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psychopathology in children in a developmental
context. The next revision of the two systems of
disease classification may contain categories with
less pejorative and more accurate labels. Conduct
disorders form the most common diagnostic group
for children with DS (11%) and are almost as fre
quently found in the controls (10%). Hyperkinetic
conduct disorder was more often found in the DS
group (which appears to contradict the finding that
hyperactive behaviour was significantly more often
found in the controls). The psychotic children, often
with histories of brain damage, in the control group
had very high hyperactive scores.

Ineichen (1984) has questioned the findings of
some studies on the prevalence of what has been
termed â€˜¿�mentalillness' in retarded patients, particu
larly in hospitals. It is suggested that some at least of
such â€˜¿�illness'may be attributed to the poor environ
ment or to failure to teach appropriate skills. Only a
very small proportion of the children in our study
were living in institutions; most of the children
enjoyed family life as did their siblings. However,
many of their disorders, particularly those grouped

rather unhappily as â€˜¿�psychosiswith origin specific to
childhood: other', did appear to be related to the
failure to communicate and to learn more accept
ableways of attractingattentionor even passing
time. Psychiatrists themselves have suggested that
many children who are retarded do not need the
attention of psychiatrists (Tarjan, 1977; Wortis,
1977), and these would include nearly one-third of
all the subjects in this study. Nevertheless, a sizeable
proportion of retarded children, just under 40% of
those with DS but nearly half of the mixed group of
similarly retarded controls, do have severe and
distressing problems that require a broad range of
psychiatric skills and understanding in order to
make a valid diagnosis.

Behavioural and emotional problems are a serious
secondary handicap for between four and five out of
ten children with mental retardation and children
with DS have nearly as many problems of this sort
as other children similarly handicapped. There is,
however, clearly a role, though not an exclusive one,
for the psychiatrist in investigating and treating the
problems described.
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The familiesof Down's Syndromechildren and another group with a similardegree of
retardationwerecomparedusingdatacollectedat interview.Differencesinsocialclassdis
tributionwereexplainedbythe maternalageeffect inthe Down'sgroup.Divorcewas more
commonin the controlgroupbut the qualityof marriagein thoseparentsstilltogetherand
the health of parentswere similar.No closeassociationswere found between behaviour
disordersin the childrenand family factors,exceptthat behaviourdisorderswere likelyto
beassociatedwith similardisturbanceinsiblingsnextinageandto be morecommoninthe
lesshappymarriages.

The literature concerning families of mentally
retarded children is mostly concerned with the effect
upon parents and siblings of the additional burden
that bringing up a handicapped child imposes. Evi
dence from earlier studies was used to support the
caseforlong-termhospitalcare;evenfamilieswho

wanted to bring up the retarded child at home often
felt themselves driven to request such care for their
children because they could not cope with the
demands upon them, (Oster & van den Tempel,
1975). The emphasis thereafter moved strongly to
â€œ¿�communityâ€•care, and with more positive attitudes
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to retarded children, including provision of edu
cation for all children, and some social support such
as occasional relief care, more encouraging findings
from research on families has appeared. One long
term study (Carr & Hewett, 1982) followed infants
with Down's Syndrome (DS), originally investi
gated by Cowie (1970), to the age of 16, and found
that a number of families were coping well and
enjoying a good life in many ways. Similar positive
findings were also noted in the follow-up of another

group of children with DS first seen in infancy (Gath
& Gumley, 1984).

There are, however, indications that some adverse
effects on families occur quite early on, before the
care of the child itself becomes very different from
that of a normal child (Gath, 1977, 1978). These
early effects are concerned with the â€˜¿�valuecrisis'
(Wolfensberger, 1968) which follows the initial
shock, and occurs when the parents are forced to
revalue many of their previous beliefs. Some mar
riages did not survive this revaluation, and others
continued with deep rifts. Later effects, such as
increased psychiatric morbidity in parents, shown
when the children were aged eight or nine, are more
related to â€˜¿�whatWolfensberger called the â€˜¿�reality
crisis' and Tizard & Grad (1961) the â€˜¿�burdenof
care'.

Recent research on families of mentally retarded
children has moved from the negative approach of
measuring what was assumed to be the inevitable
stress upon other family members to looking at
positive and negative effects in both directions.
Strengths as well as weaknesses of parents and
siblings are noted, particularly in relation to their
ability to cope with not only the added work of
caring for a more dependent child, but also the con
siderable demands of treatment. Objective measures
of the way families actually live with a retarded child
have now been developed. Bringing up such a child
is extremely hard work, especially for the mother
(Dupont, 1980; Wilkin, 1981; Pahl & Quine, 1984).
Parents are now expected to take an active part in
early education as well as in any physiotherapy or
behavioural therapy which may be prescribed for
the common additional problems. Even when these
secondary handicaps become very severe, it is no
longer common practice to admit the child for
intensive therapy away from the family as the
improvementoftenfailstogeneraliseon discharge.
Instead,theotherfamilymembers areenrolledas
co-therapistsfromthestartand must learnand then
continue the treatment programmes devised by
professionals.

Our previous paper (Gath & Gumley, 1985),
describes the behaviour problems in two groups of

retarded children, one with DS, which makes up the
single biggest diagnostic group in special schools,
and the other of children chosen by the teachers as
having comparable verbal and physical abilities.
Behaviour disorders were common in both groups,
but slightly less so in the DS group. The present
paper aims to compare the socio-demographic
backgrounds of the two groups, and to look for
factors particularly concerned with the presence of
behaviour disorders in retarded children.

Method
Children with DS were identified in schools in one Health
region and were matched where possible with a similarly
retarded child in the same class. The parents were inter
viewed in their homes using a semi-structured interview
which was recorded on tape and coded by an independent
rater.Partoftheinterviewconsistedofanassessmentof
thequalityoftheparents'marriagebasedon thatdevised
byBrown& Rutter(1966)andusedinpreviousstudiesof
the families of retarded children (Gath, 1977, Oath &
Gumley, 1984). A judgement was made of the quality of
the marriage, particularly of the warmth and/or hostility
evidentthroughouttheinterview.A furtherjudgementwas
made of the state of mental health in both parents; this was
basedon theGeneralHealthQuestionnaire(Goldberg,
1972) and on answers to questions concerning symptoms
in the interview. Degree of incapacity was determined from
the ability to work or to cope with home chores and the
impressionfromtheinterviewasa whole.Thissecond
judgement was agreed upon by the interviewer, the rater,
and the first investigator.

Specific questions were asked about the sibling closest
inagetotheretardedchild.ParentscompletedtheRutter
A behavioural rating scale and, with their permission,
teachers completed the Rutter B behavioural rating scale
and a school report form.
AsdescribedbyOath& Gumley(1986),alltheretarded

children had been assessed on the American Association
for Mental Deficiency Adaptive Behaviour scale (Nihira et
a!.1974).Theyhadbeendividedintothreegroupsâ€”those
with definite serious behaviour disorders, those with no
behaviour disorder and a borderline group.

Results
Family interviews had been carried out in the homes of 192
of the children with DS and 147 of the children with a
similar degree of mental retardation.

Age: The mean age of the children with DS was 11.77years
with a range of 6â€”17.The mean age of the control children
was 11.82years.

Home and parents: One hundred and sixty-three (85%) of
the children with DS lived at home with both natural
parents. Thirty-one children with DS and 12controls were
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not living full-time with at least one natural parent. Three
DS children were in boarding schools out of the region,
but returned home for holidays and half terms. All the
otherchildrenwenttoschoolsintheregion,asdidall
the controls. Ten DS children and 3 controls were in the
hostels run by the local authority, but usually went home
for holidays and often for weekends as well. Comparable
childrenwerefound as controls for four of the sevenchil
dren with DS who werein long-stayhospitalsfor mentally
handicapped patients. No suitable matches could be found
for thosein boardingschools.ThreechildrenwithDS were
adopted, as weretwo of the control children.Four families
had made the adoption in the full knowledge of the child's
retardation and associated medical diagnosis. The excep
tion was one couple whose originally normal baby,
adopted at three weeks,had sufferedseverebrain damage
followingencephalitisat the ageof four. EightDSchildren
and 3 controls were in long-term foster care.

Parents'understandingof thehandicap:SinceDS is appar
ent from birth, there were marked differences between the
two groups of parents as to when they first understood that
their child had a handicap: 42% of the parents of the DS
children said they knew immediatelyafter the birth, and
a further 30% said they knew during in the first week,
compared with only 9% of the parents of the controls who
had learnt by the end of the first week. Only 3% of the
DS group felt they had not clearly understood about the
handicap until after the first birthday, while 41% of the
parents of the controls had learnt about it between the first
and fifthbirthdays,and in9% ofcases,thechildhad
alreadyreachedcompulsoryschoolagebeforetheyknew.

All the parents of the DS group knew that their child
had the syndrome or â€˜¿�wasa Mongol'. In 13of the controls,
therewasno informationabout the parents' understanding
of the child's handicap. Fifty (34%) thought the child had
braindamage, 13(9%)mentioneda specificsyndrome,e.g.
San Filippo disease, 53(36%) had been told that there was
no medicaldisorderbut that their childwas â€˜¿�Justgenerally
backward' and 18 (12%) believed there was an underlying
medical condition, as yet undiagnosed.

Ethnicorigin:The majority (180,93%) of the children with
DS were Caucasian, with parents and grandparents born
in the British Isles. Four were children of Caucasians from
other European countries, five were children of Asian
immigrantsand fivehad parents born in the West Indies.
Theethnicbackgroundof the control group wasverysimi
lar, with four from other European countries, three from
Asiaand one fromthe WestIndies.

Family size: The families in the Down's were larger than
thosein the controlgroup, but the differencewasnot great.
The mean sibship size in the Down's familieswas 3.44,
witha range from one to ten, whilethat of the other fami
lieswas2.9,witha rangeof one to eight.Meansibahipsize
dropped from4.0 in the familiesof the 16yearold children
to 3.07 in families of the children aged 6-8 in the DS

group, but remainedmuch the same in each age-groupin
the familiesof the controls. Fourteen DS childrenand 11
of thecontrolswereonlychildren,i.e. 11%of both groups.

Slightlyfewer, 37 (22%) of the DS group, were first
born, comparedwith53(39%) of the controlchildren.The
mean ordinal position of the retarded child was 2.9 in the
Down's group and 2.3 in the controls. Just over half the
children with DS were the last born in the families,
excluding only children, as were 63 or 46% of the controls.

Social class:There was a shift towards social classesI and
II in the Down's as compared with the control group,
(z2=7.257,d.f.=2 P<0.05).The socialclassdifference
was insignificantin the childrenaged 12or more, but was
most marked in the youngest group, aged between six and
eight at the time of assessment.The social class of 14
familiesin the DS group and of fivefamiliesin the control
group was not ascertained,as the fathers wereeither long
dead or divorced, and their job status was unknown.
Familysizewas related to socialclassin the control group
only (Table I). Large families were common in all social
classes in the DS group. There was a marked social class
difference related to the parents' understanding of the
nature of the child's developmental difficulties, with over
representationof socialclassesIV and V in the group who
believed that there was no medical explanation for their
child's retardation. The social class distribution of the
DS group more closely resembled that of the families
of the brain-damaged children or of those with specific
syndromes.

Maternal age: Mothers of the children with DS were older
at the timeof the birth than werethase of the controls, the
mean ages at the time of the birth being 33.53 and 28.03.
The age gap was greatest in the small group where the
social class of the father was unknown. As expected,
mothers who had been aged 40 or more at the birth of the
retardedchildweremuch morecommonin the DS group,
numbering58(28%)as againstonlyseven(5%) in thecon
trol group (@= 29.3d.f.=1, P@cz0.00l).Bycontrast, there
were 13(9%) youngmothersaged20or lessat the birth of
the child in the control group, and six(3%) in the Down's
group, (@.â€˜4.l4,d.f.=l, P<0.05). The mean age of
mothers and the total familysize tended to be less in the
youngergroups of children. Mothers of DS childrenwere
more likelyto have done wellat school and to have had
furthereducation:26mothersof DSchildrenhad had pro
fessionaltraining, particularly as nurses or teachers, and
ten had a university degree, compared with ten and two
respectively of the control mothers, (x2 15.37, d.f. = 3,
P<0.001).

Marital relationship of the parents: The natural parents
wereno longertogetherin 32familiesin the DS group and
in 35familiesin the controlgroup.Therewereninewidows
and one widower in the Down's group and six widows in
the control group.Twenty-threemarriageswerebroken by
divorce in the control group, but only ten in the DS group,
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TABLEI
Family size and social class

= 7.3, d.f. = 1, P<0.05). There was no significant differ

ence between the quality of the marital relationship in
those families where the natural parents were still living
together. In four of the DS group and one of the controls,
no information was available on the natural parents. Good
marriages were evenly distributed throughout the social
classes in both groups, but very poor marriages tended to
be more frequently found in social classes IV and V.

The health of the parents: The physical health of the
mothers was considered to be a problem in 17% of the
families of DS children and 13% of the families of con
trols. A similar degree of concern about the fathers' health
was expressed by 15% of families of DS children and by
12% of controls. Many mothers described themselves as
suffering from â€˜¿�nerves',but there were slightly more of
these in the control groupâ€”42% as opposed to 39%.
Fathers were less commonly affected by â€˜¿�nerves'â€”22%of
the control group and 14% of the Down's group. Scores of
ten or more on the General Health Questionnaire were
obtained from seven mothers and two fathers in the
Down's group and six mothers and seven fathers in the
control group.

Severe mental illness (incapacitating, necessitating ad
mission to a psychiatric hospital and/or inability to cope
for at least a month in the past year) affected 2.8% of the
whole group of parents and was evenly distributed among
mothers and fathers in both groups. There was one case of
manic-depressive psychosis in the DS group and one case
of schizophrenia in the control group. The remainder of
the affected parents suffered from depression (Table II).
Minor disorder, causing distress and some impairment of

TABLE II

of parents of Downs syndrome

children and controls

Mental health status

Down's Syndrome v. controls:
Mothers: x2 = 0.2325, d.f. = 2, NS
Fathers: x2 = 1.1461,d.f. = 2, NS

Mothers v. Fathers:
Down's syndrome: x2 = 7.606. d.f. =2, P <0.05
Controls: = 1.585,d.f. =2, NS

the capacity to cope, was found in twice as many mothers
as fathers in both groups. There were few differences
between the groups, but despite more mothers of the con
trols reporting problems with â€˜¿�nerves',a clinical psychi
atric disorder was judged to be present slightly more often
in the mothers of the DS group. A mixture of anxiety and
depressive symptoms was reported in most cases. In all, 46
mothers and 20 fathers in the DS families were judged as
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Psychiatric disorder inparents and quality ofparents' marriage
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having a psychiatric disorder. In 12 families, both parents
were affected; 33 mothers and 21 fathers in the control
group had a psychiatric disorder, with both parents affected
in eight families. Psychiatric disorder in the parents of both
groups of children was closely correlated with the quality
of the parents' marriage (Table III).

At least one parent, but in many cases both, had a psy
chiatric disorder in ten of the eleven most disharmonious
marriages in the Down's group and in all the very poor
marriages in the control group. Widowed and divorced
mothers, by contrast, were not particularly vulnerable in
this respect. Psychiatric disorder showed a gradual increase
with social class. In class I, 19% of the children with DS
and 20% of the controls had a parent with psychiatric dis
order. The percentages of affected families in social classes
IV and V rose to 30% for DS and 35% for the controls.
Psychiatric disorders was not more common in older
mothers.

Brothersandsisters:Therewere99siblingsintheDS fami
lies and 92 in the families of the control children who were
still at school and aged within five years of the retarded
child. Eleven(11%)of the siblingsof the DS childrenwere
regarded by their parents as having significant problems
and 12(13%) of the control siblings. The ratings made by
the parents were very similar to those on the Rutter A scale
where five boys and six girls in the DS group and seven
boys and four girls in the control families had high scores.
Moresiblings,15boysand eightgirls,in the familiesof the
controls had high scores on the Rutter B behavioural scale,
as rated by the teachers, compared with nine brothers and
eight sistersof the DS children.There wereno significant
differences between brothers and sisters or older or
younger siblings in either group. Behaviour disorder in the
siblings was closely related to that of the retarded children
in the families of DS children but not in the families of the
controls,(TableIV).

TABLE IV

Disorderintheretardedchildanddisorderinsiblings

Practical aspects offamily We: Very few families employed
paid help. The eight who did have paid help all came from
theDS group;fivewerefromsocialclassIandthreefrom
class II. More families in the control group depended upon
a grandmother of the child for help: 35 (24%) of the
controls and 27(14.5%) of DS children had grandmothers
who were a regular and important source of help (x2=
4.087 d.f. = 1, P<0.05). Sixty-one (33%) of the families of
the DS children were helped regularlyby a neighbour or
friend, compared with 33 (22%) of the families of the
controls@2= 3.84,d.f.=1 P<0.05).

Slightly fewer in the control group of families (48%)
had regular annual holidays than did the families in the
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DS group (58%). Similar numbers went on family trips
altogether or the parents went out as a couple. Only 8%
of each group felt they had major problems making baby
sitting arrangements.

Support services: During the pre-school years, the family
doctor and health visitor provided most support, and
despite the more regular contact of the health visitor,
parents were more appreciative of the help offered by the
doctor. A significant minority, 29%, in both groups, could
name no reliable source of help or advice when their chil
dren were small. Once the child had gone to school, more
(21%) of the parents in the DS group still felt they had no
one to turn to, compared with 12% of the control parents.
The doctor's involvement did not lessen although in 15%
of cases the school staff were rated as equally important.
The teachers were consulted about problems almost as
frequently as doctors, and a fifth of the parents regarded
them as the main source of help with the retarded child.
Social workers were seen as closely involved in less than
3% of all the families.

The majority of parents, more than 80% in each group,
felt that the school concerned was the right one for their
child's particular needs. Relief care was available for the
families. 44% of both groups of families used hostels, of
which there was at least one in each county. Slightly more,
(25, 13%), of the DS children went to a hospital for relief
care than did the controls (12, 8%). Half of the parents
were very appreciative of the relief care available, finding it
provided a useful break for them and often a good experi
ence for the child. However, 30% of both groups of
parents were clearly dissatisfied with the services provided
for their children.

Pre-school education: The pre-school educational opportu
nities for the children were different in the groups: 89 DS
children and 37 controls had been to either a play group
specifically for handicapped children or a nursery in a
special school (12= 15.35, d.f. = 1, P.szo.00l). Conversely,
70 of the controls and 55 DS children had been to an ordi
nary play group, catering for normal children (12= 10.67,
d.f. = I, P<0.Ol). However, an additional 17 DS children
and four controls had had the advantage of both sorts of
pre-school provision.

Early intervention for handicapped children had only
just become available when these children were small: 11of
the DS children and eight of the controls had been visited
regularly by a teacher or counsellor in the first five years.
None of the DS children who had had some early interven
tion had adaptive behaviour scores significantly below the
average for the age-group but four had behaviour dis
orders and a further four were in the borderline group. The
children in the control group given early intervention
included three multi-handicapped children with very low
adaptive behaviour scores and much deviant behaviour:
only one child in this group had no behaviour problems.

in those families where the child had very low AAMD
Adaptive Behaviour scores. Neither was additional physi
cal disability, indicated by a low score on the physical
development sub-scale, nor a low language score associ
ated with a higher incidence of parental psychiatric illness.

Parents â€˜¿�perception of behaviour problems in the retarded
child: The parents thought that 29 (15%) of the DS chil
dren and 37 (25%)ofthe controls had significant behaviour
problems. These figures are much lower than the numbers
of children judged as having serious behaviour disorder
from the rating scales and behavioural check-lists. Hyper
kinetic or bizarre behaviour were the most likely types to
have been seen as problems by the parents, but they were
not especially likely to see the children with very low
adaptive behaviour as also having behaviour problems.
Mothers with psychiatric disorder themselves were more
likely to perceive their DS children as having significant
behaviour problems, but this was not so in the control
group. In the borderline group, there were four DS chil
dren identified by parents as having significant problems
and two others in the group judged as normal. Three
judged as â€˜¿�borderline'and two as â€˜¿�nodisorder' in the
control group were considered by their parents to have
behaviour problems.

Factors associated with behaviour disorders: Behaviour dis
order in the retarded child, as defined in the previous
paper, were not related to family size, to age or educational
achievements of the mother, to the physical health of either
parent, or to relationships with members of the extended
family. Neither was there evidence of association with
social class, since the frequency of definite disorder was not
significantly different in any social class in either group.

Three of the seven Down's children and three out of the
four control children in the long-stay hospitals were found
to have serious behaviour disorders. Disturbance was
common also among those in local authority hostels, in
five out nine DS children and in all three controls in
hostels. By contrast, only one in eight of the fostered and
one of the three adopted DS children had serious behaviour
disorder. The adopted and fostered control children had
more behaviour disorder, affecting all but one fostered
child.

Behaviour disorders in the children and psychiatric disorder
andqualityofmaritalrelationshipofparents:Behaviour
disorders in the controls were more frequent in the chil
dren whose parents' marriage was rated as moderate or
poor than in those where it was rated as good (Table V).
The same trend, to a lesser degree, could be seen in the DS
families. There were fewest behaviour disorders in DS chil
dren of widowed or divorced mothers, with a clear differ
ence between them and the children where the marriages
were rated as moderate or poor, (12463 d.f. = 1,
P<0.05). In the control group, the highest rate of disorder
was found among children of widows, the rate in the

Adaptive behaviour and parental psychiatric illness: Parents
with psychiat.ric disorder were not more commonly found
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TABLEV
Disorderintheretardedchildandqualityofthemaritalrelationshipbetweenparents

TABLEVI
Disorderintheretardedchildandpsychiatricdisorderintheparents

Parents'mentalhealth
One or both parents with Parents well

severe disorder mild disorder
Total

(Down'sx2=0.5316,d.f.=2,NS)
(Controls @2=4.l802,d.f. =2, NS)

divorcedgroupbeingverysimilartothatfoundinassocia
tion with poor marriages. Parental psychiatric disorder
was mostcommon insocialclassesIV and V, affecting
30% offamiliessoclassifiedintheDS groupand35% of
familiesinthecontrolgroup.Behaviourdisordersinthe
retarded children in these social classes occurred just as
commonlyinfamilieswithwellparentsasinfamilieswith
apsychiatricallyillparent.Psychiatricillnessintheparents
waslikelytobeassociatedwitha poormarriagerelation
ship. In the DS familieswith a good marital relationship,

parentswithpsychiatricdisorderweremorelikelytohave
a retardedchild who had a behaviour disorder, although
thenumbersinthisgroupweresmall.Inthecontextofa
moderate or poor marriage, there was no demonstrable
association between parental psychiatric disorder and
behaviour disorders in the DS children themselves. Simi
larly, there was no strong association of parental psychi
atric illness with behaviour disordersin the control group,
except where there was severe mental disorder in the
motherorfather(TableVI).
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both adverse effects occurred most frequently in the
socially deprived families, in social classes IV and V.
A mentally retarded child and an unhappy marriage
in poor social circumstances add up to a high level
of adversity (Pahl and Quine, 1984). There is a
stronger association between behaviour disorders in
the retarded child and marital discord in the control
group than in the DS group.

The two groups of siblings of handicapped chil
dren had very similar rates of disturbance at home,
but there was a difference, although not a large one,
at school where the siblings of the control group
were more often rated as deviant. An earlier finding,
(Gath, 1974) that older sisters were particularly
vulnerable has not been replicated in this study, ten
years later. At that earlier time, their vulnerability
was thought to be possibly due to the excessive
burden of domestic responsibility. Improvements in
provision for mentally retarded children may have
contributed to the disappearance of sisters as a
particularly vulnerable group, but in the 1974 study
of siblings, 14 out of 89 sisters (16%) and 22 out of
85 brothers (26%) of children with DS were rated as
deviant, using the same behavioural rating scales. In
thepresentstudy,deviantscoreswereobtainedby
25% of sisters and 23% of brothers. An alternative
explanation might be that over the years, deviancy
among all girls, including the sisters of DS children,
has caught up with that previously found only in
boys.

The behaviour disorders in the DS children
showed a close association with psychiatric disorder
in the siblings, as defined by deviant scores on either
of the two Rutter scales. However, no such associa
tion was noted in children and siblings in the control
group. A more detailed comparison of the retarded
child/sibling pairs will be the subject of a further
paper.

Parents appeared to show a remarkable degree
of tolerance towards abnormal behaviour in their
retarded children. Using objective measures, many
more children were found with serious behaviour
disorders than had been identified as such by their
parents. Many parents regarded behaviour difficul
ties as an integral part of the handicap, and their
attitude was one of resignation rather than tolerance.
Psychiatrically disordered mothers of DS children
did tend to perceive their children as having behav
iour problems, whether they actually had them or
not.

In child psychiatric literature, the association
between parental psychopathology and childhood
psychiatric disorder is well known. Various expla
nations have been suggested-genetic, based on
family studies (Crowe 1983) and adoption studies

Discussion

There was greater maternal age and a higher level of
maternal education, with a bias towards upper social
class, in the families of the children with DS. In this
study, the older mothers included a significant pro
portion of women with degrees or professional
training which had necessitated postponement of
child bearing. Younger children with DS tended to
come from smaller families, unlike those formerly
typicalâ€”usually in social classes IV and Vâ€”where a
child with DS would be born at the end of a long
sibship. The social class distribution of our controls
did show an opposite bias towards social classes IV
and V, as has been reported in other recent studies
of the family background of retarded children
(Cooper & Lackus, 1984).
We found no evidencethatoldermotherswere

more vulnerable than younger ones, or that they
were less effective in rearing these difficult children.
There was lesssupportfrom grandmothersinthe
DS group, which can be explained on grounds of
age, as these older mothers did not themselves have
mothers capable of offering them support.

The comparatively easy recognition of DS influ
ences decisions made not just by the families them
selves but by the community on how the child is
reared, as is seen in the preschool period. The chil
dren are set off on a different pathway early in life,
long before any objective measure can be made of
the extent of intellectual impairment.

There is little evidence from this study to support
the idea that bringing up a child with DS is mark
edly less stressful than rearing one with mental
retardation due to other causes, although indications
of other social problems were seen in the control
families. No large differences in morbidity emerged
among the parents in the two groups. Divorces were
more common in the control group, although the
quality of those marriages where husband and wife
remained together differed little.

The incidence of psychiatric disorder in both
groups of fathers was not markedly higher than that
found in the general population, of whom 10.9% in
surveys using the PSE have sufficient symptoms to
be regarded as â€˜¿�cases'(Wing et a!, 1981). The higher
incidence in the mothers can be interpreted as
supporting the theory that they carry most of the
burden and show most ill-effects. However, even the
finding of 24% is not dissimilar to those of maternal
disorder in families bringing up normal children
under difficult circumstances (Brown & Harris,
1978; Richman et a! 1982).

Unhappy marriages are clearly associated with
psychiatric disorder in parents in this group, and
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(Bohman, 1978) and environmental, the latter with
particular emphasis on the effects of marital discord
which often accompanies parental psychopathology
(Quinton & Rutter, 1985). Most published work on
families of handicapped children, particularly those
who are mentally retarded, looks at the problem
from the opposite point of viewâ€”that the child's
disturbing behaviour is the cause of â€˜¿�stress'to the
parent, and hence of the symptoms, both physical
and mental, which may result. Stress in our DS
families is shown by the mother's perception of the
child's behaviour as a problem.

Behaviour disorder in the DS child in this study
was as common in social class!! as in IV and V. This
certainly does not fit with the findings on children
in the normal range of intelligence, and is more
in keeping with the hypothesis that in families with
a retarded child the development of a behaviour
disorder in that child is related to factors within
the child rather than to environmental influences,
especially within the family. A retarded child with a
behaviour disorder in the home is certainly stressful,
but psychiatric disorders in the parents studied by
us, particularly the mothers, bore no simple rela
tionship to the presence of behaviour disorder in the
child, any more than they did to other measures of
handicap. Other social problems compound this issue
in the most deprived families, where the greatest
ill-health and marital misery is found, but different
factors must be operating in classes I and I!.

The longitudinal study (Gath, 1977) showed that
effects on a marriage occurred very soon after the
birth of a child with DS and our follow-up of the
families of children first seen in infancy indicates
that behaviour disorders are likely to develop in
families which have long-standing problems. In the
present study, families where both parents were well
and had a good harmonious marriage were in the
minority in both DS and control groups, but where
they occurred, they did so irrespectively of the ages
and sexes of the affected children.

However, family influences alone can by no
means explain the development of behaviour dis
order either in children with DS or in controls. In
the longitudinal study, communication problems
with marked speech delay were found to be closely
related to behaviour disorders, as also was general
severe retardation. Both groups of children in this
present study have been assessed using Adaptive
behaviour scales and more detailed psychological
testing of the DS children has also been carried out.
These findings will be further analysed in relation to
behaviour disorders in a later paper.

Conclusion
The family backgrounds of children with
Down's syndrome have somewhat different socio
demographic features from those of other children
with a similar degree of intellectual retardation.
These differences can be summed up as a bias towards
relative social advantage and easy parental recog
nition of the handicap in contrast to an opposite bias
towards social deprivation and parental uncertainty
in the control group whose retardation resulted
from various known and unknown causes.

In our previous paper, the myth of the child with
DS being an easy child was found not to be valid,
so the apparent advantage of early diagnosis and
the higher chance of being born to more educated
parents does not spare the majority of families from
the initial grief or long years of very hard work
involved in rearing them. Marital discord is common
and is associated with behaviour problems in the
retarded child. This was even more true in the fami
lies of our control children than in families of those
with DS. The finding that psychiatric morbidity is
higher than in the general population in mothers, but
not in fathers, in both groups suggests that the carer,
usually the mother, has a heavy burden and is at risk
of developing psychiatric disorder. That the risk is
much the same for other women rearing children in
difficult circumstances does not detract from the
importance of this finding, since the others are likely
to improve as their children grow up, whilst mothers
of mentally handicapped children will face an even
greater problem as their children leave school but not
home. The options are least for those children who
are doubly handicapped by difficult behaviour as
well as mental retardation. Families who would be
able to cope adequately with the demands of ordin
ary family life are now being asked to take on an
exceptional role with no time off for an indefinite
period. Even the most stable and healthy families
require more help from outside than is easily avail
able at present. Those with additional problems
will need the services even more desperately but may
be less able to obtain the help to which they are
entitled. Services, therefore, must be sufficiently
flexible to be able to respond to individual needs but
this must not be at the expense of either the self
respect of the family or the well-being of the child.
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