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INTRODUCTION

Little is known about the risk factors, incidence, prevalence or degrees of
seventy of childhood disability in the developing world. Before these can be
studied and before appropriate prevention and rehabilitation strategies can
be planned and implemented, there is aneed for case-finding and assessmemt
procedures that are low cost and cross-culturally applicable.

Representatives from WHO and the Joint Commission on International
Aspects of Mental Retardation met in Paris in 1990 to discuss useful
activities in this field. It was felt that the publication of a document giving
guidance on the identification and assessment of mentally retarded persons
would be one such activity. The document is intended especially for use by
clinicians, rescarchers and programme directors working in communities
where health and social resources are scarce.

Section |

Assessing people with mental retardation: An Overview by Professor Peter
Mittler, MLA., Ph.D., C.Psychol.

Section #f

Guidelines for identifying children with mental retardation in community
settings, by Professor Zena Stein, M.B.B.S., B.Ch., Maureen Durkin, Ph.D.,
Dr P.H,, Leshie Davidson, M.D., M.Sc., Z. Meher Hasan, M.S., M.].
Therburn, M.D. and Sultana Zaman, Ph.D.

Section lll

The uses and abuses of psychological tests in childhvod, by Professor Philip
Graham, FRCP, FRCPsych and Richard Lansdown, Ph.D., FBPsS,
C.Psychaol,

Section I gives an overview of general questions about the need to assess
people with mental retardation and the aims and functions of assessment. It
is stressed that tests should always be used positively, to meet the needs of
individuals or groups: they should be viewed as the starting point for
intervention rather than an end in themselves.

Section H resultsfrom ten years of preparations, development and testing
of a simple screening procedure by an international team. It is a practical
cxample of a case-finding procedure consisting of two stages, In the first
stage, the Ten Questions screening instrument ts adminmistered. In the
second stage, all children who screen positive plusa random sample of those
with negative screening results are referred for a clinical evaluation, Stan-
dard forms have been developed for the clinical evaluation. These forms can
be used along with methods described in Section L Section 11 also deseribes
purposes, area siz¢, personnel, training of the staff and the responsibilities
of the team members. WHO presents this as one possible method for
carrying out a community case finding project for mental retardation.
Other methods have been used for epidemiclogical studies of mental
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retardatton, This parucular one however, has been marked by careful
planning and cvaluation throughout and deserves consideration by any
group wishing to undertake such a project.

Section II1 1s a paper prepared by WHO onginally in 1983 which has
been reviewed extensively by a wide panel of experts and revised accord-
ingly. It has until now been available as a separate unpublished paper frem
WHQO and the opportunity is now being taken to publish ir along with the
other two papers in view of its relevance.

The terminology used in this document has been kept consistent with
thatused in other WHO publications. The WHO International Classifica-
tion of Discases refers to mental retardation as the relevant diagnostc
category (F.7). WHO’s classification of impairments, disabilities and handi-
caps indicates that the primary problem for people in this area 1s one of
mental impatrment. This can lcad to a variety of disabilinies and, depending
on the soctal reaction to the impairments and disabilities, these can resultin
handicap.
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SECTION |

ASSESSING PEOPLE WITH MENTAL
RETARDATION: AN OVERVIEW

Introduction

Why do we need to asscss people with mental
retardation? What are the aims and funetions of
assessment? Arc the assessment techniques de-
veloped in Western countries relevant to the
needs of developing countries? If not, what kind
of modifications and adaptations arc needed in
different cultural and social contexts? What are
the main types of asscssment available at present
and what are their relative strengths and [imita-
tions? How and by what means 15 assessment to
be carried our? Who should carry our assess-
ments ?

In this introductory scction, an attempt will
be made to address some of these questions and
to give a brief overview of the “state of the art”.

Why assess?

Any socicty that wishes to provide appropriate
services will wish to ensure thar the skalls, abili-
ties and needs of the individuals to be helped are
properly identified not only for their sake but
also to ensure the most effective use of scarce
resources. .
Inadequate or inaccurate assessment can lead
w0 inappropriate decision making and place-
ment, For example, people may be wrongfully
regarded as mentally retarded when in fact their
difficulties are mainly duc to a hearing or com-
munication or physical impairment. Children
who make only limited progress in school may
beregarded as mentally retarded without proper
assessment of their intellecrual functioning. In
many societies, resources will then be dented to
these individuals on the grounds that their men-
tal retardation makes itunlikely thatthey will be
able to benefir from them, thus further reducing
their opportunities to learn, This i1s double dis-
crimination, first on the grounds of faulty as-
scssment and again because the ability of people
with mental retardarion hasbeen underestimared.
It 1s axtomatic, therefore, that tests should
always be used positively, to meet the needs of
individuals or groups. Assessment should be the

starting point for intervention, not an end in
itself,

Goals of assessment

MNearly 20 years ago, Clarke and Clarke (1973)
identified 2 number of aims for assessment of
people with mental retardation. We can now
reconsider these aims in the light of the needs of
developing countries and the difficulties of us-
ing and interpreting assessment data originating
in other societies.

1. To describe a person at a point in time 1n
relation to particular characteristics or fune-
uons and/or to compare their performance
against norms or standards derived from a
comparable population.

Assessmentunder this heading might be used
merely for classification or research purposes
and is not necessarily designed to help the indi-
vidual, It has frequently been abused in order to
exclude the individual from services or from
access (o resources; for cxample, an Inrelligence
Quotient under 50 has been used in the past to
divide “educable™ from “ineducable” children, a
pracuce which has fallen into disrepute in most
countries. On the other hand, IQ) tests are still
widely used as one of several sources of informa-
tion which influence decisions on the educa-
tional needs of the child 2nd the most appropri-
ate type of school suited to the child’s needs.

If tests are to be used to assistin the process of
decision making and resource allocation, it 1s
cssential to be aware of their imitations, For
example, tests and other assessment methods
developed in Western countries cannot be as-
sumed to be reliable or valid in other cultures
and communines. It is almost impossible to
determine the relevance or value of informarion
derived by these means and on no account should
information from such tests be used in isolation.

Tests developed and standardized in Western
countries cannot therefore simply be translated
and used in developing countries, nor can norms
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which have been established in one serting be
used to make decisions about individuals in
other cultures. Furthermore, some socictics are
so varied and heterogenous that 1t would be
virtually impossiblz to define and find a “com-
parable populanion” in another country or cul-
ture,

Forthesc reasons, it1s currently recommended
that more emphasis be placed on functional
assessment of skills required in particular com-
munities where adults are concerned.

2. 'To predict the status or likely pattern of
development of that individual at later points
in time

Although a good deal 1s known about the
stability of IQ) scores over time, it ts dangerous
to make administrative or educational decisions
which are based on the assumptions of IQ con-
stancy. The usc of assessment to make predic-
tions is problematic, largely because of the lim-
ited accuracy of the assessmentinstruments used.
1Qs can vary consid crably overa permd of time;
a low IQ) score on a given occasion ¢an be
unreliable for a variety of reasons — e.g. an
lﬂﬂ.PP’Y'OPﬂEI.IC ar unsmtablc test, an unﬁkll]ed
examiner, absubmg in an unfamiliar language or
dialect, misinterpretation of results (see Berger

and Yule, 1985, 1987 for morc detailed discus- -

sion), Considerable research has been conducted
on the predictive validity of intelligence tests,
and the IQQ. Much less informatton 15 available
on prediction in other areas of assessment such
as mototr, SOC;EI], languagc or bchaviﬂura] deve]“‘
opment,

3. Todraw up a profile of rclative strengths and
weaknesses, with a view to designing and
implementing an intervention programme
leading to teaching or rehabilitation.

A detailed psychological assessment can have
many positive features. [t can reveal strengths as
WC” a5 Weaknesses and indicate arcas Of fun(:—
tioning which can be used as the basis of a
programme Qf SUPPDI’t and intervcntion. SUCh
an approach will not limit ieself to che use of
global tests of intelligence but will use a variety
of assessments of specific skills and abilitics.
ThCSC can then form the point Df departu e {Dl’ a
programme of intervention or teaching. More-
aver, the process of assessment will make use of
the knowledge and experience of those who are
closest to the person being assessed ~= above all
the family, teachers, care workers and others in

regular contact with him or her.

Here again, it 15 necessary to question the
validity of interpretations of particular areas of
strength or weakness derived from Western tests.
More appropriate is asscssment based on obscr-
vations of anindividual’s funcuoning in relevant
community activitics or enlisting the experience
of family and community members who aretna
ruch better position to assess how individuals
function in different contexts. Thus, one person
may be better at looking after domestic animals
than younger children or in remembering spo-
ken rather than written instructions.

4, To provide an objective means of monitor-
ing the progress of an individual or group.

The use of tests and other forms of assess-
ments can be used as a form of evaluation and
monitoring. Intelligence tests are unlikely to be
sensitive for this purpese but asscssments of
other skills and behaviours can be used as part of
a system of ongoing evaluation —e.g. the extent
to which an individual or group ¢an function
independently in sclf-care, such as eating, wash-
ing, dressing, in using public transport or a
telephone. However, the important point to
note here is that such assessments can be realis-
tically carried out only in real life settings and by
means of direct observation of the individual.
Such functions can seldom be cffectively as-
scssed In artificial settings.

What do we assess?

The definition of mental retardation promul-
gated by the WHO stresses two essentizl com-
ponents both of which must be present before a
person can be considered as mentally retarded.
These are:

. intellectual functioning that is significantly
below average

. marked impairment in the ability of the indi-
vidual to adapt to the daily demands of the
social environment {(WHO, 1985, page 8).

Although the assessment of cognitive and
social functioning forms an essential starting
point, comprehensive assessment of the abilities
of an individual with mental rctardation re-
quires a morc broadly based assessment of a
wide range of skills and abilities. Thesc will
include assessments of other but related cogni-
tive functions such as language and commumica-
tion, perception, memory as well as ability to




learn new material. Tests of personality and
other non-cognitive characteristics can also be
helpful, though these are often of limited reli-
ability.

Definitions of what is “significantly below
average”™ must have regard to the origins of the
test norms, whether the tests have been adapred
for local use and whether any studies of the
distribution of scores on such tests have been
made in the region,

It 15 essennial to develop schedules which can
be used for obscrvation of mentally retarded
persons in various social and educational con-
texts, .2, in their own homes or other residential
settings, schools, day centres, community set-
tings such as shops, public transport and leisure
facilities.

Ar immense number of tests is available to
assess a very wide range of human attribures and
stalls. How can we be sure that the selected test
1s suitable for its purpose and culturally appro-
priate butalso developed inthe light of generally
accepred criteria of test construction?

Apart from the catalogues and manuals pro-
duced by the larger test publishers themselves
(c.g- Psychological Corporation, Austin, Texas,
USA and the National Foundation for Educa-
tnion Research, Windsor, Berkshire, UK) a num-
ber of encyclopaedic manuals and handbooks
provide an annotated catalogue of the available
tests, sometimes assessed against generally ac-
cepted scientific and psychometric criteria —
e.g. detalls of standardization, reliability and
vahidity, now often summarized as
generalizability.

1. Buros, O. (1978) Mental Measurement Year-
ooks. New York: Gryphon Press,

2. Levy, P. and Goldstein, H. (1984). Tests in
Lducation. London and New York: Aca-
dernic Press.

3. Hammoll, D.D., Brown, L. and Bryant, B.R.
(1989). A Consumer’s Guide to Tests in Print.
(Pro-Ed, 8700 Shoal Creck Boulevard, Aus-
tin, Texas 78758, USA)

4. Sharma, L. (1984). National Test Library,
India. Rewiew of Tests in Print. New Delhi:
National Council of Educationa] Rescarch
and Training.

Readers are also referred to two cxcellent
cnitical overviews of the field which provide a
sound and up-to-date summary of current ap-
proaches to assessment in the field of mental
retardation (Matson and Breuning, 1983; Hogg
and Reynes, 1987).

SECTION 1: AN OVERVIEW

It cannot be emphasized strongly enough
that assessment is not carried out by tests alone.
In particular, assessment of an individual’s abil-
ity to “adapt to the daily demands of the social
environment”, calls for systemanc observation
in actual community settings — in the market
place, in the bus queue, in situations where rapid
choices have to be madc, in taking messages and
in the casual day to day encounters of social life.
By pinpointing the nature of any difficulties
experienced by the individual, a learning
programme can be constructed which addresses
specific needs of the individual, Such observa-
tions should be carried out by family or staff
memberswho know the person and the commu-
nity settings in which they have ro function.
Assessment of social competencies cannot be
carried out merely by asking hypothetical ques-
tions. See Murphy (1987) for a useful summary
of observational methods of assessment,

The WHO manual Training in the Commu-
nity for People with Disabilities (World Health
Organization, 1989) includes a number of scales
which can be used for initial assessment of the
levels of skills and functioning shown by the
individual. These can form a starting point for
teaching,

The manuals for specific impairments and
disabilities provide many examples of training
and rehabilitation programmes in day to day
community settings, both for children and adults.

Assessing the environment

Assessment should not thereforc be thought of
solely in terms of the individual but of individu-
als in interaction with their environment. As-
sessment of the individual for purposes of sup-
portand intervention can be meaningful only to
the extent that detailed consideration is given to
the various environments in which the indi-
vidual is living and learning, These include the
immediate and extended family, the neighbor-
hood, school, community and neighborhood,
place of training or employment, all of which
have a direct bearing on the opportunitics to
learn and to take part in the life of the commu-
nity. The mobilization of community resources
and environments lies at the heart of community
based rehabilitation.

Wheo and where? Assessment in
community seftings

It will be ¢lear from the above summary that
assessments should wherever possible be car-
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ried out by those who best know the individual.
FDI’ thiS reason, assessment ShDu].d E.IWH.YS dl"ﬂ.W
on the expertise of family and staff members
who arc closest to the individual and who are
well placed to report rehably and in detail on
their behaviour in everyday life,

ASSCSSant ShOuld as far as PDSSiblE bﬁ car-
ried out in real life settinps, rather than in the
arnificial environment of clinics or assessment
centres. Many asscssments ¢an be carnied outin
the home, school or work place. This can also
involve enlisting the existing expert knowledge
of non-spccialist personnel including parents of
the individual to be assessed and also assessing
theindividual in the same environtnenes in which
that person is expected to function. This in turn
calls for the development of assessment mstru-
ments such as checklists and observational sched-
ules which are ecologically valid.

Mevertheless, there 15 also a place for more
specialized assessment which calls for at least
some degree of training and experience 1n test
admimstration and interpretation. Although
psychologists have ofren recerved specialistrain-
g In assessment, 1t has become mereasingly
commeon for them to train other professionalsin
thC usc O'F tests ﬂ.nd. asscssment proccdurcs. In
particular, more teachers have become profi-
ctent in the use of psychological tests, as have
doctors, therapists and other health profession-
als. In some cases, psychologists have provided
supcrvision and support at a distance — c.g. to
Portage workers (please see relevant section),

Wherever possible, psychological assessment
should be part of a muludiseiplinary assessment.
In particular, assessment by an appropriately
trained physician should be available to detect
and treat medical impairments which might oth-
erwise be overlooked. These include epilepsy,
cardizc anomalics, nutritional deficiencies, sen-
sory impairments and neurological disorders.

The International Collaborative Study on
Childhood Disability has developed a Medical
Assessment Form as part of the second stage
professional assessment, following screening
with the Ten Questions, This is described more
fully in the next section.

Community based rehabilitationisessentially
based On t]'ll"_" pt‘inciple Df using lDCE”Y bascd
supervisors as well as parents and other family
members both to assess the current strengths
and needs of the individual as well as to usc this
informationasthestarting pointforaprogramme
of intervention and support. The WHO manal
(World Health Organization, 1989) provides

detailed guidance on simple, low cost, commu-
nity based rehabilitation for people with a wide
range of disabilities. These manuals are illus-
trated with line drawings and can be used by
people with limited literacy skills.

Detailed guidance on assessment in develop-
ing countries is also given in Baine’s (1988) book
Handicapped Children in Developing Coun-
tries as well as in Werner's Disabled Village
Children (1987).

Baine (1988) questions the relevance of many
of the tasks carried out in schools to the day to
day demands of community living. He suggests
thatif the goals of special education and rehabili-
tation are to prepare the child to become a
contributing citizen and to adjust to the de-
mands and needs of the local community, radi-
cal changes will need to be made to the school
curriculum to ensure that more time is spent on
activities and experiences which will help the
child to fulfill valued community roles and re-
sponsibilities.

Baine (1986, 1988) recommends the construc-
tion of an ecological inventory, with the follow-
INg steps.

* a survey 1s conducted ro identfy the most
normal settings in which an individual might
function. These include family and domestic,
community, recreation, school and voca-
tional/occupanonal

* sub-cnvironments in each area are then iden-
tified — e.g. the village well, the market

» key tasks within each of these sub-environ-
ments aré then identified — c.g. in the market
place they may be confined to simpler tasks
such as carrying food home safely. More
complex tasks might include sclection of the
right type, quality and quantity of food. Other
examples include looking after ammals or
younger children, drawing water from the
well, distinguishing good from rotten fruit,
etc. Known levels of competence in these and
similar tasks will make all the difference to the
child being scen 25 a useful and valued mem-
ber of the community rather than asa burden.

» observations are made of selected non-handi-
capped people carrying out these tasks; these
will include both novices and accomplished
performers

* finally, the tasks are broken down into small
steps which can be organized into instruc-
tional sequences for teaching purposes.

These examples indicate that assessment of
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commumty demands and expectations Is just as
important as assessment of the individual.

How fo assess? Types of
assessment

We can briefly summarize types of assessment
under 2 number of headings and give a few
examples of some of the more common instru-
ments in use. These are merely illustrative and
are not necessarity recommended. The choice of
instrumesnts must depend on the purposes of
assessment, on the cultural and social context
and on a knowledge of the strengths and weak-
nesses of the available assessment marterials,

Individually administered tests of general
intellectual functioning

A number of individually administered intelli-
gence tests have been in use for some 50 years.
Although standardized many years ago, many
have been revised and restandardized and trans-
lated or adapred for usc in countries very differ-
ent from thosc in which they were originally
developed. These tests are essentially normative
in nature, that is the performance of each indi-
vidual is compared against a comparable popu-
lation of similar age and background and the
results expressed quantitatively in termsRe ex-
teat to which the scores deviate from those of
the normative population. Many intelligence
tests such as the Wechsler scales for children and
adults are constructed around a mean 1Q of 160
and a standard deviation of 15 points; degrees of
mental retardation are assessed in terms of the
number of standard deviations units below the
mean. Thus an IQ of 70 is two SDs and an [Q of
55 three SDs below the mean. These measure-
ment units reflect the relative frequency of a
given score in the general population, expressed
in percentile points; for cxample, an IQ of 70
points is found in two per cent or less of the
population, one of 55 occurs with a frequency of
around 0.1 per cent.

The use of individual intelligence tests has
been heavily criticized in the field of mental
retardation on a number of grounds:

* they have often been used o deprive people
of services;

* they provide little or no information which
can be used as the basis of 2 programme of
teaching or rehabiliration;

* their general accuracy, reliability or validity
are too low to justify important decisions

SECTION I, AN OVERVIEW

about individuals, as distinet from findings
hased on the study of large numbers.

These problems may be particularly evident
atthe extremes of the distribution of intelligence
and also for very young children for whom
prediction is particularly hazardous.

Despite these eriticism, itis now being argued
that the continued use of the major tests is
justified, provided certain conditions are met:

1. that the admimsteation of the test is seen as
merely one contribution to the process of
providing support or services

2. that the test is administcred and interpreted
by a properly trained and experience person

3. that the test is suitable both for the individual
and for their particular environment and cir-
CUMSTANCEs

A great deal of information is available about
the uses and abuses of intelligence tests in gen-
eral and in the field of mental retardation in
particular,

In a major review, Berger and Yule (1985)
conclude that the continued use of intelligence
tests in the field of mental retardation is justified
by a number of considerations, including the
following:

1. Testscan provide standardized opportunities
for observing both the individual and the
nature of his/her performance

2. Tests can provide an index of cognitive func-
tions that has concurrent and prognostic im-
plications

3. Tests can be in the interests of the person
assessed, 1if they find previously unknown
cognitive strengths — ¢.g. high non-verbal
scores in a child without spoken language or
if they highlight areas of weaknesses which
had nor previously been suspected (c.g.
memory difficulzies, cvidence of dereriora-
tion of one or more cognitive skills).

4. Tests arc useful for monitoring progress of
individuals or groups.

Among the best known tests in this general
Category are:

The Wechsler Intelligence Scales

Separate scales arc available for pre-school,
school age children and for adults (Wechsler,
1974, 1981, 1989). Thus, the WISC-R verbal
scale has subtcsts for Information, Vocabulary,
Arithmetie, Similarities and Comprehension;
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the Performance subtests arc Block design, Pic-
ture Completion, Picture Arrangement, Object
Assembly and Coding. As the test standardiza-
tion only begins at six, the pre-schoo! WPPSI
may be more appropriate for use with children
who are mentally retarded.

A great deal of research has been done on the
possible psvchelogical and clinical significance
of verbal-performance discrepancies and of spe-
cific sub-tese patterns. Although the test has a
high degree of rehability and validity and 15
probably still the most widely used individual
intelligence test in Western, English-speaking
countries, its use in other settings is problemaric.

The British Ability Scales (Clliot et al., 1983)
amd Differential Ability Scales (Ellict, 1990)

This 13 a relavively new test developed in Britain
but now re-standardized and adapted for use in
MNorth Arnerica as the Differennal Aty Scales.
The BAS includes a total of 23 separate scales
assessing specific psychological functions and
educational attainments from which an overall
1Q can be calculated. The scales arc grouped to
measure functions such as Reasoning, Speed,
Spatial Imagery, Short Term Memory, Percep-
tual Matching and Retrieval and Application of
Knowledge.

The Stanford Binet Scales of Intelligence
[Termean and Merrill, 1937, 1980; Thorndike ot
al, 1984

This vest 1s now lictle used in the ficld of mental
retardation, mainly because of its verbal bias,
though this is less marked in the 1986 revision. It
should in any case be used only for children. The
latest version yields the fol]owing SCOres:

Verbal Reasoning
Abstract/Visual Reasoning
Quantitative Reasoning
Short Term Memory
Compasite Score

The Bayley Scales of Infant Development
(Boyley, 196%)

The Bayley test has separate scales for mental
and motor development and has been widely
used for young children between two and 30
maonths,

The Merrill Palmer Scale
(Stutsman, 1931)

The Merrill Palmer was first developcd 60 years
ago and therefore has norms which are invalid
today. Nevertheless it 1s still widely used for the

assessment of young mentally retarded chil-
dren, partly because of its non-verbal iterns (e.g.
form boards) and partly because allowance can
be made for refused or omitted items. The test
]‘emains popu]ar With cl‘lildrcn.

Developmental checklists

In contrast to 2 standardized individually ad-
ministered test, 2 developmental checklist pro-
vides the basis for a structured interview withan
informant, such as a parent or close relative,
teacher, staff member, work supervisor, etc. The
accuracy of suchan approach clearly dependson
the reliability of the informants and how well
they know the individual being assessed (sce
Kiernan (1987) for a critical review).
These checklists can take two forms:

normative —i.e. they comparc the individual
with a comnparable population of similar age
and background

criterion-referenced —i.c. they areconcerned
with whether or not the individual shows
competence in particular skills or sub-skills,
without comparing one individual with an-
other, In practice, checklists can have both
normative and criterion-reference functions.

An advantage of checklists is that they can be
developed Jocally including culturally appro-
priate milestones of development. Checklists
developed in Western countries can seldom be
used in other regions without major modifica-
tions both in terms of the items and their stan-
dardization, WHOQO has a protocol and methods
of analysisfor developing such locally appropri-
ate checklists and creating normative data for
them (MCH/MNH.86.1).

Amongst the disadvantages of developmen-
tal checklists are the following:

# Children with severc mental and multiple
impairments may not follow “normal” devel-
opmental sequences
The developmental order of the sequences
may not be correct for normally developing
children
Western norms may be different.

Some developmental checklists have beende-
signed to form the starting point fora programme
of intervention; others can be used as free-stand-
ing assessment instruments only.

A very large number of checklists is available




(see review by Raynes, 1987), of which the
following are merely a few of the betrer known
examples:

The Vineland Social Maturity Scale
(Dall, 1965; Sparrow et al., 1986)

The Vineland was first designed some 70 vears
agotoassess levels of social functioning, ranging
from ability to dress and wash oneself to using
public transport independently. The Vincland
has proved most useful in the assessment of
children who do not or cannot cooperate in one
to one asscssment but is of limited value for
adolescents and adults. An overal] Social Age
can be caleulated which could then be compared
with estimates of Mental Age. The scale can be
complered quite quickly withthe help of a knowl-
cdgeable informant. The items are relatively
crude and the scale would normally need to be
supplemented with a more detailed assessment.
The most recent revision contains some 300
wems in fields which include communication
(receptive, expressive, written), socialization {in-
rerpersonal, playing, leisure and coping), motor
skills (gross and fine) and maladaptive
behaviours.

Adoptive Behaviour Scales

{Nihira et al., 1974)

The ABS scales were published by the American
Association on Mental Deficiency in response
to the need for an instrument to assess levels of
social competence and community adjustment,
particularly in adults, They have since been
extensively rescarched and refined and have also
been adapted for usc in other regions, including
Asia.

Parr 115 concerned with Adaptive Behaviour
and includes independent functioning; physical
development; economic activity; language de-
velopment; numbers and time: domestic activ-
1y; vocational activity; self-direction; responsi-
bility and socialization. The ABS can be scored
by reference to US norms developed for age
groups and also for degree of mental retardation
but has also been adapted for use in other cul-
tures. Part 21s concerned with behaviour distur-
bances.

The Progress Assessment Charts
[Gunzburg, 1977)

The PAC scales have been widely used in Eu-
ropc for over 30 years and have been translated
and adapred for use both with children and
adulis, The PAC is an inventory of skills in four
core areas — self-help, communication, soctal-
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tzation and occupation. The results are repre-
sented in a series of concentric cireles, the inner
circle representing the lowest and the outer
arcle with the highest levels of achievemnent in
relation to the hkely demands of community
adaptation. The PAC was designed as a starting
pointfora programme of social education, since
1t graphically identifies gaps in social compe-
tence in relation to the likely demands to be
encountered by the individual.

The Portage Guide to Early Education
(Bluma et al., 1976)
Portage 1s onc of the most successful models of
assessmentand intervention for young children.
Originally developed in rural areas of the USA,
it 1s now used and adapted in many developed
and developing countries. The essence of the
Portage programme lies in its involvement of the
family both in assessment, decision making and
day to day teaching of the child in the home
setting. The process begins with a joinr assess-
ment of the child by the parent and home visitor.
The Portage checklist is divided into six sec-
tions, each containing berween 45 and 140 indi-
vidual iterns — infant stimulation, socialization,
language, self-help, cognitive and motor. The
language checklist was later revised (White and
East, 1983). Each assessment result can be linked
to a specific activity card which makes concrete
suggestions on how the child can be helped in
the home to reach goals identified in the assess-
ment. The home visitormay demonstrate ateach-
ing rechnique or aceivity but it is the parent who
assumes the role of teacher, the home visitor
acting as support to the parent on weekly or
tortnighely visits. There are now many encour-
aging reports of the success of this approach in
developing countries (e.g. White and Cameron,
1988; Yamaguchi et al., 1990; sec also Kiernan,
1987 for 2 critical evaluation).

Parental Involvement Project
Developmental Charts

lieffree and McConkey, 1976}

The PIP charts were originally designed for use
by parents of young mentally retarded children
but have since been widely used in schools and
nurseries.

The PIP charts are divided into secuons on
physical development (mobility, climbing, co-
ordination); social development (feeding,
toileting, cleanliness, dressing, independence)
eye-hand development (reaching, grasping ob-
jects) and development of play (drawing, social
play, imitative play, make-believe play, picture
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books); language development (expressive lan-
guage, using language, imitation of sounds; un-
derstanding; non-verbal communication).

A distinctive feature of the charts is that each
sub-section begins with the “terminal item”
(e.g. walk independently). If that item 1s not
passed, the questions assess the immediately
preceding skill — e, this is a rop down rather
tlmn a CDl'lVCﬂtiOna] bottom up ASFEEEMENT Scale-

Pathways to Independence Scale
[Jeffree and Chaseldineg, 1981}

This scale 15 constructed along similar lines to
the PIP charts but its content is suitable for the
assessment of adolescents and young adults.
Sections cover eating and drinking; domesnic
tasks; cleanliness and heaith; clothing; giving
information; use of information; time; money;
freedom of movement; use of amenities.

Paths to Mobility in Special Care
(Preslond, 1982)

This schedule 15 particularly useful for the fine
arain assessment of motor skills in clildren with
profound and multiple impairments. It also pro-
vides linked activities for the selection of teach-
ing objectives.

Child Disability Questionnaire

{Belmont and Clarke, 1981}

The CDQ-22 was developed in the context of
the international collaborative study of child-
hood disability coordinated by Stein, Belmont
and ther colleagues at Columbia University,
New York. It 1s intended as part of a more
detailed professional assessment which follows
the iniual screening investigation using the Ten
Questions (TQ) described 1n detail in the next
section of this document.

The 1987 version of the CDQ-22 is used as
part of a structured interview with a parent or
informant who knows the child well. Questions
arc concerned with the child’s early history and
current status in sitting, walking, seeing, hear-
ing, ability to feed, wash, roilet and dress, play
with other children, contributing to household
tasks, as well as detailed questions concerning
understanding and use of speech and language
ﬂ.ﬂd prc)grcss ;ﬂ SCl'lDDl.

Tests of other psychological functions

In this section, bricf reference will be made to a
number of instruments which aim to assess psy-
chological processes and funcrions not covered

by more conventional tests. The aim here 15 to
illustratc alternative approaches to the content
and the methodology of asscssment. Tests of
physical and sensory functioning in children
with mental impairments are reviewed by Sebba
(1987). None 1s included in this review.

The Behaviour Assessment Battery
(Kiernon and Jones, 1982)

The BAB is explicitly designed for individuals
with profound levels of mental retardacion. It
consists of 13 sections concerned with visual
inspection; visual tracking; visuo-motor coordi-
nation; auditory responsivencss; exploratory
play; search strategies, percepeual problems solv-
ing; social behaviour; communication; sclf-help
skills. The titles of these sections reflect the aim
of the BAB in tapping bastc components of
behaviour such as visual tracking, since thescare
essential prerequisites to most of the behavioural
landmarks idenrified in more conventional tests.
[tems concerned with search strategics and per-
ceptual problem-solving are influenced by
Piaget’s work on the development of stages of
object permanence, 1.¢., when the child under-
stands that an object continues to exist even
though it is no longer in sight.

Many BAB items are formal tests in so far as
the child is confronted by objcets or situations
to which a response is required. The test can be
administered over a protracted period.

The Uzgiris-Hunt Ordinal Scales of
Psychological Development

{Uzgiris and Hunt, 1975; Dunst, 1980)

These scales arc also strongly influenced by the
worls of Piaget and are specifically designed to
assess very early levels of development between
0 and 24 months.

The scales aim to assess the following do-
mains: progress in visual pursuit and perma-
nence of objects; means for obtaining desired
environmental events; imitation (vocal and ges-
tural); opcrational causality; construction of ob-
ject relations in space; schemes for relating to
objects. Further experimental items and revi-
sions were later added by Dunst.

Parts of these scales have also been used for
the purpose of asscssing just one of these do-
mains. For example, Coupe and Levy (1985)
developed an approach to the assessment of
object schemas, in which the child’s response to
a serics of objects is recorded within a Piagenian
framework; this is then followed by suggestions
for activities designed to help the child to reach




the next stage of sensori-motor development.
Scc Hogg (1987} fora critical review of Piagctian
tests,

British {Peabody) Picture Vocabulary Test
{Dunn ef al., 1982)

This 1s essentially a test of vocabulary compre-
hension, especially suitable for non-speaking
children. The child is shown a test booklet with
four line drawings on one page and is asked 10
point to or ¢y¢ point 2 named picture. It covers
an age range from 3 to 19 years, The BPVT is
avaiiable in both shart and long versions,

The Reynell Scales of Language
Development

[Reynell, 1977)

These are individually administered tests, one
scale assessing comprehension and the other
expressive language for children between one
month and six vears of age. A special scale 1s
available for children who can anly point.

The Sentence Comprehension Test
(Wheldall et al., 1979, 1989]

This test is in the same format as the British
Picture Vocabulary Test but assesses the child’s
comprehension of sentences of gradually in-
creasing length and complexity. The child has to
point to one of four pictures which corresponds
to the stimulus sentence spoken by the exarm-
incr. A Punjabi version (s available. The age
]'El.ﬂgf;‘ D{ the test iS ‘ft‘om thl"Ee (s} fiVE' yEaI'S.

Assessment of behaviour disturbance

Behavieur disturbances and psychiatric disor-
ders are more frequenily found in people with
mcntal rctardation than iﬂ the general PDPUI&“
tion. A number of rating scales have been devel-
oped to assess the nature and frequency of these
difficulties (see review by Leudar and Fraser,
1987).

Adaptive Behaviour Scales
{Nitira et al., 1974)

Part 2 of the ABS contains items on 14 domains
of disturbance concerned with behaviours which
arc ViDICnt EI.nC[ destr‘uctive, se]f-abusive, stered=
typed, anusocial, rebellious, untrustworthy,
sexually aberrant, hyperactive, withdrawn, un-
acceptable vocal, interpersonal oreceentric hab-
its. The assessment concludes withadisturbance
profile, ’
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Disability Assessment 5cale
{Holmes et al., 1982}
The sccond part of this scale addresscs
behavioural anomalies and contains 23 items
rated ona three to cight point scale, weighted 1o
take accountof the frequency and sericusness of
the behaviours. The scale particularly reflects
the authors® interests in autistic conditions.
Iterns include: wanders and runs away,
screams, temper tantrums and verbal abusce, dis-
turbs others at night, difficult or objectionable
personal habits, scattening or throwing objects
around, anti-social or delinquent behaviour,
sexual delinquency, quality of social interac-
tion, imaginarive pretend play or other symbolic
activinies, repetitive symbelic activities, choice
of activities, simple stereotypies, elaborate rou-
unes, immediate or delayed echolalia, repetitive
speech.

Linking assessment to
intervention

The assessrent methods and instruments listed
in this report are only a small sample of what 1s
avﬁ.ilﬂblc. Some Df thr.-:m ].'.l'.:'lVC bEEﬂ dEVElDPEd for
purposes of classification or research, others for
broadly diagnostic purposes. Simmlarly, the use
of tests should always have a clear aim and
purpose. Testing for testing’s sake 15 to be dis-
couraged and is rarely in the interests of the
individual being tested.

In recent yCars, assCcE3ICnt has bCCﬂ useci
more purposefully as the first step in the design
Df 4 programine fDI" !'l!ElP or support fo thﬂ
individual, as in CBR and Portage. On the other
hﬂﬂd, asscssment ShDu]d Q.ISD bC CDHCCI’HCd With
the various social environments in which the
individual is likely to be living and learning,
since 1t 1s these environments that can produce
the obstacles to more independent living, This
inchides not only buildings bur policies on ac-
cess for disabled people to the whole range of
commumry resources.

A numbcr O{ publications provide an explicit
link between assessment and rehabilitation,
though several of these are geared vothe needs of
adultsrather than children (Wilcox and Bellamy,
1987; Ford, 1989).

The following section of this document pro-
vides more detailed information about an ap-
proach to assessment and screening in the com-
munity which has been extensively used in de-
veloping countries,
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SECTION I
GUIDELINES FOR IDENTIFYING CHILDREN
WITH MENTAL RETARDATION IN
COMMUNITY SETTINGS
THE TWO-STAGE SYSTEM
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Introduction

In communities where professional resources
are scarce, 2 major obstacle to the assessment of
children with mental retardation is the identifi-
cation of the children at risk, In a developing
country many ¢hildren may never have attended
school or received medical services; these are the
two major sources of referral indeveloped coun-
trics {3tein, 1975; Stein and Susser, 1980; Srein,
1981; Fryers, 1984). The Two Stage system was
devised to meet this situation and has now been
tested 1n several developing countries. The Ten
Questions (TQ) serves as the hirst stage (sereen-
ing tool), whereby children likely to need fuller
investigation can be selected. Asscssment tools
such as those reviewed in Section I may then be
employed, as appropriate, as a second stage.
Thiﬁ SCTCCning procedurc mecets an urgent nced,
i communities where resources are scaree, as a
means of idenufying children most likely to
benefit from Community-Based Rehabilitation
(CBR) or other intervention for disability.

Anymethod of case identification thatisto be
recommended for use 1 developing countnies
must be inexpensive, simple, rapid (because of
tl'lC largc numbcrs C)f Childrcn K] bf‘.‘ scrccncd oF
evaluated), and reasonably aceurate (Durkin et
al., 1990). Thesc requirements are difficult to
satisfy in any one method. Reviews of census
data have indicated that the use of a single ques-
tion asking whether anyone in the household 1s
disabled may miss mental retardation which 1s
not highly visible, and differentially under-enu-
merates disabilities in women and children
(Chamic, £983).

Anotherlow cost method thathasbeen advo-
cated is to ask community key informants (e.g.,
community leaders, teachers, healers, midwives)
to identify all disabled persons or childreninthe
community. This method was tested in several
countries and found to be highly inaccurate,
since many of the children identified were from
communities other than theseunderstudy, while
maost of the disabled children in the communi-
ties studied were not 1denufied by key infor-

roants (Belmont, 1984; Thorburn et al., 1991).
Again, children with disabiliries that are not
physically DbViDUS arc llkcly to bC OVCTIDD]’CCC!
by key informants.

An alternative approach involves two stages.
The first stage is a door-to-door visit by com-
munity workers to identify possibly disabled
children, on the basis of a screen such as the TQ.
The second stage consists of follow-up assess-
ments of selected children by professionals or
semi-professionals. This approach has the most
to offer to researchers and service providers
working in less developed countries because it
relies on resources that are locally available in
those countrics; namely, non-professional com-
munity workers who administer the screen. Pro-
fessional resources are used with maximum effi-
ciency, since only samples of children (most of
whom have screened positive) arereferred tothe
second stage. Initial research suggests the TQ
provides a sensitive screen for severe mental
retardationin 2 to 9 year-old children (Belmont,
1986; Zaman ct al,, 1990; Thorburn et al., 1992).
The TQ also inquires about seizurcs, motor
disorders, and visual and hearing problems. If
the screen is to be used for children older than 9
years, it should first be tested.

The screening and assessment
process

Preparation

Selection of Sitafs)

The sites selected depend in part on the purposcs
of the study. If a primary purpose is rehabilita-
tion, the selection of communities to be sur-
veyed should be dictated by the existence of, or
potential to develop intervention programmes.
All houscholds with 2 to 9 year-old children in
residence within a community or cluster site
should be included n the survey. If estmarion
of prevalence within an area is a goal of the
survey, a cluster sampling strategy may be em-
ployed (Levy and Lemeshow, 1980). In any
case, the research plan should include guidelines
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for referning identified children to appropnate
SEIVICCS,

Ropport with the community

In the experience of research workers planning
a community study, it is important to become
familiar with the sites to be surveyed and their
rcsources beforehand (e.g., educational and
health services, how best to publicize the study).
It would be useful for the project director or
field supcrvisor to contact local leaders at each
site to inform them about the study, to solieit
their cooperation, to discuss the benefits the
survey might bring to the community, and to
find our about possible difficulties.

During the course of the survey, the project
director should organize the preparation of a
brief deseniption of the communities and the
areas selected for the study, so as to provide an
understanding of the context in which the study
was done.

The gecgraphic area

The area in which the team will work must be
chosen next, bearing in mind that it is quicker
and easier to identify retarded children than itis
to provide a meantngful and ongoing service;
survey team should make sure not to outrun its
capacity to deliver such a service,

All households in a chosen site that include at
least onc 2 to 9 year-old child should be visited.
It will be necessary to map the study area at the
outset.

Possibilities for rehabilitation of the

children assessed

Before inmnating the screening in 2 community a
plan must be developed to provide appropriate
referrals, whether to CBR programmes or elsc-
where, for children found at stage I1 (profes-
stonal or semi-professional assessment) to be
impatred, cognitively or otherwise. A Rchabili-
tation and Referral Form (Appendix D) is used
to focus the attention of the assessment team on
the prospects for rehabilitation, The Rehabilita-
tion and Referral Form (RRF), by encouraging
local workers to record the familics” experiences
of rehabilitation systematically and using a com-
mon form, makes it possible to obtain general
data on service needs, from which all would
benefir.

Personnel, fraining, responsibilities (adapted from
Balmont, 1980)

The Project Director: The project director must
take overall responsibility for the project in each
region or country. This person would prefer-
ably have experience both in survey work and in
childhood disability. His or her responsibilities
include adrmimstrative marters, selection of the
survey areas and sites, soliciting cooperation
from community leaders at each site, and re-
eruitment and supervision of the professional
staff. It 15 assumed here that either the project
director, or the field supervisor, or both, have
some ongoing responsibility for providing train-
ing and supervision for services in the region.

Field Supervisors: Each project will probably
require one chief field supervisor and one assts-
tant field supervisor. The field supervisors should
have a detailed as well as 2 broad understanding
of the whole project. As they will assume re-
sponsibility for a varicty of tasks, it is important
that they have the capacity to communicare with
many different kinds of people and have the
organizing ability needed for the smooth opera-
tion of the field work. As full-tme workers on
the project for a year or more, they will be in
direct contact with both the project director and
the community workers,

These are the supervisor's duties:

& participate in selecting community workers
and in their training and supervision;

¢ plan and coordinate all house-to-house visits;

* assigninterviewers to specific locations. Em-
phasize that each interviewer must visitevery
household within her/his location:

» follow up on unsuccessful or incomplete in-
terviews and record reason for failure to com-
plete the interview, if needed;

* reportregularly (atleast weekly) to the project
director on the progress of the study;

* ensure that the questionnaires are filled out
precisely, accurately and completely;

* try to take account of the sensiivity of resi-
dents and of the parents of disabled children,
and the feelings of the disabled children them-
selves:

* by example and by training, ensure that the
community workers under his or her super-
vision understand, respect, and are helpful 1o
parents and children;

* keep a diary throughout the duranon of the
project of major decisions made and the ac-
tual timetable and procedures that were fol-
lowed.

i3
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Community Workers: Recruitment, Qualifi-
cations, Training: The interviewers are commu-
nity workers who are able to read and write.
They will usually be native to the areas being
visited. The interviewers are directed and super-
vised by the project director and the field super-
vigor. The commurnty workers interview moth-
ers or other guardians and complete one screen-
ing questionnaire (Ten Questions, TQ), Appen-
dix A) for each 2 to 9 year-old child in the
commumty {as well as any addirional forms
chosen for a particular survev; see, for example,
Appendix E),

It would be best if the workers were:

+ residents of the community or familiar with
it. {unless thers 15 reason to believe cotmmu-
nity residents will be viewed with suspicion
or otherwise unsuitable as interviewers and
that non-residentinterviewers would be pref-
erable:)

* interested and knowledgeable aboutchildren;

¢ expericneed in interviewing;

Note: in some settings, women may be meore
switable than men as interviewers,

Training of the Community workers: During
training, the community workers should be in-
structed n:

1} The purposes of the study

. cxp]ain itS gcncral PUTPOSC;

. exp]ain the FOlE Qf th(’.‘ Community Workcr
in rchabilitation/ intcrvcntion;

* cmphasizethat the community worker can
make a significant contribution when re-
habilitation/intervention is discussed by
the review team.

2) The nature of severe disabilitics

* deseribe how such children might behave;

* discuss (preferably with the advice/par-
ticipation of the preject director) some of
the problems of children and parents re-
lated ro severe disabilities;

* discuss some of the ways in which help can
be offered;

*# stress the need for confidenuahity.

3) General interviewing techniques
* how to approach the household;
* how toexplain the purpose of the visit {this
might be made standard 'FQI’ 3.” by prepar-

ing a written introductory statement);
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* how to achicve a rclaxed and friendly at-
mDSphCrC;

« how to handle refusals (report to field
supervisor, complete refusal form). |

4) The forms and questionnaires to be used

* help the interviewers to become famihar
with all forms they wlf use;

* go over each question, discuss why it is
being asked, and the signiﬁcance of the
ANSWeEr;

. explain the need for asking the qucstion
exactly as written and for asking every
question even if the answer seems cbvious;

s instruct the interviewers how to record:
houscheld number, mother number, child
number. These numbers constitute each
child’s unique I number. This informa-
tion should be the first thing cntered on all
forms in the spaces provided.

5) Practice interviews

s training of interviewcrs can include role
playing in the imtial phase;

» cach interviewer should carry out practice
interviews in at lcast one household;

» thc completed forms of the practice inter-
views should be reviewed in detail by the
field supervisor and the group of inter-
Yiewcers;

* uncertainties about any procedures or
forms should be clarified;

* review how answers should be recorded.

Producing the forms

The questionnaires to be read to the parents
need to be translated from English to the local
language or languages of the community. It 1s
important that the translations are done care-
fully and accurately. The accuracy of the trans-
lation should be verified by having the trans-
lared version “backtranslated” into English (by
someone who has not seen the original English
version) to devect possible errors. If problems
are detected, corrections should be made in the
original translation. This process should be re-
peated until asatisfactory translation of all forms
15 achieved. A sufficient quantity of all forms
{including those for the assessments at stage IT)
must be copied. You may want to duplicate cach
of the different types of forms on different color

paper.
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Froject meelings, elc.

In preparation for the study, the field supervisor
should meet with the project director to discuss
the project in detail. Together they should:

* outhine a timetable:

= decide on specific procedures for training
community workers;

* compile a list of tasks to be carried out and
WhD Will dQ them;

* arrange a regular meeting time for the two of
them and keep notes aboutall decisions, These
notes should be kept available for consulting
atany time. They will also assist in answering
queries that may be raised both during the
fieldwork and later during the analysis, and
will be handy for writing reports.

It1s uscfulfor the field supervisorto carry out
trial interviews before the traiming of the com-
munity workers begins, and to complete some
of the survey forms.

Ten Questions (TQ):
Instructions for Stage |

At the ouiset, you want to ensurc that a sample
of some of the children who screened “negative”
are assessed at Stage I1. This 15 particularly im-
portant if estimation of prevalence is a goal of
the study. One way to ensure this is to mark a
sample of TQ forms (for example, every eighth
form) by writing 3n X in the large box at the end
of page 4, before distributing TQ forms to the
interviewers. All children whose TQ form has
an X in this box will be asked to come in for
assessment, regardless of whether their TQ re-
sults are positive or negative,

One TQ should be completed for cach 2-9
year old child in the household.

Fill in the child’s name, the datc of the inter-
view, and the identification number. Also, the
name or code of the interviewer.

Questions concerning child’s age:

¢ if date of birth is kaown, fill in the informa-
tion; '

¢ if date of birth is not known, but informant
seemns to know age in years, write that age in
the space provided;

* if informant has doubzs about the child’s age,
ask her how old she thinks rhe child 15 and
record as “age as estimated by mother”.

Fill in the answers the informant supplics to
the remaining questions on the page.

As you wurn each page fill m the child’s ID
number, in case the pages become separated.

Read ¢ach of the main questions onthe TQ 1o
the mother or other guardian as written and
check ‘yes’ or ‘no’ depending on the answer she
gives. Ask the questions in a calm, friendly way.
It the mather gives an answer that indicates the
child may have a problem, ask the “probe”
questions that follow that question, and circle
the appropriate responses.

ThC mles fDl" referral 'FDI' assessment Are $1me-
marized at the botrom of the last page of the TQ.
If a problcm iS IGPDHCC{ fD.l" O6e OF more qUBS"
tions, the child is to be referred. If the child is to
be assessed, the interviewers should inform the
mothﬂr or guar&ian and RSk for }'IEI' or hiS PE].""
mission. If the survey is to be the starting point
fora CBR programme, other interviews regard-
ing functional abilities can also be conducted on
TQ positive children.

The review by the assessment team:
Instructions for Stage I

Time and place of examination

In consultation with the assessment team the
project director will determine when the exami-
nations might best be conducted. In some situ-
ations, you need to plan for a weekly visit of the
team to examine children idennfied in the previ-
ous week. In other cireumstances, the team may
prefer to complete all the examinations in one
block of time. In any case, the cxaminations for
a given child should be completed within two
weeks after the TQ was given. Similarly, vou
should decide where the examinations can be
held (health center, classroom, other).

Forms to be used
The forms to be used should be selected ar the
outset. The revised Child Disability Question-
naire (CDQ-22 — Appendix B) can be used to
guide the assessment of cognitive impairment.
Other instruments selected by the evalunator
should also be used if possible. The Medical
Assessment Form (MAF) can be used 1f a medi-
cally trained practitioner is available (Appendix
C). A procedure manual accompanies the MAF
and 1s avatlable to those interested. The assess-
ment concludes with the Rehabilitation and
Referral Form (RRF, Appendix D) which fo-
cuses on the rehabilitation needs and resources,
and the development of rehabilitation and refer-
ral plans.

The cover pages should be filled out by the
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ficld supervisor or the project dircetor, as much
of it as possible before the cxaminations. Par-
ticu]arly important for later analysis are the
identification codes that appear on each page of
every form, These codes are needed to link the
information for each child collected on different
forms.

Assessment procedures

The team cvaluates each child referred without
knowing whether the child was positive or nega-
tive on the TQ, If resources permit, all children
selected for assessment are examined by a psy-
chologist who will complete a CDQ-22, (Ap-
pendix BYand by a physician who completes the
MATF, (Appendix C). The psychologist may use
other instruments {forinstance, of the kind men-
uoned in the Overview Deocument) to measure
cognition as well as adaptive behaviour. The
medical evaluation consists of a history and
physical cxamination, which includes screening
for viston and hearing abnormalities. For all
children with diagnosed problems the assess-
ment team completes one Rehabilitation and
Referral Form. The results of the assessment
need to be diseussed with the parents or guard-
l1ans.

Though the forms have been tested and found
reliabie in several settings, the reliability of local
data that arc collected should, if possible, be
tested. Todothis, the community worker would
readminister the forms on a subsample of chil-
dren abour 2 weeks after the initial interview.
Comparisons of the responses given on the two
occasions allows for cvaluation of the reliability
of the data collected on these forms. In addition
every ¢ffort should be made to include a method
for establishing reliability between different in-
terviewers, both within countries and between
COUNLriCS.

Consensus evaluation

The entire asscssment team will meet regularly
(daily or weekly) to discuss their evaluatnions of
all children examined. If a discrepancy exists
between assessments of mental retardation by
different examiners, 4 consensus diagnosis will
be made. This is recorded at the bottom of the
last page of the MAF if used.

Rehabilitation

Plan

When the examinations are finished, the team
will meet with the community worker and to-

gether with the parent they will discuss cach
child with identified disabibities and plan what-
everhelp mightbe given, The community worker
should bring along the child’s survey and sereen-
ing questionnaires. The WHQO rehabilitation
manual, Training in the Communtty for People
with Drisabilities (World Health Organization,
1989) or other intervention programmes can be
used for the detailed planning of home training.

The Ten Questions (TQ) as a
screening instrument

The Ten Questions is a screening tool originally
developed by an international team of psycholo-
gists and psychiatrists (Levy and Lemeshow,
1980; Belmont, 1986). Each question hasasimple
‘ves'/'no’ response format. A screening resultis
PDSitiVE if any’ OIE oY INore D{ tl'lc Tcn Qucstions
clicits a problem, and negative if responses to all
questions are normal.

The original Ten Questions was modified to
test whether the instrument could be vsed in
children as young as 2 years. Forthis purposean
alternative version of Question 9 on speech is to
be asked if the child is 2 years of age. Thus, the
TQ (Appendix A) 15 intended for screening
disabilities in 2 to 9 year-old children and in-
cludes rwo versions of Question 9: one 1s to be
asked if the child is between the ages of 3and 9
and the other if the child is 2 years old.

As a screening tool, the TQ is notintended to
provide diagnoses, but to sclect a sub-sample of
the population in which the prevalence of dis-
abilities 1s likely to be high. This sub-sample
should then be followed to stage I to obtain a
more definitive assessment.

The TQ may also be used as one component
inepidemtologicsurveystoinvestigatc the preva-
lence and causes of mental retardation in young
children. It is designed to benefit from the dif-
ferent cxperiences of users, so that every com-
munity in which it is used may contribute to
improving it. For this use, it 1s imperative that a
sample of children screened negative are as-
sessed at Stage Il to detect falsc negative results.

The questions arc administered as a face-to-
face interview with a parent or other adult who
15 farmiliar with the child. After this the teamand
community worker meet with the parent, and
develop 2 rehabilitation plan. The commumty
worker assists in the execution of the plan, and
arranges follow-up assessments by the team.

The TQ is designed to detect moderate and
severe {“serious”™) developmental and sensory
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disabilines, seizures and speech problerms. Be-
cause of the focus on serious problems, only a
small proportion of children in a communiry (3-
15%) would be expected to have a positive
TESpONsSe Off ONE Or MOTE questions. Six ques-
tions are meant 1o detect learning problems
(mental retardation or cogmitive disability) (items
1,4,7,8,%9and 10). Thereis one question for each
of visual (2), hearing (3) and motor (5} problems
and one on scizures or fits (6).

Although the primary purpose of the TQ is
detection of mental retardation, the whole TQ
should be used (and not just the questions re-
lated ro cognitive disability). This is for several
reasons:

1. The symptoms and signs of the six disabilities

overlap;

. Many children with serious developmental

disabilities have other disabilities as well;

3. CBR programmes in unserved communities
should cater to all disabilities;

4. Community workers and families may be
confused and resentful if some children arc
omitted when others are included;

5. Recentstudies arc showing that the TQ trems
on vision and hearing may be the only posi-
tive one¢s in mentally retarded children
(Therburn et al,, 1992).

2

The TQ has two featurcs intended to enhance
its appropriateness and usefulness across cul-
tures. One is that the questions are very general
and coneern abilities acquired by children in all
socienies. Instead of asking about specific
behaviours, such as whether or not the ¢hild can
fetch water or eat with a fork, it asks “Does the
child have difficulzy walking or moving his/her
arms?” (Question 5). Another feature intended
to make the instrurnent universally applicable
(i.¢., to reduce its dependence on the norms of
any pamcu]ar culture) 15 that many of the ques-
tions ask the parent to compare the child’s
behaviour to that of other children his/her age,
rather than to some external reference standard.
For instance, Question 7 is: “Does the child
learn to do things like other children his or her
age?”

Instruments for use at Stage ll:
Further comments

The purposes of the second stage are to give the
best assessment possible (given available re-
sources) of the presence or absence of speaific

impairments and to develop an appropriate re-
habilitation and referral plan. It is ar this stage
that the issues discussed in Section 1 of the
present document become relevant, and capable
of further study. For example, in récent studies
in Bangladesh, ]am'um and Pakistan, the psy-
chologists adapted existing assessment instru-
ments (such as the non-verbal scales from the
Stanford-Biner 1985 edition, the Woodcock-
JohnsonTest,and others) (Thorburn, eral. 1992)
and in some cases developed new scales for use
in each culture (for example, separate normative
adaptive behaviour scales were developed for
asscssing adaptive behaviour in Bangladesh and
Pakistan) (Zaman et al, 1990; Durkin et al,
1992). A version of the Child Disabiliry Ques-
nonnaire (CDQ-22, Appendix B) (Belmont,
1981), can also be used to provide guidance in
the clinical assessment of mental retardation.
For the paediatric assessments, a medical asscss-
ment form (MAF, Appendix C) and procedure
manual were developed. The diagnosis of men-
tal retardation should be made jointly by the
psychologist and paediatrician after both have
examined the child separately, and it is recorded
on the last page of the MAF along with other
medically determined diagnoscs.

While the level of skill required of the door-
to-door intervicwer (stage I) is not high, the
level of skill required at the second (assessment)
stage is an ares of active study and great impor-
tance. Thus, Dr M.J. Thorburn (in Jamatca) and
D Naila Khan (in Bangladesh) have specifically
sought to test the hmits of specially trained
community workers, in terms of skills in assess-
ment, on the one hand, and prescribing and
evaluating rehabilitation on the other. In Ja-
maica, Dr Thorburn 15 testing the ability of
community workers to make assessments of
disability and devise rehabilitation plans on the
basis of the TQ and a brief “Handicap Ques-
tionnaire”. In Bangladesh, Dr Khan 15 evaluat-
ing the performance of communmity workers in
making Stage I assessments on the basis of the
CDQ-22 and an “Observation of Function™
(Section II of the MAF, Appendix C). Commu-
nities will have different resources and limita-
tions, and will want to expenment.

Future developments and
research

Service and research are seen as partners in the
Two Stage system. The traiming of local teams in
tieldwork, second stage assessments, keeping
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records, initiating follow-up and planning rcha-
bilitation, provide both the initial stimulus, and
the encouragement and job satisfaction for team
members, The technology of the microcom-
puter 15 also helpful to the approach. In our
experience, computer entry of the screening and
assessment data 1s feasible, both in terms of
human skills and monetary costs, even in coun-
tries with the most limited resources. At the
local level, it integrates the work, providing
teams with feedback on their achievement. Be-
yond the local level, it provides a regional, na-
noral and international link, thar counteracrs
the sense of isolation, burn-out, and discourage-
ment that understandably affect many research
workers in developing countries.

Research inte many aspects of prevention
and carc may build on the basis of the Two Stage
procedure. These could in theory include clini-
cai studies (identfying and describing new enti-
ties, or adding to descriptions of known condi-
tions), ePidcmiological studics (to identify inci-
dence, prevalence, specific geographic or cul-
tural endemic or epidemic arcas, relative and
atrributable risks) (Durkin et al,, 1992), studies
of specific causes like lead cxposure or 1edine
deficiency, evaluative studies of services or ser-
vice providers (the working of Community-
Based Rchabiliration; the assessment skills of
workers), psychometric or child behavioural
studics. Rescarch would typically beinitiated by
intercsted investigative LEAMmS, who would work
with others vsing the Two Stage system. In this
way, a cadre of research workers and a range of
commumnitics ¢ould join in commeon endeavors.

At the present time, rescarch and develop-
ment of the Two Stage system for screening,
assessruent and referral for rehabilitation 15 co-
ordinated by DrMaureen Durkin, the Sergievsky
Center, Columbia University in New York in
collaboration with Ms Meher Hasan and col-
leagues in Karachi, Dr Marigold Thorburn and
colleagues tn Kingston, and Dr Sultana Zaman
and colleagues in Dhaka.

In addition to the asscssment instruments,
forms for the household survey and for describ-
g ¢ach community surveyed have been devel-
oped for use in the collaborative studies carried
out i Bangladesh, Jamaica and Pakistan. For
epidemiologic studies, these forms provide in-
formation on petential risk factors for child-
hood disability. For exarple, 2 Mother-Child
Formis used o collect background information
about the mother of the child, including her age,
Educaljional background, EI.I']C[ pregnancy hiS"

tory. The Household Form provides informa-
tien on the sociocconomic status. Appendix E
lists the forms developed specifically for use in
the collaborative studies; these have been trans-
lated into several langtiages and are available for
anyone interested in participating in the re-
search.
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Fill in this information before asking the TEN QUESTIONS

Interview number

Child’s mame

Child number Household number

Child’s sex: boy (1) girl (2)

Agc  Birthdate (ff krown) day/month/year / / OR

Age in years as given by mother OR

Age as cstimated by mother

How old was the mother at the birth of this child?

(Enter age in years, estimate If not sure)

Dows the child attend school now? no (1) Yes (2)

]

Number of live births to mother:

Birth arder of this child (e.g., T = first born, 2 = second born)

Who will answer questions about this child? mother (1) father (2) other (3)

Is informant one who mainly takes care of this child? no (1) yes (2)

Can informant read a newspaper? no (1) yes (2)

Does informant work outside the home? no (1) yes (2)

Are the parents of this child related to each other? no (1) yes (2) don’t know (9)

LICN T

(blood relatives before they married)

Go fo next page and ask TEN QUESTIONS exactly as writfen. Circle the answer given.
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TEN QUESTIONS

I. Cornpared with other children, did the child have any serious dclay m  yes*
situng, standing or walking?

]

2. Compared with other children, does the child have difficulty seeing,  yes® D
either 1n the daytime or at might?

=]
[+

=]
[«

3. Does the child appear to have difficulty hearing? yes* D

=5
]
f5

O oo o o O

4. Whenyouteil the child to do something, does he/she seemtounderstand  ves D
what you are saying?

=]
[«3

5. Docsthechild have difficulry in walking or moving his/her arms or does  yes® D
he/she have weakness and/or stiffness in the arms or legs?

6. Does thechild sometimes have fits, become rigid, or lose consciousness? yes* Ij

=
=]
Iz

7. Does the child learn to do things Like other children his/her age? yes D

3
cu

8. Does the child speak at all (ean he/she make himself/herself understood  yes D
in words; can he/she say recognizable words)?

=
[=]

9. For 3 to 9 year-oid children ask: yes® D

is the child’s speech in any way different from normal (not clear enough
to be understood by people other than his/her immediate family)?

For 2 year-old children ask: yes D
can he/she name at least one object (for example, an animal, a toy, a cup,
a spooi)?

=
=]
L]

10. Compared with other children of his/her age, does the child appearin = yes® ]:I no D
any way mentally backward, dull or slow?

Interviewer: Answer the question below by circling one of the three options. The questionnaire
result is positive if the response to any one or more of the Ten Questions hasan asterisk
(*) next to it. If no response has (*) next to it, then the result is negative.

Should this child be referred for professional evaluation? [j
1. No, becausc the questionnaire result is negative and there is no (x) in the box below.

2. Yes, because, although the questionnaire result is negative, there is an (x) in the box below.

3. Yes, because the questionnaire result is positive.

For darta entry only:

Does the box below containan () yes D no D

21




APPENDIX B
CHILD DISABILITY QUESTIONNAIRE REVISED
(CDQ-22)

zﬁrsa;:,ﬁg:, ':'eg:ffd;gg 'l::ackground, administration and coding instructions can be

Instructions: Ask these questions to the parent or guardian of the child. Insert the child’s name into
the questions where indicated (name).

1. Howis (rame) growing up? Compared to other children about the same age
as (name) ?

1 just like other children his/her age (or advanced), OR
2 alitle slow, OR
3 very slow: acts like a much younger child?

2. Let me ask about sitting alonc. Compared to other children did {(name) sit
alone (without being propped)?

when children usnally sit (or earlier), OR
somewhat later than other children, OR
very much later than other children, OR
does not apply, child does not sit, OR
don’t know (specify reason)

L L )

3. Now, walking, compared to other children did (name} walk without being
helped (that ts, when no onc had to hold his/her hand or he didn’t have to hold on to things)?

when children usually walk (or carlier), OR
sormewhat later than other children, OR.
very much later than other children, OR
does not apply, child docs not walk, OR
don't know (specify reason)

W] ek R

4. Compared 1o other children, would you say that (name) started to talk?

about the same age as other children (or earlier), OR
somewhat later than other children, OR

very much later than other children, OR

does not apply; child cannot alk, OR

don’t know (specify reasor)

oo W R -

5. Can {(name) do things for himself/herself? Like eating, for example: can
_ (name) eat by himself/herself? Would you say,
1 ves, he/she feeds himself/herself, OR

2 yes, but very untidy and needs help, OR
3 no, he/she has to be fed.

6. Dwoes he/she have bowel bladder control or 15 he/she toilet trained ?

1 yes, as well as others his/her age, OR
2 not consistent, OR
3 no.
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7. Does {name) behave like other children his/her age? Would you say

1 yes, OR would you say,
2 no, he/she acts strange? (If no, in what way is his/her behaviour strange?)

8. Does {name) speak clearly? Is it casy to understand him/her when he/she
speaks? Compared to other children about the same age, would you say

1 (name) speaks clearly enough to be understood by anyone, OR
2 not too clearly: is easily understood by people who know him/her but not by others, OR
3 1tis very difficuls to understand what he/she says, OR

7 does not apply: child cannot speak.

9. When you say to {name) “Do this or that”, can he/she understand? Would
you say
b yes, {name)understands what I ask him/her 1o do as well as other children
the same age, OR
2 yes, (name) understands what I ask him/her to do but I have to point or

repeat the mstruction, OR
3 no, he/she s not able to understand even the simplest instruction.

10. Can (name) answer your questions properly? Would you say

1 yes, he/she can answer as well as other children the same age, OR

2 yes, but it1s difficult for him/her to always answer properly: I have to repeat my questions
or ask them in a different way, OR

3 no, he/she cannot answer questions.

11. Can (name) tell you in lis/her own words whart has happened? Would you
say

1 yes, he/she tells me about things just as other children the same age would, OR
2 yes, but he/she frequently points and gestures but says very lirtle, OR
3 no, he/she cannot let me know what has happened,

Does (name) have any of these characteristies? (Cirdle 1 if no, 2 if yes)
No Yes
(12) 1 2 very small head
(13 1 2 very large head
(14) 1 2 very short stature
(15) 1 2 does not look like 2 normal chuld
{le) 1 z paralyzed (weak or absent movement in the arms or legs)
{17y 1 2 makes strange movements
(18) 1 yi can’t sit still
19y 1 2 very aggressive
(20) 1 2 difficult to manage
(1) 1 2 seems much behind other children the same age
(22) 1 2 other (please list)
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APPENDIX C
MEDICAL ASSESSMENT FORM (MAF)
(MAY 1990 REVISION|
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FHousehold Number: / /

Area Site

Mother number:

House

Child number:

Examiner number:

Child’s name:

Head of houschold’s name:

Child’s month and year of birth
(month/year; if not known do not estimate, enter 98/98):

Child’s age (in completed years; estimate if not known):
Child’s sex: boy=1 girl=2

Whe will answer the questions about the child?

the ¢hild’s mother =1 the child’s grandmother = 3
the child’s father =2 the child’s sibling =4

Contents of the Medical Assessment Form
I. History
II. Observation of Function
III. Physical Examination
IV. Neurological Examination
V. Physical Measurements: Viston & Hearing
VI. Summary Diagnostic Sheet

Instructions

another relative=5
other =6

[
]

Part I. History. Administer as a semi-structured interview. Ask all the questions specificd in this
form. Usc local terminology if necessary to ensure that the informant understands the questions.
After cach question you may probe for additional informarion and use your clinical judgement
to arrive at the answer. (For example, if a mother reports fits, but on questioning it appears the
child fainted without ever actually having a seizure, do not code cpilepsy.) Be sure to answer all
questions, Most should be answered by writing the code in the space provided. Some of the

questions require 2 brief answer in words.

Parts IL, 111 and IV. The Examination. Notc special instructions in Part I for the functional
abservation of the child. You may vary the order in which you carry out the various parts of the
cxamination, except that the observation of function must come before the ncurological (because
only the children with problems noticed on the observation of function, are given the full
ncurological in Part IV). All children receive all the other parts of the examination.

Part V. The physical measurements and hearing and vision screening may be performed by cither

a doctor or by anothcr health worker.

Part VI, 'The Summary Sheet must be filled out by the doctor after completing the assessment.

See Medical Assessment Procedure Manual for further instructions.




SECTION 1. GUIDELINES FOR [DENTIFYING CHILDREN WITH MENTAL RETARDATION IN COMMUNITY SETTINGS

I. History

A Perceived problems
Ask the parent: Is there anything about your child that worries you?

Examiner: If yes, inquire about the problems and complete the table below. After recording the
information for one problem area, ask about all other problem areas and complete the table.
When no problem is perceived in an area, circle No and leave the remaining boxes blank for
that arca.

If no, to the first inquiry, still ask specifically abour each problem area and complere the table.
When more than one option in the table seems vo apply, enter the main one in the box and wrire

the codes for other in () o the right of the box. In the box for family history, enter the smallest
number thar apphies.

Problem area Approximate age at Evertt Treatment Family
onset in months associated received history
Dioes the at birth = 488 none=1 nope=1 none=1
parent d/k=998 parental=2  modern only=2 parent=2
perceive (&g at Imo=001)  birth trauma=3  folk only=3 sibling=3
a problem? {estimare if fever, infection=4 both=4 grandparent=4
cxace age of injury=>5 d/k=8 st cousin, aunt, uncle=5
of erset 15 not malnutrition=6 other blood relarive=é
{circlene or ves}  known) other (specity)=7 ark=8
g w o (T7] [ O O
If yes, describe

Using hands: no  yes
If yes, describe ‘:D:l
Hearing: no  yes ED:I

H ves, deseribe

Vision: no  yes
i ves, describe l:ljj

Speech: ne  yes
I yes, describe l:lj:l
Seizures: ne  yes l:‘:l:l

Oy Oy O op O L3 O
| | | N R I O e
Ly Oy O oOf o o) o

If yes, describe

Learning: no yes

If yes, describe I:I:D
Other: no  yes

If yes, describe Djj

Additional comments:
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B. Family
Arc the parents of the child related to each other? D

no=1 yes, asunclcand niece =2 yes, as first cousing = 3,
yes, as second cousins =4 yes, as distant cousins =5 unknown =8

C. Seizures

Ask these questions whether or not the mother said her child has seizures when asked about
“perceived problems”. Probe to find out the frequency of seizurcs, if these are associated
conditions and find out the setting in which they occurred.

Codes for questions 1 through 4 below: no=1  yes=12 unknown = §
1. Did (does) the child have febrile fits (fits with fever)?

2. Did the child have other provoked fits (fits with dehydration, shigella,
meningitis, toxins, trauma (within 24 hours of trauma)?

3. Did the child have breath holding spells (loss of consciousness, in setting
of anger, pain frustration, or crying)?

4, Has the child ever had unprovoked afebrile setzures?
If yes, please describe. If no, skip to section D,

5. 1f the child has had unprovoked afebrile seizurcs, how frequent and how
current are they?
never =1  >1 total but none in past 12 months =3 unknown=8
only 1ever=2 =1 total and 2 1 in past 12 months = 4

1 O O og

6. Docs the child get medication for seizures? Phenobarbital
Code medications: no=1 yes=2 unknown=3 S .

If yes to any, explain: Dilantin/Phenytoin
Other Westcrn

Traditional/herbal

D. Pregnancy {for birth of this child)

Enter the correct numbers for gravidity, panity, Gravidity
stillbirths and spontancous abortions that applied at
the time of this chald’s birth. Gravity is defined as the
total number of pregnanctes before this child (and Stillbirths
counting the child). Parity 1s defined as the votal number
of acrual births before this child (and counting this child).

Parity

Spontaneous abortions

When the mother was pregnant with this child High blood pressure?
did she have:

Bleeding 1st trimester?

nos=1 eg = 2 unknown = 8§ . .
Y Infection/Fever 1st trimester?

Other health problems?*

* Do not include here problems with veins,

= .. ) . Did she have antenatal care?
PyCanEthltlS, moder‘ate Vletlﬂg or mld COﬂdltanS.

Has she ever had a goiter?

T I e I (A
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SECTION I GUIDELINES FOR IDENTIFYING CHILDREN WITH MENTAL RETARDATION I COMMUMITY SETTINGS

E. Birth
Where was the child born?
home=1 hospital=2  clinic/birth center=3  other=4  unknown = S

Was it a single birth?

singlebirth=1 twins=2  triplets or more =3  unknown=8

Was the baby born at 9 months?
yes=1 no>lmonthearly=2 no»2weckslate=3 unknown=38

How long was the labour?
«Mhours=1 £24hours=2 unknown=8§

Who assisted in delivering the baby?

trained midwife=1  TBA/dai=2 doctor=3 family member =4
other=5 unknown=8

Were there any difficulties at birth?
no=1 yes=2 unknown=3§
If yes, cxplain:

In what position did the baby come out?
head first=1  bortom first=2 footfirst=3  cesarian = 4 unknown = §

Did the baby cry immediately?

yes=1 no,butin<Sminutes=2 o, after>5minutes =3 unknown = §

Did the birth attendant have to do anything to the baby to make it breath?

no=1 yes=2 unknown=3§
If yes, why:

Was the baby taken away from the mother?
no=1 yes=2 unknown=3§
If yes, why:

If the baby was kept in a hospital, for how many days was it kept there? D

What was the birthweight in grams? 9999 = unknown DDDD

(if given m pounds, write lbs and oz here, then convert to grams)

How big was the baby at birth? D

about the size of most babies =1 smaller than most babijes = 2
bigger than most babies =3 unknown = 8§
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Did the child have any difficulties in the Seizures

first four weeks? .
Infection

no=1 ves=2 unknown=3$ Trouble feeding
Yellow colour

Tetany

Diarrhea

Difficulry breathing

OO

F. Nutritional history
Was the child breast-fed and for how long?

no,never=1  yes, <l momth=2  yes, I-6 month=3  yes, 7-12 month = 4
yes, 13-18 month =5 yes, 19-24 month=6  yes,>24 month=7  unknown =8

When did the child start bottle feeding?

never=1 within Istmonth=2 1-6month=3 7-12 month=4
13-18 month=5% 1924 month=6  aftcr24 month=7 unknown =28

At what age was solid food introduced?
36month=1 7=1Zmonth=2 After12month=3 MNotryer=4 unknown =8

Can the child feed himself or herself? (assess in accordance with local cultural norms)

I e T R

yes, skillfully (with spoon/fork or fingers) = 1
yes, but unskilled (i.e. like a baby) =2
no, must be fed = 3

G. Developmental history

At what age did the child walk without help or holding on?
(Note: codes 4 and 5 do not apply to children under 3 years)

L]

by 18 month=1 by2years=2 between2and 3 years=3 by 3 years=4
later than 3 years=5 notyet=6 unknown=8

At what age did the child first use single words with meaning (other than names, |:|
hello or bye-bye)? |

{Note: codes 4 and 5 do not apply to children under 3 years)

by 18 month=1 by2years=2 berween2and 3 years=3 by 3 years=4

later than 3 years =5 notyet=6 unknown=3§

At what age did the child first put twe or three words together? I:I
(Note: codes 3 and 4 do not apply to children under 3 years)

by2vyears=1 between2and3years=2 by 3 years =3

fatcrthan 3 years =4  notyet=5 unknown =8
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SECTION II. GUIDELINES FOR IDENTIFYING CHILDREN WITH MENTAL RETARDATION 14 COMMUNITY SETTINGS

H. Medical history

Note: use local expressions when discussing with the informant the diseases and medical problems
mentioned in this form.

Immunizations: Refer to the child’s immunization record if the mother brings 1t with her.

Has the child ever been immunized for: Polio D
yes,complete=1 no=3 unknown=8§ Whooping cough, Diphtheria (DPT) D
Tetanus roxoid I:I

TB(BCG) [ |

Ask the following question even if information on specific immunizations is recorded above,

Has the child had any immunizations?
yes=1 no=2 unknown=8§
Explain

Note: If the mother answers yes to any of the medical problems mentioned in the next few pages,
inquire specifically if the event was the cause of any of the problems described by the mother inthe
beginning of the interview. If so, write in this section and also on page 2¢ in the colwmn called
*Ewvent Associated”.

Note: For the remaining questions in medical history: If the answer is yes, enter the approximate
age of the child in months when the event occnrred. | fthe event occurred in the perinatal period,
enter 001 for age. If approximate age is not known enter 998 for age. If the answer to the question
s not yes, leave the spaces for age blank.

Age in months
L

Has the child ever had 2 bad infection in the brain, meningitis
or encephalitis?

L]

no=1  yes=2 wunknown=3§
If yes, describe:

Has the child ever had a major injury such ~ Motor vehicle accident
as the following? (read all choices):

HRE
CIL]
L]
HEN
LU
L]

Other vehicle aceident
If no, enter 1 and leave age blank

H yes, indicate type of treatment and age. Near drowning
no=1 inhospital=2 outpaticnt =3 Fali (1 level to another)

home care =4 unknown=8§ .
© Burns {not miner)

Other

BN NN

If yes to any, describe:

Has the child ever lost consciousness after an injury to the head? D D DD

no, never=1  yes, < 10minutes =2  yes, <1 week =3
yes, <i month=4  yes»1month=5 unknown=8

If yes, describe:
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Age in months
Has the child cver been poisoned by chemicals or cleaners or medicine? D - i' I:ID

no, never =1 yes, not hospitalized = 2
yes, hospitalized =3 unknown =8

If yes, describe:

Has the child had tuberculosis? l:j l:H:I

no=1 yes=2 unknown=173

If yes, has he/she received trearment for tuberculosis? ' I:’ Dl:]

no=1 yes=2 unknown=§

Has this child had measles? | . D I:H:I

no=1  yes,mild=2 yes,severe=3  unknown=8§

If yes, deseribe:

Has this child ever been hospitalized? D DD

(at least overnight, other than at birth)
ne=1 yes,once=2 vyos,>once=23 unknown = §

If yes, enter age last hospitalized and deseribe:

Has this child ever been very ill with diarrhoea, vomiting D DD

and dehydration?
no=1 vyes=2 unknown=§

If yes, desenibe treatment:

Has this child ever had any other major illness not mentioned so far? I:I
no=1 yes=2 unknown=3

If yes, describe:

I. Behaviour
Does this child have any problems with behaviour? Does he/she:
no=1 yes=2 unknown =§ Act very aggressivcly toward other people?

Act extremcly withdrawn and shy?
Show odd repetitive movements?

. Other?
If other, list problems: raer

Physician: In your opinion, was the informant able to give an accurate

history of the child?

yes=1 no, did not know child well=2 no, appeared muddled =3 interviewer unsure = §
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Additonal comments on history:

Il. Observation of function (complete for all children)

Instructions: Observe the child carry out the 7 tasks listed below.

As the child and informant come into the room:

1. Observe the child walking at least 5 steps into room. Watch carefully, looking for limp
asymmetry of gait, toe walking, ataxia, involuntary movements, and atrophy of contractures.

2. Welcome the child and observe the response; does he or she hear, make an appropnate social
response, stile, act shy, speak?

3. Invite the child to squatand vo pick up a tiny object, such asabead, coin or raisin (defined size),
using each hand in turn. Observe carefully for fisting, asymmetry in grasp, absence of pincer
grasp, or difficulty in seeing the object.

4. Observe the child as he/she stands up: Does he/she need to use hands to get to an upright
posttion? {proximal muscle weakness).

5. Elicit speech by asking the child questions such as “What did you pick up?” “What is that?”
{point to a raisin, chair, etc.) “What is this called?” (point to nose, ear, foot, erc). “What 1s your
name?” Watch for problems in hearing, speech and comprehension.

6. Ask the child to pint to body parts (eyes, mouth, etc.). Observe the problems in heaning and
comprehension.

7. Give the child paper and pencil and ask him/her to draw something. Seribble (for 2 year old)
or draw shapes: circle (for 3 year old), square (for 4 through 6 year old), diamond (for 7 through
9 year old). Observe fine motor function and comprehension.

Rate the child in the following areas after observing the above 7 tasks:
pass=1 fal=2 uncertain=3 noresponse=9 Gross motor

Fine motor
Hearing

Vision

Speech (motor)
Speech (language)

Nl NN.

Comprehension

Then have the child undress for the rest of the examinanon.
Complete the physical examination (Part IV) for all children.
Some children must have the neurological examination (Part IV} in addition to the physical.

Use the eniteria outhned below to determine whether or not to complete the neurologica] exam

for this child.
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Criteria for determining which children must have the neurological exam
Give the neurological exam 1f:

1. The child fails or scores “uncertain™ in any of the 7 areas rated above, or
2. Any of the following arc true:

a. the informant mentions that the ¢hild has had any neurological sensory or cogmtive
problems.

b. the physician notes microcephaly, macrocephaly or any atrophy on the physical exam. -

c. the physician suspects hearing or vision impatrment.

Physician: Do you think, based on the interview with the informant and D
this brief observation that the child has 2 neuromuscular, vision,
hearing or cogmitive irapairment?
noe=1 yes=2 uncertam=38

Please do not change your answer ro this last guestion after completing the rest of the examination.

Additional comments on the observation of function:

itl. Physical examination (complete for all chi!dren)

A. Rate the child’s gencral appearance as: D
overnounished =1 well-nourished =2 no subcutaneous fat = 3

diminished muscle mass =4  no far and edematous =5 uncertain =8

B. Rate the presence of the following conditions: Hair  Bruttle/discoloured D

no=1 yes=2 uncertain=§ Sparse D

Skin Scars (burns) D

Weeping sores D

Ulcers I:]

Cheilosis D

Head Microcephaly D

Macrocephaly D

Face Hypertelorism L__l

Epicanthal folds D

Flat midface D

Abnormal nose D

Facial weakness D
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Xerophthalmia codes (ICD-9
and WHQO)

normal = 1

night blindness =2

conjunctival xcrosis =3

Bitot's spot =4

corneal xerosis = 5

keratomalacia<1/3 carn.
surf. =6

keratomalacia/cornea
ulcer>1/3 corn, surf. = 7

corneal scars = §

/A or mussing data =9 Kerophthalmia

Ears
Prneumaroscopy

normal=1  azbnormal=2 not scen=§

Oroscopy

no=! yes=2  uncertain=8
Thyroid: WHO Goitre

Classification codes

thyraid not palpable or, if
Pﬂ.]PﬂblE, not larger than
normal = 1

thyroid distinct]y palpable
and dEfinitEl}f larger thﬂﬂ
normaI but USUE]IY not
vigible when head 15 1n
normaI or cxtendcd
positton = 2

thyroid casily palpable and
visible when head is in
extended position,
Presence of a discrete
nodule also qualifies one
for inclusion in this
grade =3

thyroid easily visible with
the head in 2 normal
position =4

goitre visible at a
distance = 5

monstrous goitcr =8

unknown = §

Ptosis
Brushfield spots
ataract
Retinitis
Trachoma
Squint
Conjunctivitis
Onchocerciasis
Mystagmus

Discs pale or atrophic

Right eye
Left eye

Right ear

Left ear

Suppurative {draning)
Perforated

Intflamed: {(acute oniis)
Fluid: (serious otitis)

Low set or deformed

Cleft palate
Diminishing gag
Missing, carious teeth
Abnormal teeth

Drooling

aEnter WHO
Goitre Classification

Rales
Wheczy

Murrmur

Distended
Hepammcgaly
Sp]enomegaly

L]
L]
[
[
[
[
L
[
[
L]
[ ]
L]
L]
]
[]
L
L
[
[]
L]
[
L
[]
[]
[]
L
[
L]
L]
L
[
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(Physical examination continued) Genitalia Large testicles

girls = 1 Undescended testicles

Spine Kyphosis
Scoliosis

Spina bifida

Extremities: (arms, legs and feer) Wasting

allnormal =1  rightarm =2 leftarm=3 Abnormal
botharms=4 rightleg/foot=5  lcfi leg/foot =6
both legs/feet =7  one arm and one leg/foot = 8
both arms and legs/fect =9 Contractures

Absent
Atmphy

Angulation

Hands Absent

both normal =1 right hand=2 Partial absence
lefthand =3 bothhands=4 Digits extra (abnormal)
Short fingers

Fisting

Physician: In your opinion, did this constitute an adequate physical exam

of the child?

ves=1 no,child uncooperative =2 no, notenoughtime =3  notsure=3§

Docs this child get a full neurological examination based on results from
Obscrvation of Function, Physical Examination or History?

] O OUOoo Cooooe e Lo

no=1 yes =2

Additional comments on the physical cXAm:

Other abnormality not noted abave (e.g. ichthyosis, ctc.)
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IV. Neurological exam: for all children whe fail or score uncertain on

the observation of function
Motor exam
Mobility
normal gait=1  not normal, but ambulant, no aids, inclcpcndcnf =2
ambulant with aids, independent =3 ambulant with aids, inmted = 4
not ambulant, wheelchair only, but independent = 5

not ambulant, wheelchair only, limited = 6
not ambulant, bed ridden or wheelchalir=7  uncertain = 8

Manual Dexterity (observed during the Observation of Function) Right hand

normal =1 shght impairment =2  moderate mpairment = 3 Left hand
marked impairment =4  no useful function=5 unknown =38

Usecodes no=1 yes=2 uncortain=8 for the remaining questions
i Part IV unless otherwise indicated

Is the child in a frogged position when lying down?

When you pick the child up under the arms do his/her legs scissor?
code = 7 if child is too heavy to lift

Move each of the four limbs around the major joints (shoulders,
elbows, wrists, hips, knees and ankles). Is any limb hypotonic? Right arm

Left arm
Right leg
Lefleg

Is any limb hypertonic? Right arm
Left arm

Raightleg

Leftleg

De you notice any involuntary movements?

Does the child seem unstable, ataxic or show titubation?

Can the child sit unaided?

Tap out reflexes at biceps, knees and ankles. Are reflexes completely absent in:
Rjght arm

Left arm
Right leg
Left Icg

L

LIC]

N I I N A IR
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Do reflexes seem exaggerated in: B R . Right arm
Left arm

Right leg

Leftleg

You have observed the child walk, stoop and stand up, Ts there any evidence of:

proximal muscle weakness?

OO Oooo

distal muscle weakness?

Sensory exam

Test sensory functions only if indicated by the nature of the motor exam; i.e. only if there are
motor deficits in the distribution of a peripheral neuropathy, or a spinal level such as
meningomyelocele.

If there is sensory loss?
If 50, descnibe:

Physician: [n your opinion, was this an adequate neurological exam to assess
this child?

yes=1  no, child uncooperative=2  no, time too short=3  uncertain =38

1f cerebral palsy is diagnosed, enter the ICD-10 code here: G
(See MAF Procedure Manual, Appendix B for coding)

Additional comments on the neurological exam:

V. Anthropometry, vision and hearing {complete for ol children)

A. Physical measurements: required for all children
Child’s height (em):
Child’s weight (kg):
Child’s head circumference (cm):
Child’s mid upper arm circumference (em):
* Mother’s height (cm):
* Mother’s weight (kg):

* Mother’s head circumference (cm):

O
OO0
OOOO00n

* Mother's mid upper arm circumference (em):

#* Orptional for mothers — omit mother’s if informant is not the mother.
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Does the child’s mother appear healthy?

yes=1 no,notquite healthy =2 no, appearsill =3
uncertain=8  d/k mother not present =9

B. Vision and hearing evaluation: all children

Vision acuity; For 3-9 year olds who can follow C or E chart instructions use

Landholt € chart if possible. Otherwise use E char.
6/6 or better (20/20 or better) = 1
6/9 or better (20/30 or better) = 2
6/18 or better (20/70 or better) = 3
6/60 or better (20/200 or better) = 4
6/61 — hght perception (20/201 thru light perception) =5
no hght perccption = 6
untestable = 8

Vision acuity: For 2 year olds and older children who cannot follow
C or E chart instructions, use “fix and follow” test.

V32k=1 1/8k=2 1/2k=3 6k=4 Faledall=s
N/A,used CorF=7 untestable = §

Hearing
pass=1 fail=2

For 2 year old children use Downs test
For 3-9 year old children use audiometer

Was the audiometer used to screen this child’s hearing
no=N vyes=Y

Right cye
Lefreye

Right eye
Left eye

Right ear
Left ear
Owerall

]

L]

L) DO B0

If yes, indicate the screening cutoff in dB for the particular site/day and whether the child passed
or failed at each Hertz level given in the table below (enter 1 for pass and 2 for fail).

Hertz
Screening cutoff 500 1000 2000 4000
dB Right ear
Left ear
Comimenrs:

Please consider the known syndromes and diagnases when filling out the diagnosis column of the
summary sheet on the next page; such as Down Syndrome, Fragile X, Spina Bifida, Cerebral

Palsy, Neurological Cretinism, Polio, Congenital Rubella, PKU, etc,
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38

Vi. Summary Sheet (complete for alf children)

Examiner: For cach type of problem listed below, indicate whether you think impairment is
present or not. If impairment is present indicate the diagnosis and ICD-9 codes, the degree of
disability (see MAF Procedurc Manual for eriteria) and whether or not the child has an
unfulfilled need for trearment (including rehabilization, medication or referral for further
professional evaluation and/or therapy). ' '

Type of impairment Diagnosis ICD-9 Code Disability Treatment needs
ts there impatrment? sce MAF sea MAF i=none lznone
(circle Wo for ne Procedure Procedure 2=pmld 2=CBR
or probably no. Manual Manual 3=moderate  3=professional eval,
d=gevere 4=phedicarion

g=uncertin 5=286=284
7=12,38&4; 8=other

[]

Gross Motor

No  Yes E”:Hj

Fine Motor

No Yes D |:| |:|
Hearing

No  Yes —_— D D I:'
Vision

No Yes _ LA

Spccch

No  Yes DDD

Seizures

No  Yes e D |:| D
Cogmuon (physician only)

No  Yes “ DDD

]

O |oolon|o|io)o

Psychiatric

Mo Yes —— D I:l L—_’
MNurtrtienal

No  Ves I:l D |:|
Orther

No Yes - DDL__'
* Cognition (joint decision)

No Yes e O

* Jointdecision regarding cognition refers to the rating given by the physician and psychologist
jointly, after discussion. If this differs from the physician’s earlier rating do not change the
Cﬂrliﬂr (=) § [ : )

3
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Summary comments:




APPENDIX D
REHABILITATION/REFERRAL FORM (RRF)

To be completed by the medical and/or psychological examiner(s)

Child’s name

1. Bnef summary of examination findings

2. For the disabilities or problems mentioned under (1) above, has the child received any
rehabilitation, special training, or medical treatment? (Including previous and current, home-
based and tostitution-based, traditional and modern treatments.)

Yes, adequate (1) Yes, but not adequate (2) No, none (3)

L]

3. If not adequate or no to (2), why not? Check all that apply:

* no treatment/services available yes D no I:'
* 100 expensive yes D no D
* transportation problems yes D no D
*» lack of free time yes D no I:]
* lack of interest yes D no D
*+ lack of knowledge of services yes D no [:l
o other (explain) yes D no D

4. Ifyesto (2), give the following information for each rehabilitation or treatrment service received:

Type
Where obtained

Dates

Did the informant feel it was effective?

5. Does this child need any special help (rehabilitation or medical or  yes |:| no D
psychological treatment)?

If “yes” to question (5), answer questions (6-14) below,

6. Could the child benefit from community-based rehabilitation, such as  yes D no l:l
the WHO manual Training in the Community for People with Disabili-
ties and accompanying packets?
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7. If yes, specify an appropriate CBR plan for the child.
8, Does the child need to be referred for professional or medical services?

9, If the child does need professional services, specify one or more types of
services required and where the child should go for cach.

10.Specify the person or persons who will be responsiblc for seeing thar
indicated interventions are carried out?

For items (11) through (14) indicate whether the statements apply (ves)
or do not apply (no) to at least one of the child’s parents or other primary
caretakers

11, Seems to be aware of the child’s special needs. Comment:

12.Seems concerned that the child receives some kind of special help.
Comment:

13. Seerns willing and able to cooperate with the rehabilitation or treatment
plan indicated. Comment:

14, Appears to have adequate financial resources, free time and social
support nceded to carry out the recommended rehabilitation or referral
plans? Comments:

yes I::\
yes D
yes D

yes |:|

yes D

yes D

yes D

nol:]




APPENDIX £
LIST OF FORMS USED IN THE

TWO-STAGE METHOD OF IDENTIFYING
CASES IN THE COMMUNITY

. Houschold Form

. Mother-Child Form

. Ten Questions

. Child Disability Questionnaire (Revised, CD(Q-22)
. Adaptive Behaviour Seale

. Diagnostic Decision Sheet

. Medical Assessment Form

. Rchabilitation and Referral Form

. Community Description Form
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There is a shortage of psychologists and other
trained mental health personnel in developing
countries. There is, however, no lack of mental
health problems in the child population and
non-mental health professional, aware of this
fact, arc increasingly eager to assess children
who are slow to develop or backward in their
education.

Opinions about the valuc of psycholopical
tests vary — some believe they areindispensable
to satisfactory assessment of many problems;
others think they should never be used. The
following text provides a discussion of their
possible value. It is intended for professionals,
such as teachers, child health doctors, psychia-
trists, public health nurses — espeaially those
working in developing countries — who have
not had a traiming in clintcal or educational
psychology, but who wish to know more about
the use of psychological tests in childhood.

A psychological test

A test is a way of helping find out something
about a person, in this case, something abour the
way the person thinks, fecls or behaves. For the
purposes of this paper we confine ourselves
mainly totests Qf deve]opment, intclligcncc and
success in school work,

Readers may object that they do not need 2
test to find out how well a child is doing at
school; all they need to assess reading, for cx-
ample, iS a page of two from a bOO]’E Which the
child has to read aloud. It 1s true thar for some
purposes this approach will be adequate but it
has many drawhbacks.

1. Itws unsystematic. Three people might choose
three different books.

2. It gives no indication whether chuldren are
reading to the level normally expected of
children of their age and so no valid conclu-
ston on whether or not they are doing as well
as might be expected can be drawn.

3. Itallows forwide variation in administration:
one person mght use a book with pictures

illustrating the story which will give the child
some clues available only in that kind of
book.

Similar objeetions can be made to anumber of
approaches to assessment. Before coming to any
conclusion on their validity it is essential to have
some understanding of different types of test,
the differcnt uses o which they can be put, some
of the ways of using information gained from
tests and some of the difficulties that arise in the
interpretation of test results.

Types of test

There arc several ways of classifying tests, ac-
cording to the way they are constructed, accord-
ing to the use to which they arc put or according
1o the topic they arc addressing.

Classification according fo the
construction of a test

1. Standardized or non-standardized
A standardized test is one that enables one child
to be compared with others. The most common
example of this is the intelligence test: when we
examine the resules we may place the ¢hildren in
order of measured intelbgence.

There are three important aspects of the use
of standardized tests:

1) Age can be allowed for, a younger cld
may obtain a higher score than one who s
older because he or she has done better
allowing for the age differcnce.

i) The content of the test iterns should be
relevant to the children taking the test.

ii1) The value of the results depends on how
well the test has been standardized. The
individual child’s score is compared with
those scores of children of a similar age
who formed the standardization sample.
For example, if in 1992 African children
are given an American intelligence test
standardized in 1960, the African
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children’s scores will be based on the per-
formance of children in ancther country
32 years before.

There should therefore, be two major ques-
tions put before a standardized test is used:

* Is the content relevant to the children taking
it ?

* Are the children being comnpared with a rel-
cvant sample ?

A non-standardized test is one in which the
enquiry is about a specific skill rather than com-
partson with other children, In mathematics, for
example, it may be helpful for a teacher to know
whether children understand the four rules of
addition, subtraction, multiplication and divi-
ston. So we give tests using these four rules and
exarmne the results. For our purposes it is not
unportant if the child does better or worse than
others; we are interested only in how well these
four processes have been mastered.

This type of test 1s sometimes referred to as a
criterion referenced measure, because the aim is
to see if children reach certain criteria.

2. Individual or group tests
Individual tests are given to only one person at
a time. They have many advantages:

1) They allow for a wide range of answers so
onginal thinkers will not be penalized for
failing to respond in 1 conventional way.

1) They allow the examiner to make obser-
vations abour the child’s behaviour dur-
ing the test.

i) They allow for a wide range of skills to be
tested at one time.

On the other hand, they may take up to an
hour and a half per child and thus may be too
expensive in terms of time.

Group tests are much quicker and cheaper
than individual tests but they cover a narrower
range of topics and in a crowded room there is
always the possibility that children will copy
from each other.

Classificafion according to the uses fo
which tfests can be put :

1. Assessment of development
Whether or not young children are delayed, it is
valuable to appreciate the pace at which devel-

opment is aceurring. If the attention of parents
is drawn to the ways in which a child is develop-
ing, they will often become interested in provid-
ing the best opportunities they can to stimulate
the ¢hild appropriately.

If the child is delayed in development, this
may be because:

1) The quality of care provided has been
poor.

11) The child has a physical problem affecting
brain funcnion. This may, for example, be
aninherired discase, an abnormality of the
chromosomes, an infection in pregnancy,
birth injury, poor nutrition, an illness af-
ter birth such as meningitis, or a head
injury, but there arc a number of other
causes.

i) Often developruent is delayed because of
avariety of physical causes and poor care.

In these cases there are special reasons for
monitoring development regularly. The resules
of assessment can lead to parents and others
realizing the need forextra stimulation, or, more
rarcly, for less stimulation. In addition, if gross
delay occurs, the parents and others can then be
helped gradually to alter their expectation of the
child’s future performance and to plan for the
child’s future schooling in a realistic way.

2. Assessment of ¢ learning problem

The most common use of tests at the present
time in developed countries is in the assessment
of children who are having difficulties in learn-
ing at school. Tests can be helpful in helping
teachers and parents to find out what is wrong
and to make a plan for remediation,

A test of general invelligence can be combined
with attainment tests to give an idea of the
child’s strengths and weaknesses. It can indicate
the level at which the child is achieving in rela-
tion to children of his own age. The way the
child tackles a test can provide information of
his artitude to Jearning in general and to tasks he
finds difficult in particular. It can provide clues
to those remedial approaches which are likely to
be most successful. Thus, if a child is strong in
some components of learning but weak in oth-
ers, a teacher may be able to work our ways in
which the child can either bypass the weak areas
or have extra practice in them. Finally, the re-
sults of testing may assist decisions regarding
the type of education likely to be most suitable
for a child. For example, if special education is
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available, testresults may help to indicate whether
such schoo]ing may be appropriate.

3. Screening and surveillance of a child
population ko identify children with problems
or potential problems

If extra resources for dealing with children with
problems are available (and 1t must be said 1m-
mediately that in most developing countries at
the present time they are not), it 15 obviously
desirable for theose children most in need to
receive them. If reliance is placed on such chil-
dren being brought for attention by their par-
cnts, many will be missed. Forthis reason, screen-
ing programmes I]B.VE' been dEViSEd in many
developing countrics to identify children with
delays 1n development and learning ability as
well as disorders of movementand sensory defi-
¢its such as poor sight or hearing.

In young children screening has to be carned
out on an individual basis. Onee childven reach
theage of seven or eight years it 1s possible to usc
group screening procedures. Thus a class of
children can be given a reading rest simulta-
I'ICO'LISEy‘ ThC gcncral standard Of rcading 3bi]i':y
in a class can be readily appraised and those
children with reading difficultics can be 1denti-
fied. These can then be individually assessed so
thatappropriate remedial measures can be taken.
Screening of this type when carried out with
both preschool and school-age children can also
be seen to have a preventive function.

In recent years the practice of screening ona
one-off basis has been heavily criticized since 1t
is generally a crude approach. In 1ts place has
come the practice of surveillance, in which chil-
dren are monitored over a period of tme. The
tests used as sereening instruments can be a
valuable part of this process.

4. Research

Psychological tests have widespread use in sci-
entific investigation. They can be used on thair
awn in some studies, for example:

* To measure the effecrts of a literacy
progmmmc.

* Toinvestigate the prevalence of mental retar-
dation 1n a country or & district.

They can also be used in more sophisticated
studics asscssing the relative merits of alterna-
uve rypes of intervention. For example, 1t 15
known that malnourished children are behind
those wha are well nourished in several ways. If

a programme of help for malnounshed children
15 instigated using food supplements, plus in-
CFEESCCI cducational Pl‘OViSion fﬂr the childrcn
and possibly the parcnts, plus a campaign to
reduce the birth rare, psychological tests can be
used to help tease out the relative contribution
of each aspect of this programme.

Classification according to the topics
addressed by tests

1. Development in childrar up to the age
of 3 or 4

These tests are nearly always individually ad-
ministered but they could be adapted so that
surveys based on mothers’ reports could be
carried out, Some look only at specific areas of
functioning, for example, language development.
Others consider a wider range which include
visuo-motor and locomotor skills and social
behaviour as well as language.

2. Intelligence

Tests in this category involve many tasks, ex-
amples being tests of reasoning using bothwords
and objects, drawing ability and memory. Indi-
vidually administered tests usually include some
measures of the child’s speed of work.

3. Apainment in school
Reading, spelling and mathematics are the most
common tests in this category.

4. Other specific areas of functioning

As well as being included in the tests noted
above, the following areas of functioning have
had tests devised for use with children:

Artention Fine Motor Skills

Language Memory

Visual and Auditory  Visuo-Mortor Skills
Perceprion

5. Behaviour
Scales to meastre bebaviour have been devised
in which teachers or parents note whether cer-
tain behaviours occur in a child, These scales can,
give a general picture or they can yicld informa-
tion on specific areas, overactivity being an ex-
ample. . :
For a fuller discussion of what is obtained
from the above tests, see the scction on the
interpretation of test results below.
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The interpretation of tests results

Objective tests can be used to assess a pumber of
aspects of an individual’s functioning. Some of
these aspects overlap and cannot easily be distin-
guished from each ather. All the same, rough
guides may be helpful.

1. Developrment
Young children vary in the rate at which they
acquire skills such as language, the ability to
handle objects, the capacity to recognize and
make refationships with other people. Develop-
mental tests asscss the level of development
which 2 child has reached at a particular pointin
firme.

In thinking about developmental tests, it is
important to bear in mind the following:-

1} Many children develop unevenly, some
skills being in advance of others. Itis often
tmportant when describing the results of a
developmental testto make thisclear, Thus
one may say that a child is at 2 two year
level in the ¢xpression of language, but
only at an 18-month level in the under-
standing of language. If 2 child’s level of
developmentis even, then it may beuseful
to describe this development interms of a
global score — for example “the child is
functioning at a 20 month level”. How-
ever, if there is unevenness, then a global
score will be misleading,

1) For most children the level of develop-
ment in the first five or six vears of life is
only slightly related to their later intellece
wal level. Many children who develop
slowly in the first few years of life are of
narmal ability later. All the same, a child
who is wery slow to develop early on —
for example who is amongst the slowest 3
in every hundred in the population —is a
cause for concern and does have a high
risk of showing learning problems laterin
life.

it1) Even in the first few years of life, levels of
development may vary depending on the
culeural group o which an individual be-
lcmgs.

2. Intelfigence

Individuals vary in their general intellectual abil-
1wy, therr capacity to reason logically, to work
out how 1o do things with their hands and so on.
The differences between individuals in their
intelligence is produced both by differences in

genctic make-up and by variation in upbringing
or environment. Intelligence (1)) tests assess
mntellectual capacity at onc point in time, and of
course this 1s hkely to vary as time goes by.

Oneimportant way of thinking about intelli-
gence 15 to see it as the ability to adapt to and
master the environment in which one lives, Dif-
ferent skills and abilities are required to adapt ro
and master different environments. I a society
does not use a written form of language, the
ability to read is not relevant to adaptation.
Vocabulary is to some degree determined by a
socicty’s needs. For example, the words it is
important to know will vary depending on
whether it 1s customary to discriminate berween
ten different kinds of snow or ten different
makes of motor car. The visnal ability and motor
co-ordination required by a member of 2 fishing
village to detect and catch a shoal of fish will be
different from the visual and metor ability re-
quired to avoid a traffic accident in a busy ciry
street. If one of the purposes of tests of intelfi-
gence Is to measure an individual’s capacity to
adapt to his environment, the tests will need 1o
be different if the environments are different.

Maost intelligence tests have been devised by
psychologists working in cities in developed
countries. It is not surprising thar these rests are
most suitable for assessing the adaptive abilities
of children living in the same settings; such tests
are often less suitable, or even totally unsuitable,
for children living in quite different circum-
stances, for example in rural arcas in developing
countries,

Most tests of intelligence assess a wide range
of skills, some of which are concerned with
language — vocabulary, ability to express and
understand. Others are concerned with abilities
such 2s memory, visual perception, symbolic
thought and motor skills. The intelligence quo-
tient may be expressed as a total score, or as a
verbal and non-verbal score or each function
tested may be given a separate score, Usually the
score obtained on the tests arc recalculated in
such a way that the mean score of the test is 100.

In considening the results of intelligence rest-
ing it is important to bear in mind the following;

1) Itis sometimes said that intelligence tests
measure a child’s inherent or inherited
ability. Of course, one of the factors con-
tributing to the child’s intelligence will be
hented potential for intellectual devel-
opmentand learning. But the child’s expe-
rience and opportunities for learning in
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the past are also important factors deter-
mining intelligence test scores.

It is sometimes said that intelligence tests
measure a child’s “potential” ability. This
malkes 1t sound as though they can assess
what the child has inside which will auto-
matically unfold in the future, It is truc
that intelligence test resules are often con-
stant over time. But this may be as much
because the child’s environment provides
a fairly constant or consistent quality of
stimulating cxperience, as to the fact that
the child’s ability unfolds at a2 constant
ratec.

i) Intelligence tests’ scores often vary quite
widely over time, Changes which occur
over a fCW months may be due o diSCﬂ.SC
factors such as somedisorders of the brain.
They are however much more likely to be
due to changes in the child’s attitude to
testing, ortoadifferent testerusing shightly
different methods, or to a normal varia-
tion in the child’s pace of development, or
to the fact that the test happens ro measure
slightly different functions at the two
points in time when it has been adminis-
tCrﬂd.

1v) One should not assume that a child with
good verbal skills will also do well with
tasks involving visuo-motor abihties like
Jig-saw puzzles or matching patterns. Nor
is one who is poor at the latter generally
backward. A good test will look at both
aspects.

3. Aftainment

When children do badly in school there are a
number of possible reasonsto explaintheir prob-
lems. It is always worthwhile investigating a
range of explanations since it s otherwise easy to
label children as dull. One of the arguments for
using intelligence tests of some kind is to avoid
falling into that trap. ‘

In general the attainments of children are
likely to be more or less at a similar level to their
intelligence. Thus, if a ten year old child 15
performing on intelligence tests at an eight year
level, then it is likely that his or her reading
ability will also be around that of an eight year.
However, sometimes results of intelhgence and
attainment tests vary widely. Possible explana-
tions for this include:

1) There may be an undetected hearing or
visual loss.

1) Teaching may have been of poor qualiey
or there may have been frequent changes
in school.

iii) There may be a specific defectunrelated to
general intelligence, which is preventing
learning. For example, children who find
it difficult to deal with ordered sequences
or who cannot easily tell right from left
often find reading harder than others.

iv) Anxiety or some other emotional distur-
bance may be petting in the way of learn-
ing.

v} Factors like unusval levels of motivation,
persistence and concentration may mean
that some children do quite a bit better or
quitc a bit worse on tests of attainment
than they do on intellipence tests.

4. Specific abilities

Tests of general intelligence involve assessment
of a large number of different abilitics. Some
tests are designed to look in depth at specific
abilitics and impairments. These may, for ex-
ample, assess the child’s visual percepuon,
mnemory, or motor co-ordination. In gencral
such tests are likely to be of value only when
employed by experienced and specialized psy-
chologists and they will not be further discusscd
here.

Some common problems in the
use of tests

If a person interpreting the results of atest has a
clear idea of the reasons for carrying out the test
in the first place, and is familiar with the way the
testis administered and scored, it s unlikely that
the results will be misinterpreted. Problems wiil
however anse when:

1. An inappropriate test is uscd. The test s
inappropriate if:

1) It has not been designed and tested on
members of the population from which
_the child is drawn (see also the section on
standardization above).

i1) The child cannot understand the test in-
structions properly because of unfamil-
1arity with the language of the test.

1) The child’s age 1s outside that for which
the test was developed.

iv} The functions the test measures are not
those the tester really wishes to assess. For
example, if one wishes to have an idea of
the child’s general ability but uses a test
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notinvolving language, only a partiz] view
of the child’s intelhigence will be obtained.

2. The person administering the test does not
follow the rules laid down in the manual.
Most tests devised for administration by psy-
chologists have rules laid down for adminis-
tration and scoring. If these are not strietly
followed, the results obtained will not be
comparable to those obtained from children
on whom the test was standardized.

3. The person administering the test has an ac-
cent or manner unfamiliar to the child.

4. Thr.:rc iS inadcquatc Communication thWCEH
the person administering the test and the
person needing to know the result. When for
example, psychologists administer tests and
teachers or doctors have to use the resules, 1t
1s important that there is direct and meaning-
ful contact between one and the other.

5. Incorrect conclusions are drawn from the
rCSultS thhe’ test. Thﬂ' mDStCOmmDn]y drawn
wrong conclusions are:

1) “A child with a very low score will never
improve and is not worth teaching.” On
the contrary, unless the child has a pro-
gressive brain disease, given the right op-
portumties there willbe progressevenif e
may sometimes be very slow,

1) “Anmtelligence testresult provides a good
indication of the way children will func-
tion throughout childbood and adoles-
cence,” This 15 2 dangerous belief and can
result in children being wrongly labelled.
It is true that if tests are appliecl at two
polnts in time 1o 2 large group of children
over the age of six or so there will be quite
good agreement between the results on
the two occasions. But the scores of a
number of individuals will differ wndely.
A child whe is functioning poorly at five
years may be in the average range at ten
years.

Adurtution of existing tests for
local use

When considering the need for a test, it is obvi-
ously more tempting to adapt an already exist-
ing testthan to embark onthe development of an
cntirely new one, For this reason, many workers

in developing countries have translated existing
tests and app]icd thcm morc or IESS UﬂChaﬂng
to a local population. There are dangers to this
approach. In particular:

1) Some items will not be understood, for
example, questions about beer and wine in
a society which forbids alcohol.

11) Some items, for example questions about
a telephone, will not be relevant. It is
essential sometimes to consider the differ-
¢nt experiences of children within onc
country, for example those in urban and
rural settings.

11) It should not be imagined that non-verbal
tests are culture fair. Many Western tests
depend on children dmwing, interpreting
and manipulating shapes and pictures. Itis
by no means certain that any tests based
on these types of material wilt be appli-
cable it eultures other than these for which
they were devised.

iv) It will not be possible to interpret the
results of the tests if only the original
Standardization data are available. It can-
not be assumed that children from outside
Brirain, who score at the 50th percentle
according to British norms, is of average
ability.

For these reasons, the use of Western tests i
developing countries, or, for that matter, on
immigrant children in developed countries, has
been strongly and correctly criticized. Never-
theleSS, apparently SuCCESSful adaptatiﬂﬂﬁ hﬂ.VE‘
been made. Inundertaking adaptations of exist-
g tests, the following principles need to be
observed:

1) The assistance of a psychologist expernt-
enced intestconstruction or development
is ¢ssential through the procedure. This
might be achieved by a rclativcly short-
term consultancy.

1} The test should initially be translated by
someone familiar with both languages.
i11) The test should then be independently
translated back into the Driginal lang'uage
by another interpreter. Language prob-
lems thus revea]ed ShDuld bE‘ SEH]E‘d by
discussion and items for which no ad-
cquate translation exists should be elimi-

nated.

iv) Irems containing material or concepts
unfamiliar in the culture should be elimi-
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nated and possibly replaced by similar
relevant items,

v) Thetestshould then be piloted onagroup
of children drawn from those on whom it
1z proposed to usc the test. Items should
be modificd on the basis of this expen-
¢nee.

vi) Anitern analysis (see Glossary) should be
carried out to elimnate 1tems which do
not discriminate at certain age levels,

vii)Finally, the test should be applied to 2
large number of children representative of
the population in which it is proposed to
use the test. The testing of 2 representative
sample 15 an excrelsc expensive in time,
but it can be carried out by trained volun-
teers such as university students, Teachers
often find testing very difficult because
their training has taught them to help
children who cannot understand a task,
and it is important, in the development or
use of a test, thar children are not given
help.

The sample should be representative for scx,
geographical location and social class, and there
should be a sizeable number of children at cach
age. If the test is for school-age children and not
all children in the population attend school, it
may be better to develop two parallel versions [t
may also be helpful to develop parallel tests for
urban and rural children,

Oncc the task is completed it will provide an
mvaluable source of comparison. Further, the
standardization procedure will itself provide
helpful information on age trends, sex and social
class differences in the population.

Developing a new test

[n considering thedevelopment of a new test the
fOl]OWil'lg mattcrs Wi” ﬂ(‘.‘Cd to bE’ COﬂSidE’rEd:

1} What is the purpose of the rese? For ex-
ample, is it to identify the different abili-
Eit’:S le' Childrcn across thC Wl'lD[E range, or
would it be sufficient to be able to identify
those with a severe problem? Most tests
from developed countrics are related to
success 1n school. This may be appropri-
ate but 1t may not be. Some enquiry inte
Jocal definitions of ability or intelligenee
may be fruitful.

1) What ages 15 1t imtended the test should
cover ?

11) How can the population on which the test
is to be used be defined ? In particular,
what are the language charactenstics of
the population ? Are these reasonably
homogenous ?

In developing a new test, once again the skills
of a psychologist experienced in such proce-
dures is necessary, although much of the field
testing can be carried out by less skilled volun-
teers such as umversity students.

Attention needs first to be given to devising
itemns for use in the test. Almost certainly an
examination of items from alrcady existing tests
Will b’: rcwarding. HOWCVCI’, knowlcdgc Of ].DCII.I
valucs and attitudes to skills may WGl]. .I'CSU].'E n
the development of entirely new items. For
example, knowledge of kinship patterns of lirtle
rclcvancc in most dCVClDPCd countrics might bC
of considerable adaptive value in some societies,
Other examples of local values could be ob-
tained from observations of children’s play, from
craft or hunting skills, from religious pracrice
and social conventions.

Itisimportant that the test items discriminate
between children of different ability. Thereisno
substitute for trying out items on readily avail-
able groups of children of different ages in order
1o arrive at appropriate levels of difficulty.

Having established, on the basis of pilot stud-
ies, a range of tests for each group, it is then
necessary to produce standardized instructions
and standardized material for the administra-
tion of each individual itern. The amount of time
EIIDWEC‘, thC clegrcc Df cncouragcmcnt Rnd hc‘:lp
permitted, the point at which testing on an 1tem
is discontinued because of repeated failures —
all these matters need precise instructions, as
well as the actual details of the presentation of
material and instructions given to the testee,
When new problems arise, those developing the
test should record them, work out procedures
for dealing with them and then cnsure that
appropriatc instructions are ¢ntered into the test
manual.

Norms for the standardized test should then
be obtained on a representative sample of the
population on which the test 1s to be used. A
bricf description of the techmques inveolved in
this procedure is deseribed in the previous sec-
tion,
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SECTION I, THE USES AND ABUSES OF PSYCHOLOGICAL TESTS IM CHItBHOOD

The use of tests in different
seftings and by different people

The health clinic and the village
health worker

1. The general population of children

Staff in hcalth clinics see a preponderance of
youngchildren, a proportion of whom will have
devclopmental delays of significance for later
progress, a number of whom will be quite se-
verely disabled. Further, in many societics, par-
ents arc uncertain whether their offspring are
developing normally, and they may require re-
assurance. The availability of simple materials
testing infant and preschool development will
enable all these functions to be served more
ﬁasily.

In some developed countrics, screening for
the purposes of identification of delayed or
deviant development is undertaken routinely at
sctages. Anattempt is made to assess all children
four orfive times before school age. This proce-
dure is expensive and cannot be recommended
as a service of high priority in developing coun-
tries where professional resources are scarce,
Nevertheless, if the opportunity is taken to as-
sess the development of children whe attend for
health reasons, and if the progress of the child is
discussed with the mother, in many parts of the
worlda substantial proportion of the child popu-
lation would be covered. In this context scveral
countrics have added records of developmental
milestones to children’s health record cards,
thus facihitating communication between the
health care worker and the mother about psy-
chological developrent.

2. Children with problems

Some children will attend health ¢linics because
their parents are worried about their develop-
mental progress. Others will atrend for physical
complaints which turn out to be related to learn-
ing problems. For example, children with stom-
ach-aches, headaches or other functional com-
plaints may turn out to be children of generally
low ability of whom too much is expected cither
at school or in the home. Specific learning im-
palrments may present in the same way,

Staff in the health clinic will not, in general
have the facilitics to carry out a full appraisal of
such learning problems, nor will it be appropri-
ate for them to do so. But they should have
techniques and materials available which will
allow them to make a rough estimate of the
child’s ability and attainment. This will enable

them to talk sensibly to the mother about the
learning problem, so that she may thenbeableto
talk with the teacher and between them teacher
and parent can work ourthe best approach to the
child’s learning problems.

The school and the teacher

1. Screening tests can be used by teachers to
identify those who are likely to have severe
learning problems. It is vital to identify such
children as early as possible for these reasons:

1) They can be given a full medical check in
case there is a remediable condition.

n} Expectations of the child’s performance
can become as realistic as possible.

ur) Appropriate education should be pro-
vided.

Such tests can also identify children with mild
learning problems although they are less ac-
curate in this field than with the severely
disabled child. If remedial help is available,
then it is worthwhile trying to identify this

group.

Sercening by teachers should always be car-
ried out with the aim of helping the child: in
most cases this means that unless the child has
a remeduable physical disability, teaching
methods will have to be changed to some
extent as a result of the observations made.

2. Attatnment tests may be used once the child
has started to learn formally. In most schools
they are confined to reading, spelling and
rmathematics and they can be given to a group
of children or individually. Their purpose is
to give some measure of how well the child, or
class, has progressed in a certain ares, and
results arc generally expressed as a Reading
Age, Spelling Age, or Mathematics Age. Be-
cause those tests may have been standardized
on a group of children quite different from
those on which itis being used, it may be wise
to ignore the concept of the Attainment Age
and to use the test results asa way of monitor-
ing progress. However they are used teachers
should not be misled by the apparent simplic-
ity of attainmens tests; advice from someone
experienced in their administration and inter-
pretations will always be helpful.

3. Diagnostic tests are used to investigate any
weaknesses which are thought to be underly-
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Health and education monitoring
and research

1) Surveys.

ing any failure to make progress in a certain
subjectand arc almostalways given individu-
ally and fall into three categorics:

1)

1)

Those related to basic skills assumed to
underlic learning. For example, children
who have reading difficulty may find 1t
hard to discriminate between similar
saunds. Problems in mathernatics may be
traced vo a failure to understand the fan-
guage involved {“large”, “small”, “mulu-
ply” and “divide” are early examples).
Most work has been donc in skills as-
sumed to be related to reading and al-
though this is an atteactive approach few
tests have gained general accoptance,
Detailed tests of the skill itself. In reading
it 15 often more helpful to use a test which
uses letters and words,

i) Asscssmentsof learming scyle. Some teach-

ars set up a small Cxpcl’imeﬂf in CIESS tc
observe a child’s approach to learning. [t
may be found, for cxample, thatone child
always tries to finish the work as quickly
as possible at the expensc of accuracy.
Another may pick on part of the question
instead of working to the whole, This s

not a test in the normally used sense of the
waord, it 15 an assessment techmgue.

"The use of standardized tests will be indi-
cated where it is intended to carry out
surveys of the child population. For ex-
ample,if a government department wishes
to assess the level of literacy in the popu-
lation, it will be necessary to use a stan-
dardized reading test on a sample of chil-
dren of a particular age. A study of the
prevalence of mental retardation would
requirc the use of standardized methods
of 1dentification.

Specific studies of psychological function-
g,

Investigations in which links between
physical and mental functioning are ¢x-
amined will require the use of some form
of standardized psychological assessment.
Thus, for example, investigating the rela-
tionship between inteflectual level and the
state of nutrition in the early years of life,
orberween intellectual level and the intro-
duction of a nutrition programme will
require the use of appropriate tests.




Intelligence

There 1s no generally aceepted definition of
intelligence. The Oxford Dictionary gives “in-
telleet, understanding” and also defines intelleet
as “faculty of knowing and reasoning”.

Other definitions include; the ability ro perceive
relationships; the ability to adapr to the environ-
ment; the ability to carry out abstract thinking;
the ability to act purposefully, to think ratio-
nally and to deal effectively with the environ-
ment.

Standardization

Afrer tnal runs and item analysis the final ver-
sion of the test is given vo a sample of children,
often to several thousand, chosen to be repre-
sentative of variables thought to have a bearing
on performance in the area tested. It is custom-
ary to sample by age, scx, social class and geo-
graphical location as a minimum. This sample
provides the normal or average achievement
against which an individual child may be com-
pared.

Ifem analysis

Each item of a test is given a difficulty rating by
establishing the percentage of children getting it
night. It is then possible:

a} to mampulate the level of difficulty of the test
asa whole by selection of items for certain age
groups according to their difficulty rating,

b) to rank items with those most commonly
passed at the top and those least commonly
passed at the bottom, thus establishing which
questions are most effective in discriminating
between the children.

Raw Scores

The acrual marks obtained on a test. For crite-
nion referenced tests these are all that are re-
quired. For norm referenced rests they have to
be converted to percentiles or standard scores.

GLOSSARY

Parcentiles

Allscores from the sample used for standardiza-
tion, are arranged in order of merit and fitted o
ranks 0 to 100. The highest score is then at the
100th percentile, that halfway at the 50th, A
child who is better than three-quarters of the
group will be at or above the 76th percenule.

Standord scores

Thes¢ are based on the normal distribution curve
and the standard deviation. Many tests use a
standard devianon of abour 15, and 4 mean of
100 so a score of 130 indicates that the child is
two srandard deviations above the mean.

Standard deviation
This is 2 measure of how widely scattered the
individual scores are.

The normal distribution curve

Many attributes, ¢.g. height, are normally dis-
tributed, that is most people are within the
average range with a few at the extremes,

standard scores
55 70 8 100 115 130 145

standard deviations
-3 -2 -1 SIS | +2  +3

curnulative percentages

Jd 23 159 50 841 97.7 999
The Intelligence Quotient is a figure usually
based on a mean of 100 and an S.D. of 15 or 16.

Reliability

This 15 a term referring to the consistency of a
test. It can be measured by retesting the same
child (test-retest), by two testers marking the
same test performance (inter-tester rcliability),
or by examining the degree to which a child’s
performance on one half of the test agrees with
the performance on the other half (split-half
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reliability). Reliability ts normally expressed as
a cocfficient; a minimurm expected for tests of
the sort deseribed here 1s 0.8,

Validity

This term refers to the accuracy with which the
test does what it aims to do. So a language test
should beableto pick outchildren whoare truly
cxeeprionally good, or poor in that area. Valid-
ity can be predictive, that s, it 1s able ro identify
children who are shown later to have the at-
tributes identified by the test, or concurrent,
that 15 the test describes children in a way that
agrees with an aceepted eriterion. An example of
concurrent validity 1s found when a test can
discriminate between groups of children already
known to differ along the relevant dimension.

MN.B. Tests can be highly reliable without being
valid.

Sample

In statistical terminology a sample is a group of
observations. Asfar as possible thesample should
be representative of the population from which

it is drawn, Adequate sampling usually entails
ensuring that the sample contains subjects in the
same ratio on certain variable as are found in the
population. The minimum variations are usu-
ally; sex, age, ethnic origin, social class, ner
city/outer city/rural dwelling. In developing
countries other variables such as religion may
have to be taken into account.

Standard errer of measurement

The standard error allows one to predict the
range of scores likely to have occurred by chance.
It is expressed in terms of confidence limits.

Thus for a WISC-R Full Scale IQQ score of 100 at
age 10, the SEM indicates that there are 95
chances out of a 100 that the “true” score is
between 94 and 106. While this level of sophis-
tication is unlikely to be of cveryday need, it
helps to realize that even the best tests, admims-
tered in the most accurate way, give results
which have some built in variability. No test is
perfect.




