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Helping the child at risk

Throughout the centuries people have been firm believers in
the magic of healing. Once someone has claimed success in
treating conditions which doctors have not been clever enough
to cure-such as multiple sclerosis, Duchenne muscular
dystrophy, infantile autism, cerebral palsy, mental subnorm-
ality, or some forms of cancer-patients with the disease will
clutch at hope offered and go to any length, financial'or
otherwise, to obtain that treatment, even though medical
evidence has shown it to be useless. Unfortunately providing
scientific proofof the effectiveness or otherwise of a new line of
treatment may be extremely costly and perhaps even im-
possible. The grey area of uncertainty extends to enrichment
programmes, such as Operation Head Start in the United
States for children at risk for socioeconomic or other reasons
and programmes for those already handicapped, mentally or
physically, who are therefore at particular risk of under-
achievement. A recent issue of Pediatrics contained four papers
about such enrichment programmes.'-4

Ferry's' able summary of the extent of the problem is worth
quoting at length: "Premature infants in neonatal intensive
care units are being cuddled, patted, stroked with vibrators,
and rocked in water beds and motorised hammocks. They are
exposed to flashing lights, dangling birds and toys, and piped
maternal heart-beat sounds and music ('This Old Man').
Infants and preschoolers with neurological disorders roll on
beach balls in special 'infant classrooms,' or 'therapeutic
playgrounds,' and in 'creative play centres.' We have home-
based parent-oriented programs, home-based child-oriented
programs, centre-based child-oriented programs, and logically,
parent child-oriented ones. Older children with learning
disorders practise walking on balance beams to improve their
gross motor skills and learning abilities. The age of children at
entry, the nature of their handicaps, the type and duration of
intervention, the materials used, and the qualifications of
teachers and therapists vary in a flood of new programs.
'Infant Stim' and development therapy programs now
represent a major industry in our country, employing
thousands of personnel (infant therapists, child development
specialists, movement therapists, physical and occupational
therapists, early child educators, parent trainers, home
teachers, and aids)."
The aim of such programmes2 5 iS the prevention of under-

achievement in children at risk by providing stimulation which
they would otherwise have missed; instructing parents how to
provide emotional, sensory, and other play stimulation; and
encouraging the mothers to show love, to handle and talk to
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their children more, to modify their attitudes, to encourage
independence, and to improve language and communication.
Other special lines of treatment include physiotherapy for
cerebral palsy, remedial teaching for learning disorders, and
neurostimulant drugs for "overactivity."
Attempts at interpreting the value of these programmes

face great difficulties.'-10 The variables include differences in
the age of introducing the enrichment, and in the enrichment
measures; matched controls are hard to find because of the
ethical problems of withholding treatment from the control
group, and any sort of blind trial is nearly impossible. Further
problems include unsatisfactory testing procedures, the com-
petence of the assessors, uncertainty whether the parents are
really implementing the programme, continued undesirable
home environment after discontinuing the programme, and
inadequacy of follow-up to assess long-term effects. A par-
ticular difficulty is that of distinguishing possible improvement
resulting from the treatment from that due to maturation as
the child gets older. This applies especially to overactivity,"
learning disorders,'2-'5 and physiotherapy for cerebral palsy.16
In all three conditions there has been considerable doubt
whether apparent benefits, if any, were lasting.

In the case of programmes for children with Down's
syndrome, an uncontrolled study8 found improvement in
language development when parents participated in full; in a
controlled study9 "enrichment" did not prove to be of value.
In one study'7 the pace of the well-known'8 slowing down in
development after the early weeks was thought to be less in a
good home than in a foster home, though in both environments
the slowing down was considerable. When three groups each
of 15 seriously retarded children in an institution were
studied'9 to evaluate the modification of sensorimotor pattern-
ing advocated by the Institutes for the Achievement ofHuman
Potential no differences were found between the group given
that treatment, one group subjected to enhanced stimulation
by relatives, and an untreated control group.

Ferry's overall assessment' ofenrichment programmes in the
United States was that there was no valid scientific evidence
that they altered neurological development in high-risk or
handicapped children. Another American study3 concluded
that most data from the programmes for impaired children
were anecdotal. What view should be taken on this side of the
Atlantic ?
A bad home, especially one with emotional deprivation, can

reduce a child's IQ score and even cause mental subnorm-
ality.20 Mental development is impeded by factors such as
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malnutrition, rejection, and overprotection. The natural
reaction of parents of a handicapped child is to do every-
thing for him-feeding him, dressing him-instead of
helping him slowly and laboriously to do things for himself.
A child with a physical or sensory handicap, a visual or
auditory defect, or cerebral palsy is particularly likely to be
deprived of the sensory stimulation which a normal child
experiences-and so he becomes an underachiever. Attention
to these matters-which are the province of all concerned with
the management of handicapped children-can do much to
help a child towards better fulfilment of his potential. Enrich-
ment programmes should help such children, if only to become
more independent. A recent book by a Danish mother of a
child with Down's syndrome showed how much a devoted
mother can do in this way for a handicapped child.21 An
enrichment programme should go some way to helping a
handicapped child who has been retarded by deleterious
socioeconomic factors, a poor home, harmful parental attitudes,
understimulation, or neglect to catch up with his peers who
have an equal physical or mental handicap without the ad-
ditional damaging factors which he has experienced. There is
now some evidence that some such programmes may have a
long-term value.
What must be preserved when assessing the value of

remedial treatment for handicapped children is a sense of
balance. A highly expensive form of treatment may achieve
some benefit, but no more than much simpler measures, and
before such costly treatment is started (unless purely for
research) we need to know whether its value is temporary or
long term.
The possible hazards oftreatment must also be considered-

for example, the harm which might be done to the newborn by
"bombarding" him with stimuli.' After the newborn period the
possible value of intensive treatment for a handicapped child
has to be balanced against the adverse effect which might
result for the rest, of the family. Finally, if time-consuming,
expensive treatment for a severly handicapped child does not
achieve the expected beneficial results the parents may be
tragically disillusioned and even feel guilty that perhaps all the
instructions have not been fully carried out.
Only further, long-term research can point the best way to

achieve what we all want-the optimum help for the handi-
capped to achieve the maximum which their disability and
intellectual endowment will permit.
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No place like home?
The tide in Britain is running strongly against home deliveries.
In 1978 only 1-6% of births took place in the home as opposed
to 13% in 1970, and now the House of Commons Social
Services Committee-chaired by Mrs Renee Short-has
recommended that home deliveries should be phased out
further. The number of community midwives has fallen from
around 4000 in 1972 to about 3000 in 1979, and many of those
that remain feel incapable of doing home deliveries. Moreover,
many younger general practitioners, who have had only
limited obstetric training-and that in hospitals surrounded
by equipment and support-are unwilling to supervise home
deliveries. In many parts of Britain women who want to give
birth at home are faced with the difficult if not impossible
task of finding somebody to deliver them. Indeed, this year
has seen the prosecution in Scotland of a man who delivered
his own wife at home after he had been unable to find a doctor
willing to do so.
Why have home deliveries come to be seen as anachronistic ?

The commonly held belief is that they are dangerous. Yet, as
Professor Eva Alberman, one of the expert advisers to the
Commons Social Services Committee, said recently at a
Royal Society of Medicine conference on pregnancy care in
the 1980s, in today's circumstances no statistical proof can be
produced to support this belief. Indeed, Mrs Margerie Tew, a
statistician from Nottingham, argued (as she had done before)
that hospital delivery is more dangerous than home delivery.

Clearly most of the delegates were convinced that when
selection was careful home births were safe. This has been
shown by Dutch experience, which was described by Professor
G J Kloosterman, an obstetrician from Amsterdam: a perinatal
mortality rate much lower than in Britain and a high (though
falling) home-delivery rate have long coexisted in Holland.
Whether home births are a good or a bad thing, however, can
never be answered purely by statistical methods-not only
because the statistics are inadequate but also because value
judgments are so important in this matter.

Should we really mind that home deliveries are fading away ?
Are the protests just a crusade by a few vocal, middle-class
women ? Dr Luke Zander, a general practitioner from
Lambeth, who had arranged the meeting, thought that the
issue mattered very much. He thought that it had an
importance beyond the small numbers concerned and drew
an analogy with capital punishment: just as a society may be
judged by its policy on capital punishment so an obstetric
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