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SYNOPSIS

The criteria of mental subnormality are complex, uncertain,
and not self-consistent. Confusion arises because of errors of
measurement, faulty standardization of tests and measurements,
differences in growth patterns, environmental influences, and lack
of agreement between the different criteria for diagnosis. Fluctua-
tions in the threshold of community tolerance make the term
" mental subnormality " only a relative one, useful mainly for
administrative purposes. There is evidence to suggest that mild
subnormality is not an irreversible condition.

Surveys of prevalence have been of three main sorts: psycho-
metric, clinical, and follow-up. Some of the main findings from
each of these are summarized. Since mild subnormality is to a
large extent a culturally determined disability, it follows that
cultural changes can do much to diminish its occurrence. In parti-
cular, better maternal and child health services, more adequate
educational provision, social welfare, vocational guidance and
training services, and a condition of full employment would together
greatly reduce the prevalence of this, the commonest form of mental
subnormality.

Although many countries make some provision for their mentally
subnormal, there are few reliable statistics of the prevalence of mental
subnormality in different communities. This is partly because the criteria
are complex, uncertain, and not self-consistent, and partly because few
large-scale field-studies have been carried out. This paper discusses the
main criteria by which assessments of mental subnormality are made and
summarizes the findings of some of the principal prevalence studies that
have been undertaken.

* The term " mental subnormality " is used in this paper, instead of the more common terms " mental
deficiency " or " mental defect ", as a purely descriptive term to describe a condition of incomplete general
development of the mental function. This usage follows the nomenclature suggested by the Joint Expert
Committee on the Mentally Subnormal Child (convened by WHO, with the participation of the United
Nations, ILO, and UNESCO), the report of which is to be submitted to the WHO Executive Board in January
1954.

t This article will also be published, in Spanish, in the Boletfn de la Oficina Sanitaria Panamericana.
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Criteria of Mental Subnormality

In deciding whether a person is or is not mentally subnormal at least
six aspects of his present condition are considered relevant: (a) anatomical
and physiological; (b) intellectual; (c) educational; (d) social (social com-
petence); (e) occupational; and (f) temperamental or moral. Historical
and family circumstances are also considered. Among these are the socio-
economic status and occupational competence of other members of the
family, the family history, and the individual's own developmental and
educational history. For a diagnosis of mental subnormality to be made
the defect must have been manifest at birth or during childhood or ado-
lescence (for a distinction is made in psychiatry between mental subnor-
mality and mental deterioration or dementia occurring in later life). Many
writers insist too that the condition must be an " incurable " one, though
for diagnostic purposes this qualification, which for other reasons is mis-
leading, appears to be superfluous.

Diagnosis of severe and moderate subnormality-idiocy and imbecility-
is comparatively easy to make, at least by the time a child has reached
school age, since functional deficit is both general and marked. Physio-
logical and developmental criteria are employed, and these are supple-
mented by intelligence testing or other diagnostic assessment. To diagnose
mental subnormality of mild grade, however, criteria are employed which
depend to a considerable extent on social and educational factors. Diffi-
culties then arise for a number of reasons.

1. The criteria themselves are unreliably measured. An individual's
performance even on intelligence tests, which are more reliable than most
of the other measures used to diagnose mental subnormality, is by no
means constant from one test to another. And though, when a group of
children is tested and retested on a standard measure such as the Binet
test, the average intelligence quotient (IQ) remains much the same, the
IQ's of individuals vary considerably. One reason for this individual
variation is the unreliability of the measurements. For example, in a test
with the test-retest correlation of 0.9 on immediate retesting, and a standard
deviation of 16 points, one out of every three children obtaining an average
score of 100 on the first test would obtain a score on being retested of above
107 or below 93 points because of " errors of measurement ". On the basis
of the same data one out of every ten children with average scores of 100
on the first test would obtain a score above 112 or below 88 on the second
test, assuming no learning to have taken place.25 If the same assumptions
are made about children who score only 80 points on the first test, one in
three will score less than 73 or more than 87 points on retest, and one in
ten less than 68 or more than 92 points. The significance of " error " of
this sort in relation to diagnosis of mental subnormality is obvious, especially
when a low score is obtained on a single test.
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Where test-retest correlations are lower than 0.9 the variations from test
to test are of course greater-and few psychological tests have a reliability
as high as 0.9. And where assessments of subnormality depend on clinical
judgments of social or occupational success the extent of error is certainly
greater.

2. A further difficulty of interpretation in the case of most intelligence
tests and other measures which have no absolute scale of measurement but
are scored in terms of deviations from an average score is that the range
and standard deviation of scores of different tests differ. Here too intelli-
gence tests may be used to illustrate the difficulties that arise.

Early revisions of the Binet test were believed to have a standard devia-
tion of about 12 or 13 points; in consequence, an IQ of 70 points was
thought to fall about 2½2 standard deviations below the mean and cut off
about 1 % of the population, who were regarded, partly on clinical grounds,
as being mentally subnormal. On some more recently devised tests, however,
the standard deviation is nearly twice that figure. An IQ of 70 points on
these tests falls just over one standard deviation below the mean and so
cuts off about 10% of the population. Unfortunately the idea that an
IQ of 70 points marks the " upper limit " of subnormal intelligence has
persisted unchanged despite the differences in the tests used.31

Even the same test sometimes has fluctuations in the standard deviation
of scores at different ages, owing to errors of standardization. These affect
in particular scores which deviate markedly from the mean. Thus, the 1937
revision of the Stanford-Binet scale, perhaps the most elaborately stan-
dardized intelligence test ever devised, has standard deviations which vary
from 13 points at the age of 6 years to 20 points at the age of 12. An IQ of
74 points achieved by a 6-year-old child on this test is in consequence
equivalent to an IQ of 60 achieved by a 12-year-old on the same test.
Though Terman & Merrill 29 note the difference in the standard deviations
at different ages they do not make corrections for size of standard deviation
in the tables of IQ's given at the back of their book. It has been left to their
colleague Professor McNemar 20 to publish the " corrected" IQ's for
children of different ages. This he does in a technical discussion which is
unknown to many of the psychologists and doctors who use the test as a
diagnostic tool for the discovery of mental subnormality.

Uncertainties regarding the meaning of a score or record obtained from
inadequately standardized data thus add to the difficulty of making an
assessment of mental subnormality. The samples on which tests are stan-
dardized are also in many cases not representative ones, and serious bias
enters into many of the published norms of behaviour or intelligence because
of sampling errors. Both the Gesell norms and the Binet test have been
criticized on this score.

3. Even if there were scales for measuring subnormality which were
absolutely reliable-in the sense that there would be perfect agreement
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among qualified observers or different test scores as to each person's
standing on the scale-prediction of subsequent performance might still
be very fallible. A diagnostic estimate of present mental functioning gives
us only one point on a curve of growth and development. The slope of
this curve is not the same for all individuals.24 This is generally recognized;
but the extent to which performance fluctuates over a period of time has
received less publicity, in spite of the fact that two summaries ofthe literature
cite no less than 359 research studies published up to 1940 which have a
bearing on this problem.21' Typical of the findings obtained in longitu-
dinal studies of intelligence quotients obtained by testing and retesting the
same individuals are the results of Honzik, Macfarlane & Allen.12 These
show that scores on tests given to children under 2 years of age have
little or no relation to scores obtained during school age or adolescence.
Tests given to children of 2 years of age predict performance at the age
of 5 to an extent little better than chance (r = 0.32). Though the pre-
diction of subsequent performance on mental tests does increase with the
age at which the first test is given, prediction remains hazardous. If we
consider the extent of changes in IQ for the age period of 6 to 18 years, for
example, we find that nearly 60% of a group change 15 points or more;
the IQ's of 33% of the group change 20 or more points; and the IQ's of
9% of the group change 30 or more points. Only 15% of the group change
less than 10 points of IQ. Honzik, Macfarlane & Allen conclude that
" a prediction based on a six-year test would be wrong to the extent of
20 IQ points for one out of three children by the age of 18 years, and to the
extent of 15 IQ points for approximately six out of ten children ".

The popular notion that the IQ remains constant throughout life is
thus seriously misleading, and similar unreliability of prediction obtains
elsewhere. Physical growth is by no means even and continuous,8 though
the effects of serious injury or defect in early childhood on subsequent
growth or development may be predictable with considerable accuracy.
Subnormality definable only in educational, social, or occupational terms
is much more subject to change.

4. In many of the longitudinal studies which have been carried out to
examine the constancy of the IQ, environmental conditions have remained
more or less the same throughout the period of study. Children living in
their own homes usually live under conditions which do not vary very
greatly over a period of years. Some studies have, however, been made of
the effects of environmental stimulation on mental-test performance. Most
work on this aspect of mental growth has been concerned mainly with
changes in the amount of cognitive stimulation. Perhaps the most striking
example of the effect of environment has been given by Klineberg 17 who
has shown that the intelligence quotients of negro children living in the
more liberal northern States of the USA are on the average higher than
those of white children living in the south, despite the discrimination and
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restriction still operating against them. The mean IQ of samples of
American negro children is in fact a linear function of their cultural
emancipation.

Other evidence has been summarized by Woodworth -" who has reviewed
the literature on heredity and environment in relation to mental-test per-
formance. Woodworth comments that " radical differences in education
can create substantial differences in intelligence, so far as intelligence is
measured by our tests. Differences in IQ as great as the standard deviation
of the population have been found in several instances, corresponding to
large differences in educational advantages... The educational environ-
ment, taken in a broad sense, has a marked effect on such intelligence as
we are now able to measure ". Vernon 34 in a review of other investigations
has recently put forward similar views. Both Woodworth and Vernon,
however, believe that intelligence tests are good measures of the relative
intellectual standing of individuals in a culturally homogeneous sample.

Recently attention has been drawn to the importance of environmental
factors in influencing the IQ of certified defectives. An outstanding study
is that by Clarke & Clarke 5, 6 who also review the literature. Clarke &
Clarke report that adolescents and adults who come into a mental insti-
tution from a home environment which is " very bad ", as assessed by 12
clearly defined criteria, show substantial rises (a mean of 10 points) in IQ
during the relatively short period of two years after admission, whereas
those who come from environments which are less bad show only the
increase which would be expected on immediate retest. Changes in IQ
in the group coming from " very bad " homes ranged up to 25 points,
and it is obvious that many of the increments which occurred over
this time interval did not represent the total increment which the
individual had already made or would make in the future. Honzik
and her collaborators 12 have shown that some normal children show
consistent upward or downward trends in IQ over periods of many years,
and they report changes of up to 50 IQ points. Though similar studies with
defectives have been carried out in the past, the numbers of cases have
been small and the statistical and experimental controls inadequate. The
study by Clarke & Clarke is free of the weaknesses of the earlier studies.

The whole subject of environmental stimulation is at present in need of
much more research, especially in relation to mental subnormality of mild
grade. Bowlby 2 has drawn attention to this need in his study, which was,
however, concerned mainly with the formation of character. Intellectual
aspects are no less important and indeed cannot be separated from emotional
and social aspects. It is to be expected that within the next few years our
knowledge of this matter will change very considerably. Today we know
only enough to make us cautious in our diagnosis of mental subnormality
and unwilling to make dogmatic predictions as to the future performance
of individuals regarded as subnormal.
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5. Discussion so far has been concerned solely with the reliability and
validity of measurements of single aspects of function. But mental sub-
normality is not a clinical entity, and, as was mentioned above, diagnosis
is made on the basis of many criteria. Between the different criteria used
the correlations tend to be low, so that a person judged grossly subnormal
in one aspect of behaviour would often not be judged so in others. Intel-
lectual and temperamental qualities, for example, are not closely associated
with each other; nor is school success necessarily a good predictor of occu-
pational adjustment. Even where there is a close association between
different indices of function as is the case between intelligence-test scores
and academic success (for many intelligence tests are constructed in order
to predict school success), the prediction of one measure from the other
will still be very inaccurate in individual cases.

6. Finally, and in many ways most important, what constitutes sub-
normality is to a very large extent socially determined by the thresholds of
community tolerance, as McCullough 19 has pointed out in a brilliant
paper. These are so subject to change in the light of changing social and
economic circumstances that even the most accurate and sensitive diagnostic
tools are not likely to be able to predict with accuracy whether one and the
same person in different social circumstances will be classifiable as mentally
subnormal.

Thus we cannot tell from cross-section studies how many of those who
are judged subnormal as adults might have been judged normal as children,
or how many subnormal children grow up into adults who are regarded as
normal. Nor can we tell from surveys how many adults who are socially
incompetent during periods of heavy unemployment would have been so
under conditions of full employment, or how many socially incompetent
persons in rural areas would have been above the threshold of community
tolerance in urban areas and vice versa. We do know from longitudinal
studies that the changes in functioning are very considerable, and we can
deduce from incidence rates obtained in cross-section surveys that the
proportions of the population of different age-groups who are regarded
as mentally subnormal differ greatly. These two points-the dependence
of the diagnosis on the age at which the condition is diagnosed and the
influence of socio-economic conditions in determining whether the diagnosis
is made at all -are taken up again in the discussion at the end of this paper.
They should be borne in mind, however, in considering the surveys that
have actually been carried out.

Assessments of the Prevalence of Mental Subnormality

Surveys of mental subnormality have been of two main sorts: psycho-
metric studies; and field studies, which have usually employed both intel-
ligence tests and clinical techniques. A third type of study relevant to the
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matter of prevalence is the follow-up study of individuals classified as
subnormal during one period or other of their lives. These three types will
be briefly discussed.

Psychometric studies of mental subnormality
Much of the confusion regarding intelligence quotients has been cleared

up by Wechsler,35 whose book on adult intelligence gives a lucid summary
of the controversies. If we accept his conclusion that intelligence-test
scores are statistical concepts, it follows that they will be valuable as diag-
nostic tools for the discovery of mental subnormality chiefly for rough
screening purposes. A commonly accepted criterion of intellectual inade-
quacy so great as to make probable the diagnosis of mental subnormality
is a score on a suitable intelligence-test which falls more than two standard
deviations below the mean. Below this point, in a normal distribution,
2.27% of cases will fall. We may, if we wish, decide that an individual, in
order to be classified as subnormal, must obtain a score of more than two
standard deviations below the mean on some appropriate intelligence-test.
This is administratively convenient, and has clinical justification since sub-
normal people who need special care will require supervision, treatment, and
control which is likely to differ in important ways from that which people
of normal or superior intelligence may require. But it tells us little about
the prevalence of mental subnormality.

Surveys which have depended only on intelligence-test findings can
therefore be dismissed briefly. Penrose 23 has given a summary of some of
the most important studies. As might be expected, the results are not very
consistent.

" Binet and Simon (1907) quoted the findings of a ministerial commission in France
which reported 1 per cent. of boys and 0.9 per cent. of girls to be defective. They also
mentioned that other authorities had given much higher estimates: Vaney suggested
2-4 per cent. and Thamin and Abadie 5 per cent. for the proportion of defective children
of school age.

" American estimates, based on the testing of school-children, usually have varied
between 2 and 3 per cent. Naturally much depends upon definitions. As Yerkes (1921)
pointed out, according to a current definition that anyone with a mental age of 12 years
or less was defective, almost half the white males drafted into the American army in 1917
must have been defective. If, however, a mental age of 8 were taken as the limit, less
than 2 per cent. would fall into the defective group. Of the children entering school for
the first time in Massachusetts, 2.6 per cent. were considered to be defective and 11.2
per cent. retarded though not defective, by Dayton (1939). The figures are liable to differ
widely in different States or localities. The Scottish Survey (1933) led to an opinion that
more than 1.5 per cent. but not so many as 3 or 4 per cent. of school-children were to be
found in the mentally defective category. Dahlberg (1937) estimated that 3 per cent. of
boys and 1.7 per cent. of girls in Sweden required education in special classes for the
mentally defective."

Recent Scandinavian studies have been summarized by Fremming;,

they give results consistent with those mentioned above. A very large study
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has recently been completed in France 11 which, using a special scoring
and scaling technique for a group test administered to a very large sample
of children, arrived at prevalence rates which varied from 1 ½2% to 11 %
of schoolchildren depending on age; and German, American, and Swiss
work exists.

The prevalence rates given in all of these studies illustrate the uncertainty
of the diagnosis. Estimates are either made rigidly on the basis of some
arbitrary IQ figure-often without making corrections for the size of the
standard deviation or the nature of the test-or on the other hand are
reflections of the amount of special provision either available or recom-
mended in the communities in which the studies were made. Very few
writers have been aware of the nature of the assumptions they have made
in carrying out large-scale testing. A notable exception has been Cyril
Burt 3 who more than 30 years ago suggested IQ thresholds for mental
subnormality in regard to London children which were based on the amount
of special school accommodation available at the time.

Field studies

More comprehensive studies using criteria from a number of sources
have been made by a number of investigators who have carried out field
studies. A few of the incidences arrived at by former investigators are
quoted in the English survey known as the Wood Report.10 They are
given in the following tabulation:

Estimated number
Year Investigation of mentally deficient,

per 1,000 of population

1906 Royal Commission 4.61
1915 New York State Commission 4.13
1915 W. E. Fernald 4.00
1915 Porter County (Indiana Survey) 7.35
1916 Newcastle County (Delaware Survey) 3.82
1916 C. H. Strong's investigation of New York charities 3.40
1916 Nassau County (New York Survey) 5.44

The Report comments that it is " so difficult to compare the conditions
and standards of these investigations ... that it would be an unprofitable
task to attempt a detailed discussion of these various estimates ".

The Wood Report is itself the most thorough and best known of all
studies that have been carried out. An investigation was made of six
representative areas in England and Wales, having in all a population of
over 600,000. They included three urban and three rural areas. The survey
was carried out by a single medical investigator, Dr. E. 0. Lewis, who had
also been a teacher. He was particularly well-qualified to make his clinical
assessments.
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For the investigation of schoolchildren a threefold process of selection
was employed. TU& headmaster or class master was asked to select the
15% of each age-group in his school who were considered the most back-
ward. This group was examined with group intelligence-tests, and the
children who secured the lowest number of marks on these were examined
individually by the medical investigator. The individual examination
consisted chiefly of the application of intelligence and educational tests,
and a routine physical examination. Six per cent. of children in infants'
departments of the schools were examined individually, as were all children
with paralysis or epilepsy or those who were " abnormal temperamentally ".
Special attempts were made to visit children who did not attend school,
either because they were too young, of too low a mental grade, or because
they had left school but not yet attained the age of 16 years. Their names
were obtained from the local mental deficiency authorities, the officers of
the child welfare clinics, health visitors (public-health nurses), and district
nurses. Children not at school because they were over school age were
brought to notice by head teachers.

TABLE I. INCIDENCE OF MENTALLY DEFECTIVE CHILDREN AND ADULTS,
PER 1,000 OF GENERAL POPULATION, IN ENGLAND AND WALES, 1929

Children Adults
Grade under 7 years 7 years of age t Adults and

of age and over talchildren

Feeble-minded

male 0.22 1.59 1.81 1.58 3.39

female 0.15 1.40 1.55 1.76 3.31

total 0.36 3.00 3.36 3.34 6.70

Imbeciles

male 0.07 0.31 0.38 0.46 0.84

female 0.06 0.23 0.29 0.39 0.68

total 0.13 0.54 0.67 0.84 1.52

Idiots

male 0.02 0.07 0.09 0.11 0.19

female 0.01 0.06 0.06 0.09 0.15

total 0.02 0.13 0.15 0.19 0.35

All grades

male 0.30 1.98 2.28 2.14 4.42

female 0.22 1.69 1.90 2.24 4.14

total 0.52 3.66 4.18 4.38 8.57
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The investigation of adults proved a more difficult task, and Dr. Lewis
had to rely on a large number of sources, some statutoy, some voluntary.
The local authority under the Mental Deficiency Acts, 1913 to 1927, the
Local Education Authority, the Poor Law Authority, the medical officer of
health and other medical authorities, charitable institutions and homes,
shelters and common lodging houses, the clergy-these were some ofthe
sources of information. Systematic mental testing was not possible with the
vast majority of adults ascertained in this investigation. Lower-grade
cases were comparatively straightforward; but the mildly subnormal had
to be approached with great tact. Many borderline cases were excluded
because of lack of sufficiently definite evidence to justify their inclusion
among the ascertained mentally subnormal. The survey was thus incom-
plete as far as adults were concerned, but contained all the cases who could
with certainty be included in the category.

On the basis of his findings, Dr. Lewis concluded that just under 1% of
the population could be classified as mentally subnormal. The incidence
of subnormality, and particularly of mild subnormality, was found to be
considerably higher in rural than in urban areas. (Selective migration to
the towns was believed to be the main factor responsible for the higher
incidence in rural areas). The prevalence of mental subnormality per
thousand of the total population is given in table I. In this table,
urban and rural areas are given equal weighting, though in England
and Wales, according to Dr. Lewis's findings, the prevalence of mode-
rate and severe subnormality among children in rural areas is 38% higher
than in urban areas, while the corresponding figure for mild cases is 70 %.

Several conclusions from Lewis's study are relevant to the present
paper:

First, of every 100 mentally subnormal persons, it was estimated that
approximately 75 were feeble-minded, 20 imbeciles, and only 5 of idiot
grade. In other words, the greatest proportion of the subnormal were of
mild grade and potentially capable of being taught to make a fairly adequate
social adjustment in certain circumstances. Other investigators have also
found that the proportion of mild subnormality greatly outweighs that of
more severe cases.

Secondly, the prevalence ofmental subnormality varied greatly according
to the different age-groups. Few children of less than 7 years of age were
diagnosed as mentally subnormal; during the period of school age the
incidence of diagnosed subnormality rose sharply; and in adulthood the
proportion certifiable as subnormal again dropped.

Very similar findings have been obtained by Lemkau, Tietze & Cooper,18
who carried out a smaller survey of mental health problems in the Eastern
Health District of Baltimore (population 55,000). In table II, Lewis's
data have been re-analysed to show the distribution per thousand of the
population of defectives of different ages. Table II also includes data from

432



PREVALENCE OF MENTAL SUBNORMALITY 433

TABLE II. DISTRIBUTION OF MENTAL DEFECTIVES
BY AGE, PER 1,000 OF THE GENERAL POPULATION,

IN TWO SURVEYS

Survey
Age in years

England & Wales* Baltimore **

0-4 1.2 0.7

5-9 15.5 11.8

10-14 25.6 43.6

15-19 10.8 30.2

20-29 8.4 7.6

30-39 5.7 8.2

40-49 5.4 7.4

50-59 4.9 4.5

60 and over 2.9 2.2

All age-groups 8.6 12.2

* Based on data from the Wood Report.1'
** Based on data from Lemkau, Tietze & Cooper."

Lemkau, Tietze & Cooper's Baltimore study. (The Baltimore figures for
persons more than 20 years old are approximate; they have been recon-
structed from data classified according to a different age-distribution.) The
data given by the Baltimore investigators include both whites and negroes,
which may account in part for some of the absolute differences in prevalence.

The two sets of data show a common pattern. The Baltimore investi-
gators comment that the large differences between children and adults
cannot be explained by attributing them to the known higher death-rates
among the mentally subnormal, since the decline with age is greatest among
mild cases and smallest among the moderate and severe cases. If differential
mortality were an important factor the opposite would be true, since death
rates are highest among idiots and lowest among morons. Differences in
definition and ease of case-finding are responsible.
A third conclusion reached by Dr. Lewis was that, contrary to general

belief, the rural defective adult is a more conspicuous failure than the urban.
In the country, people work alone during the greater part of the time.
Hence they must have initiative and independence-at least where farming
is highly mechanized, as in England. This conclusion, which may not be
true of all countries, should serve as a warning against the complacent
attitude sometimes adopted towards the rural defective, and dispose of the
argument that in countries where agriculture uses 20th-century techniques
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farm work is the ideal occupation for the simple-minded. (It may be added
that similar arguments could be applied to domestic service for women.)

The Wood Report and the Baltimore investigation are perhaps the two
most thorough studies that have been made of populations large enough to
enable conclusions of some general interest to be drawn. There are, how-
ever, a number of other studies which have been carried out, many of them
in Scandinavia. Fremming,9 who has himself carried out an investigation
on the Danish island of Bornholm, has given a useful review of the Scan-
dinavian literature.

Fremming in his own investigation distinguished between " mental
defectives, whose development does not reach beyond that of an eleven-
year-old child (IQ 70-75), and milder cases of retarded development whose
IQ is above 75 but below 90". We may note here that on a test with a
mean of 100 and a standard deviation of 15 or 16, no less than 25 % of the
population would have IQ's below 90 and nearly 5%, IQ's below 75. The
value of the criterion of retarded development used by Fremming is thus
limited.

In addition, Fremming took into account " the power of social adap-
tation no less than the results of intelligence tests". Since he used the
biographical method, tracing the history of all the 4,130 persons born on
the island between 1883-1887 for whom information could be procured up
to 1939, when the investigation was begun, he was unable to make extensive
use of intelligence tests; he relied instead partly on psychiatric examinations
conducted in the home, and partly on information collected from relatives,
doctors, schoolmasters, employers, or local welfare officials. His criteria
were mixed, and, as he was concerned with the expectation of mental
infirmity rather than with the prevalence at any one time, his findings are
not strictly comparable with those mentioned earlier. Some interesting
results of this investigation of a rural area do, however, emerge.

There were 55 mentally subnormal persons among the 4,130 included
in the total sample. The frequency was thus 1.33%±0.18%. More than
three-fourths were morons. Those of imbecile grade had been cared for
in public institutions and had been incapable of serious work. The idiots
had died young. Just over half of the morons were in public institutions
or receiving public relief. All were described as slow, inferior workers,
none had been able to keep up with fellow pupils at school, few could
calculate, and some were illiterate.

For comparison, Fremming gives the results of similar investigations
carried out elsewhere. The prevalence rates differ considerably.

By a genealogical investigation Str6mgren 28 found 0.70% mentally
subnormal individuals in a sample of the Danish population; but by
using the census method the figure was raised to 3.12%. In Finland,
M. Kaila 13 carried out a comprehensive investigation according to the
census method. Among the adult population he found 0.44% mentally
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subnormal, but in the age-group 10-14 years, which was closely investigated,
he found 1.2%. In Sweden, Tortsen Sjogren 26 determined the frequency
of mental subnormality by a genetic-statistical and psychiatric survey
of a limited rural area (9,000 persons). He found the expectation to be
0.80%±0.10%. Fremming claims that the results of these and other
Scandinavian investigations are fairly similar; they give the figure for
certifiable mental subnormality as 1%-1'/2% of the population. But, as
was pointed out above, there is little value in giving an overall figure of
the prevalence of mental subnormality in view of the large differences
found in different age-groups. Rather, each age-group should be consi-
dered separately.

Follow-up studies
Follow-up studies of adults who as children or young persons were

classified as mentally subnormal provide a third source of information
about the prevalence of mental subnormality. Many such investigations
have been carried out, particularly in the United States of America, and
several reviews have been made of the literature.16' 23, 27, 32, 33 The propor-
tion of mentally subnormal children who grow up into essentially normal
adults is always high, varying from about one-half to three-quarters in
most studies. Investigations carried out since the war under conditions
of full employment have resulted in figures which are higher than those
given in pre-war studies when there was mass unemployment.

Typical of these studies is an investigation carried out by Baller 1 in
1935 of a group of 206 adults who as children had been classified as men-
tally subnormal, and continued by Charles 4 fifteen years after. Baller
found that at the time he made his enquiries more than 80% of the sample
were self-supporting, though 60% had had some relief during the depres-
sion years. Charles also found 83 % of the sample self-supporting, the
range of occupations being from " managerial positions 'to unskilled
labour". The proportion needing relief of some sort from the State or
from social agencies declined with each successive period after the depres-
sion, showing that the subjects were able to take advantage of improv-
ing economic conditions. They were on the average 42 years of age at the
time Charles carried out his study in 1950.

Of the sample, 80% were married, and 80% of these had children.
The number of children per family was slightly less than the national
average, and they formed a representative sample of the general popula-
tion of children (mean IQ- 95; standard deviation = 16 points). In
short, though about 20% of the subjects were in institutions or under
the care of their parents, the remainder of these persons who as children
had been certified as mentally deficient on clinical, educational, and psy-
chometric grounds were able to live independent lives which differed
little if at all from those lived by " normal " adults.

9
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This study and the many others of its kind fully bear out the state-
ment made earlier that it is quite false to think of mild subnormality as
something fixed and incurable. It is, rather, an administrative concept
and as such is related to the conditions and facilities available in the
community.

Discussion

Under the term " mentally subnormal ", two types of individuals are
included. One type, as Kanner 14 has pointed out, consists of individuals
" so markedly deficient in their cognitive, emotional and constructively
conative potentialities that they would stand out as defectives in any
existing culture . . . The other type is made up of individuals whose
limitations are definitely related to the standards of the particular culture
which surrounds them. In less complex, less intellectually centred societies
they would have no trouble in attaining and retaining equality . . . and,
some might even be capable of gaining superiority by virtue of assets
other than those measured by intelligence tests ". But as soon as scholastic
curricula demand " competition in spelling, history, geography, long divi-
sion and other preparations deemed essential for the tasks of feeding
chickens, collecting garbage and wrapping bundles in a department store ",
their shortcomings appear during their school life. These cases have been
termed here the " mildly subnormal ".

In highly developed countries the proportion of the general popula-
tion who suffer from moderate or severe subnormality is probably about
three per thousand, if the Wood Report figures are representative (see
table 1). Their average life-span is shorter than that of the general popula-
tion. Kaplan 15 reported that the average life-span of 768 imbeciles and
idiots was 26.6 years for imbeciles and 19 years for idiots; and Dayton 7

found the death rate for idiots five times, and that for imbeciles two-and-
a-half times, that of the general population. Mongols, who form the
most common of the clinical types, occur approximately three times in
every two thousand births. Their mortality is high and the life expectancy
now about 12 years.22

We can expect in the future that morbidity and mortality tables will
be made available for each of the other clinical types; and, as our know-
ledge increases, the incidence rates of moderate and severe defect will become
better known. Overall figures for patients by grade are helpful only for the
planning of services.

All the evidence indicates that the number of mildly subnormal is
much greater than the number of moderate and severe cases. Their dis-
abilities are educational and social rather than physiological, and for the
most part they exist only in relation to certain types of society. At the
present time the proportion of school-leavers who need special place-
ment in jobs and special supervision is perhaps 0.5 %. The number decreases
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as adolescents grow to maturity. How many need institutional care can
be determined only in relation to alternative provisions open to them and
their parents, to the amount of unemployment, the social welfare services,
and the vocational guidance and training they receive. It is quite possible
that a healthy society, even if highly industrialized, might find only a very
small number of mildly subnormal persons who require special care, at
least in adulthood.

At the present time, the proportion of children considered educa-
tionally subnormal in different countries varies from about 1% to 4%;
a further 6% to 9% are so dull as to require special assistance within the
normal school system. But the number ascertained as educationally sub-
normal, and found in need of special educational treatment because of
their subnormality, also depends to a large extent on the size and nature
of classes in the schools, the facilities available to the teacher, and the
training and competence of the teacher. If classes were small enough there
would be few children who required special educational provision because
of educational subnormality.

Prevalence surveys of subnormality have differed in many ways. They
are alike in one respect: all have revealed a much higher prevalence of
subnormality than any society is known to make provision for. In parti-
cular, the needs of infants and pre-school children have been overlooked
and it is evident that much uncared for subnormality must exist among
children of pre-school age. Considered from the point of view of develop-
ing a comprehensive programme to meet the needs of the subnormal,
it is probable that energetic attempts to diagnose mental subnormality
at an early age would lead to the discovery of many more cases during the
pre-school years. To give suitable treatment and guidance to these during
childhood would impose new responsibilities on the maternal and child
health services and on the educational authorities. But, as a direct result
of the special care during childhood, there would probably be a marked
decrease in the number of cases who required special care during their
adult life.

The observations of the Joint Expert Committee on the Physically
Handicapped Child are relevant to this point. The committee drew a
useful distinction between the terms " primary " prevention and " second-
ary" prevention.

" Primary prevention relates to measures which prevent the initial occurrence of
physical handicap-for example, the control of tuberculosis. Secondary prevention
relates to early discovery, early diagnosis, and early and continuous medical treatment
and rehabilitation, so that the extent of the impact of the disability will be mitigated as
much as possible." 37

The need for the primary prevention of mental subnormality does
not require stressing-though the amount of money spent on research
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into primary prevention is still small. The importance of the secondary
preventive services has nowhere been fully realized.

R1tSUMIt

Cette etude cherche 'a pr6ciser les crit6res de diagnostic de l'insuffisance mentale et
resume les resultats de quelques enquetes sur sa frequence. (L'expression ((insuffisance
mentale )) a ete adoptee, au lieu de (( deficience mentale )) pour designer le developpement
general incomplet des fonctions mentales.) Peu de recherches statistiques ont ete faites
dans ce domaine, car les crit6res de diagnostic sont incertains et lies a des conditions
eeonomiques et sociales difficiles 'a valuer.

Les cas d'insuffisance mentale grave ayant leur origine dans des malformations
cong6nitales ou des traumatismes sont faciles a diagnostiquer. Pour les cas benins, les
criteres dependent en grande partie de facteurs sociaux et des conditions d'education.
Ils sont de ce fait fluctuants et n'assurent pas de resultats constants ou comparables
d'une epreuve a l'autre. Les marges d'erreur statistique, calculees pour les tests d'intel-
ligence, sont si larges qu'elles peuvent fausser les conclusions; de plus, elles varient aux
differents ages. Meme si l'on admet que les tests sont valables pour un certain age, on
doit reconnaitre que leur valeur de prevision est tres restreinte. A un age donne, on ne
determine, en mesurant l'intelligence, qu'un point sur une courbe de developpement
qui n'est pas la meme pour tous les sujets. Des etudes ont montr6 qu'entre 6 et 18 ans,
le quotient d'intelligence varie de 15 points ou plus chez 60% des enfants d'un groupe.
I1 a et6 demontre, d'autre part, que l'education et la stimulation du d6veloppement
qu'elle imnplique affectent considerablement le degre d'intelligence d'un meme enfant.
L'idee courante selon laquelle le quotient d'intelligence ne varie pas au cours de la vie
est erronee. La notion d' anormalite )) qui n'est definissable qu'en fonction de facteurs
sociaux, d'education et de travail, est encore plus fluctuante. Les criteres de diagnostic
sont multiples et les conclusions tir6es de l'un des aspects du comportement peuvent
etre infirmees par l'evaluation d'autres aspects. Enfin, la definition de l'anormalite
depend en grande partie du seuil de normalite admis par la collectivite ou vit le sujet.
Suivant les conditions sociales ou economiques du moment, la meme personne peut
etre consideree comme normale ou insuffisante lorsqu'elle est examinee en vue d'un
emploi, par exemple, en periode d'intense ch6mage ou, au contraire, de penurie de
main-d'oeuvre. D'une fagon generale, la relativite des tests engage A la prudence dans le
diagnostic de l'insuffisance mentale chez les enfants et dans la prevision de leur deve-
loppement intellectuel.

Les enquetes faites en vue d'etablir la frequence des insuffisances mentales ont ete
effectuees a l'aide de tests psychometriques sur des groupes restreints et par l'e'tude
statistique de groupes plus etendus de la population.

La relativite des tests se reflete dans les resultats des etudes psychometriques qui ont
abouti, parfois, A des resultats divergents. Des enquetes poursuivies parmi les eco-
liers ont donn6 2-3% de deficients mentaux aux Etats-Unis, 1,5-3% en Ecosse, 3% (chez
les gargons) et 1,7% (chez les filles) en Su6de.

Les etudes sur des groupes de population ont ete rendues plus difficiles par le fait que
les adultes se pretent moins volontiers aux examens. Les resultats cites dans le Wood
Report donnent 4,61-7,35 d'insuffisants pour 1.000 personnes, dans certaines regions
des Etats-Unis. Le chiffre maximum de 1% ressort des derni6res enquetes faites par
Lewis dans six regions d'Angleterre et du Pays de Galles. Les insuffisances mentales,
surtout legeres, sont plus frequentes dans les campagnes que dans les villes. Sur 100 insuf-
fisants, on compte 75 debiles, 20 imbeciles et 5 idiots. Les insuffisants legers, de beaucoup
les plus nombreux, sont capables le plus souvent d'etre eduqu6s et adapt6s i une activit6

438



PREVALENCE OF MENTAL SUBNORMALITY 439

sociale. Une etude dans la region de Baltimore (par Lemkau, Tietze & Cooper) a donn6
des chiffres du meme ordre. Lewis s'eleve contre l'idee courante que l'insuffisant mental
trouvera plus facilement place parmi la main-dkceuvre agricole que dans les villes. Cet
auteur pense que les techniques de l'agriculture moderne demandent au contraire plus
de sens des responsabilites et plus d'initiative que bien des occupations urbaines. La
meme remarque s'applique au travail domestique pour les femmes.

Les etudes sur l'etat mental d'adultes classes parmi les insuffisants mentaux alors
qu'ils etaient enfants, montrent que 50-70% de ces derniers sont devenus des adultes
normaux. Tandis que 20% des sujets etudies et suivis depuis l'enfance par Charles aux
Etats-Unis etaient dans des institutions ou A la charge de leurs parents, 80% etaient
maries et 80% de ceux-ci avaient des enfants qui constituaient un groupe representatif
de la population enfantine. II est donc faux de considerer comme ((incurable)) l'insuf-
fisance mentale legere manifestee par de jeunes enfants.

I1 existe deux types d'insuffisants mentaux: ceux qui sont trop gravement atteints
pour etre socialement assimilables et ceux dont les limites mentales sont contingentes
aux exigences des diverses formes de societes. Ils sont consideres comme insuffisants
dans les soci6tes hautement intellectualis6es, mais pourraient etre des 6lements sociaux
normaux la ou d'autres types de qualit6s sont requis. On admet que dans les societes
tres developpees 1 pour mille de la population est atteint d'insuffisance grave. La dur6e
de vie de ces sujets est inferieure A la duree tnoyenne de vie dans le pays. Le nombre des
insuffisants legers est beaucoup plus eleve : d'apres les tests d'instruction courante,
1-4% des enfants sont deficients, 6-9% doivent etre aides tout au long de leurs classes.

Les enquetes sur la frequence de l'insuffisance mentale ont toutes revele qu'elle
depasse les pr6visions et les dispositions prises par les pays. On ne s'est pas assez soucie
jusqu'ici des enfants d'age prescolaire et il est certain que des deficiences ignorees existent
dans cette classe d'age. Decelees A temps, et traitees, elles diminueraient d'autant le
nombre des insuffisants adultes. Donner des avis et des conseils sur le traitement des cas
et l'orientation durant le jeune age, est une tAche nouvelle qui vient s'ajouter A celles qui
incombent aux services de soins maternels et aux educateurs.
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