
WORLD HEALTH ORGANIZATION 

REGIONAL OFFICE 

FOR THE EASTERN MEDITERRANEAN 

SEMINAR ON SCIDOL HFaTH SEIiVICES 

~wh&ad, 16 - 22 March - 19'74 

ORGANISATIOA YONDIALE DE LA SABTI6 

BURFAU REQlONAL 

POUR LA MSDITERRANEE ORIENTALE 

27 February 1974 

ENGLISH ONLY 

THE HANDICAPPED SCHOOL cH.rLDREN AND 

THEJR ImNAGrnNT 

by 
f 

Dr. P. Henderson 
WHO Consultant 

-capped children are those with behavioural, emotional, i~~Lellec2ual  

or  physical defects or disorders, singly or i n  combination, tha t  retard 

t h e h  development and the i r  educational and social progress. Emotional 

and behavioural distunbances,laniqage and speech disorders, hearing and 

visual defects, and other physical d i sab i l i t i e s  comprise the main 

categories of handicap in' children, but many of them have more than one 

d isabi l i ty  and many are educationally sub-normal. 

2. Changing pattern of disabil i ty in children 

Many of the comnunicable and other dlseases tha t  once ki l led or 

disabled large numbers of children annually In developed countries have 

been eliminated or controlled, wlth the resul t  tha t  i n  these countries 

handicapping conditions i n  children are now mainly conge&al i n  origin 

or are disorders of behaviour. This pattern is now also emerging i n  the 

developing countries. 

3. Preventable causes of handioap 

A s  recently as  1941, it was f i r s t  recorded tha t  i f  a woman developed 

rubella i n  the early months of her pregnancy, her baby d g h t  be born with 

defective hearing, heart, sight or  intelligence or  w i t h  a combination of 

def eots. If one comparatively mild disease can do this, why not others? 
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It is l e s s  than twenty years since it was found tha t  i f  a woman took 

thalidomide i n  the early weeks of her pregnancy her baby might be born 

with severe limb and other deformities. I f  one drug can do this, why 

nut others? A t  present, we simply do not know. More i s  being Wovered 

about genetic defects; and techniques fo r  pre-natal diagnosis of 

handicapping conditions are  also being developed. 

I n  many countries of the world there i s  s t i l l  much preventable 

handicap; common examples are: blindness and partial-sightedness from 

tracbma or vitamin A deficiency; paralysis from poliomyelitis; severe 

heart disease from rheumatic fever; partial-hearing from chronic o t i t i s  

media. 

4. Prevalence of handicapped children 

In these countries there are few re l iab le  national s t a t i s t i c s  on the 

incidence or prevalence of handicapping d i sab i l i t i e s  i n  children; often, 

also, physically handicapped young children who attend hospitals are  not 

followed-up and are not reported t o  maternity and child health or  school 

health departments, due largely to s taf f  shortages. 

5. Variations i n  c r i t e r i a  used 

I n  many countries, including more developed ones, there i s  considerab>e 

variation in the c r i t e r i a  adopted t o  determirewhat degree of defect or 
1 disorder constitutes a handicap - t h i s  point was emphasized i n  a WW report , 

published i n  1967. Where, fo r  example, i s  the dividing l ine  between 

blindness and severe partial-sie;htedness; between deafness and severe 

partial-hearing; between eduoational subnormality and severe subnormality; 

between tolerable "normal" behaviour and maladjustment, or  between mal- 

adjustment and delinquency9 The intell igence and personality of a child, 

the encouragement and support he receives from his family and teachers, 

and his social circumstances a l l  materially a f fec t  his own a t t i tude  t o  

his disabi l i ty  and 'lls performance. 

A Working Group on the  E e l y  Detection and Treatment of Handmapping 
Defects i n  Young Children. WHO (1967) Copenhagen. 



6 .  Need f o r  ear ly  ascertainment and education 

I f  handicapped children, par t icular ly  those born deaf, a r e  t o  derive 

m a x i m  benefit  from t h e i r  education and treatment, they should be 

ident i f ied  ear ly  i n  l i f e .  Early ascertainment and diagnosis a r e  mainly 

the  responsibil i ty of the health service, but assessment, which ought t o  

be a continuing process throughout s c h d  l i f e ,  i s  the joint  responsibil i ty 

of t he  health and education services. Mebcal investieaation and treatment 

are  the responsibi l i ty  of the health authorit ies,  but educational placement 

i s  t h a t  of the education authorit ies.  It i s  essent ia l ,  therefore, tha t ,  

r i gh t  from the s t a r t ,  there should be close consultation and collaboration 

between t h e  heal th  and education authori t ies  and, k i t h  the parents, i n  

t he  management af handicapped children. 

I n  countries with much poverty, unemployment, malnutrition, poor 

environmental conditions, widespread communicable diseases, with m& 

children of school age not attending school, attending i r regular ly  o r  

leaving before completing the elementary school course, with overcrowded 

classes  i n  schools, and with serious-shortages of t ra ined staff and of 

aids, appliances and equipment of a l l  kinds, it i s  understandable t h a t  a 

low pr ior i ty  is  often given t o  health and education provision f o r  handi- 

capped children. Even so, i n  many developing countries a start with 

special  education has been made, but, unfortunately, qu i te  often with 

l i t t l e  consultation between the  education and school health services. 

A handicapped chi ld  i s  a normal ch l ld  with d i s a b i l i t i e s  of greater  

o r  l e s s  degree who has the same fundamental human needs a s  non-handicapped 

boys and g i r l s .  Wherever practicable they should be educated with t h e i r  

non-handicapped peers. On grounds of cost alone, day schools are  

preferable t o  res ident ia l  schools; res ident ia l  schools are  expensive 

but are  necessary fo r  a minority of handicapped children. 

Some handicappqd children a r e  so disabled that they require family 

o r  c o m i t y  support throughout t h e i r  l ives.  A l l  the  others need 

vocational guidance, and some of them need special t ra ining and sheltered 

employment. None of this i s  easy t o  provide i n  any country, l e a s t  of 

a l l  i n  developing ones. 



7. Aids and appliances and t h e i r  l imitat ions 

Many a ids  and appliances f o r  physfcally handicapped children a re  

cost ly  and require good mairAenance and repair  services t o  keep them 

serviceable. Especially i n  developing countries they a re  frequently 

too expensive fo r  education and health departments' budgets. However, 

with ingenuity (a c o m d i t y  t h a t  is  not lacking in  any country) simpler 

a lds  can often be madelocally to  increase the  mobility of physically 

disabled boys and g i r l s .  

So, too, wlth much of the modern electronic equipment f o r  children 

with defective hearing. Audiometers, hearlng aids, and speech t ra iners  

a re  re la t ive ly  expensive, and a r e  dependent on an easi ly  accessible 

maintenance and repalr  service i f  they a re  t o  continue t o  f b c t l o n  

properly. I f  an audiometer, f o r  example, i s  not serviced and re-calibrated 

periodically it can quickly become very inacourate. 

In&vldually hearing a ids  a re  invaluable f o r  partially-hearing 

children, but a r e  much l e s s  so fo r  pre-lingually deaf boys and g i r l s .  

Indeed, professional opinion i n  western countries with long experience of 

the use of hearing a ids  in the  education of deaf children 1 s  sharply 

divided on whether the "oral method" (~ncluding  auditory t ra ining and an 

individual hearing a i d  from early childhood) requires t o  be supplemented 

by finger-spelling and/or signing. What 1s not i n  dispute in these 

countries i s  t h a t  a substantial  proportion of pre-lingually deaf chrldren 

taught with a l l  the  help t h a t  rnodern electromc equipment can give, but 

not by finger spell lng o r  signing, st i l l  leave school, a f t e r  twelve o r  

more years of special education, wlth very l lmited language and speech 

tha t  is, fo r  a l l  practicable purposes, unintelligible; on leaving scMol, 

apar t  from wrlting, t h e i r  main means of corrnrmnication with t h e i r  hearing 

fellows i s  through an interpreter ;  with t h e i r  deaf companions they use 

signs f ree ly  - signs t h a t  they l ea rn t  almost haphazardly. 

Thus, school doctors - especially those i n  developing countries - 
should be cautxous when advising educational colleagues on the educational 

and social  benefi ts  l ike ly  t o  be obtained by pre-lingually deaf children 

from hearing alds. 
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8. Pr ior i ty  of provision f o r  handicapped school children 

I n  countries where many children of school age do not attend 

school, par t icular ly  those where fewer than half do so, and where 

f inancial  resources are meagre, ~t is perhaps d i f f i c u l t  t o  just i fy  

expenditure on the education of severely hanacapped children. Yet, 

unless an attempt I s  made t o  f ind  out t h e i r  number, the nature and 

severity of t h e i r  handicap, and what happens t o  them during t h e i r  

childhood and l a t e r  years, a community w i l l  not be able t o  assess properly 

what provision it should aim t o  make fo r  them. 

Inevitably, the ascertainment of handicapped children w i l l  become an 

increasing responsibil i ty of the school health services everywhere and, 

i f  ascertainment and assessment are  t o  be effect ive there  must be close 

cooperation between the school health, maternal and child health, 

hospital  and education services. 

The wide variations In  the proportion of school children ascertained 

as  hanchcapped, and i n  the  f a c i l i t i e s  f o r  special  education made f o r  

them i n  d i f fe ren t  countries, are  discussed br ie f ly  i n  the  paper on 

Evaluation and Research i n  School Health. 


