b) have regular access t& & mentzl health professiomal who can assist them in the day-to-day
work with difficult ¢hildren and their families. When such supervigion and consulrarien is
provided, a majority of teachers and other child care professionals are quite interested,
able and effective in assisting children in their school work and with their psychological
problems (Minde, 1976).

(3) The differing quality of care which society is presently providing for individuals of
differing social standing and thelr families should not cause undue alarm. Imn fact,
experience suggests that the interest of special, often socially favoured groups, for mental
health services or special academic programmes will in time raise the expectations of other,
less advantaged, groups of the population and in that way create the necessary community
pressures to Introduce the needed services to all (Graham & Canavan, 1982). It should also
be remembered that in the developing world the newly educated comprise an especially high
Tisk group for providing poor child care as many of them are frequently very career—oriented
and tend to leave their children with poorly paid and uncaring household help {(Gatere, 1980},

(6) Any kind of practical intervention should be based on the principles of:
(a) Maintaining traditional family ties and support structures,
(b) Maintaining the personal automomy of the involved population group.

(c) Providing support structures for existing cultural practices instead of
replacing them with new omnes.

In practice this means that we should try to keep families together or use family
members as parent substitutes when the need arises; create day-care or other part-time
alternative support services for working mothers or those not able to look after their
children; wuse self-help groups or other ways of community organization measures which
actively invelve the families at risk in the search for solutions brought on by social
change; and finally build on the strength rather than the weakness of existing structures in
our attempts to help those in need of our care,
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