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Social factors associated with child mental health
problems in Brazil: cross sectional survey

Bacy Fleitlich, Robert Goodman

The prevalence of child psychiatric disorder in the
developed world is 10-20%, but in the developing world,
where children and adolescents make up a higher
proportion of the population, the prevalence may be
higher." Relatvely little is known about the extent to
which social risk factors identified in the developed
world also apply in the developing world." To guide
healthcare planning we used three contrasting samples
from the largest and most populous country in Latin
America to examine the association between child men-
tal health problems and social factors, such as poverty,
family violence, and parental mental illness.

Participants, methods, and results

Three contrasting neighbourhoods were selected from
a single district in south east Brazil: a new favela
(shanty town) of crowded makeshift dwellings, lacking
sanitation, and built on illegally occupied land; a stable
urban community; and a rural village. We aimed to
identify all 7-14 year olds (compulsory school years) in
these three areas from school registers. For the
children on school lists, we obtained informed parental
agreement to participation for 75% of the children
from the favela, 67% from the stable urban community,
and 95% from the rural village. Supplementary house
to house searches in the favela identified relatively few
additional 7-14 year olds who were not on any school
list—amounting to only 16% of the favela sample and
not differing significantly in social or psychiatric
characteristics. The total sample of 898 participating
children comprised 488 from the favela, 346 from the
stable urban area, and 64 from the rural area.
Children with probable psychiatric disorder were
identified by parents, teachers, and self report versions
of the strengths and difficulties questionnaire, using a
predictive algorithm that has been validated in both
developed and developing countries.” * In this study an
independent psychiatric assessment' of randomly cho-
sen children identified a psychiatric disorder in 23 of
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41 of those whose questionnaire results suggested psy-
chiatric disorder, compared with six of 40 of those
whose results did not (x*=13.1, 1 df, P<0.001). We
assessed social class from affluence and parental
education using standard Brazilian criteria—ranging
from A/B (middle class) to E (abject poverty and
illiteracy). Maternal psychiatric disorder was predicted
with the validated Brazilian cut off point on a self
report questionnaire (the SRQ-20)° Parents were
asked how the child was disciplined and whether the
child had witnessed marital violence.

The figure shows the univariate results and their
significance. In forward conditional logistic regression,
area (whether it was a favela or not) was no longer sig-
nificant (P = 0.84) once the effects of social class, mater-
nal depression, domestic violence, and harsh discipline
had been allowed for.
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Comment

Poverty, maternal psychiatric illness, and family
violence were all strongly associated with higher rates
of probable psychiatric disorders among Brazilian 7-14
year olds. Though it is tempting to conclude that the
social adversities caused the children’s behavioural
problems, the children’s problems may have evoked
maternal depression or harsh discipline. Another
possibility is that the social adversities and behavioural
problems both arose from unmeasured factors. The
higher rate of behavioural problems in the favela could
be accounted for by the associated poverty, maternal
psychiatric illness, and domestic violence; future
studies should investigate the possible role of social
capital and social networks in buffering the impact of
these social adversities. It did not need this study to
identify the importance of tackling poverty, parental
mental illness, or family violence in the developing
world, but tackling these problems is likely to have the
additional benefit of improving child mental health.
Moreover, our findings help to identify marginalised

groups of “at risk” children and families who should be
targeted for preventive or curative services.
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Skin cancer surveillance in renal transplant recipients:
questionnaire survey of current UK practice
P N Harden, S M Reece, A A Fryer, A G Smith, H M Ramsay

The risk of non-melanoma skin cancer is increased
after organ transplantation, with a prevalence and
annual incidence for the United Kingdom reported at
16.5% and 7.1-10.6% respectively.' * Non-melanoma
skin cancer presents at an earlier age and spreads more
rapidly in people who have received a transplant than
in the general population, and it often occurs at more
than one site. These factors result in substantial
morbidity and a sevenfold increase in mortality from
the disease, although absolute death rates are low.” The
high incidence, rapid growth, and increased metastatic
potential of non-melanoma skin cancer in transplant
recipients justifies a surveillance programme.' * We did
a survey to establish current practice in skin cancer
surveillance in UK centres managing renal transplant
recipients.

Methods and results

We sent a questionnaire to 65 UK centres that follow
up renal transplant recipients. The questionnaire asked
whether they did skin cancer surveillance, which staff
did the surveillance, and what the policy was for
educating patients about the risk of skin cancer.

Sixty one centres (26 surgical and 35 nephrology
centres) responded, collectively managing 16 264 renal
transplant recipients. Among the 61 respondents, 31
were consultant nephrologists or transplant surgeons
and 24 were specialist renal transplant nurses. The table
shows the results of the questionnaire. On-site
dermatology facilities were available in 54 centres. Thir-
teen centres did annual surveillance for skin cancer—by
a dermatologist (2 centres), nurse practitioner (4), neph-
rologist or transplant surgeon (4), and a combination of

nurse and nephrologist (3). Annual full skin examina-
tion (patient undressed to their underwear) was done in
12 of these 13 centres. Patients were educated about skin
cancer before transplantation in 36 centres and after
transplantation in 51. The mean number of transplant
recipients followed up was significantly higher in
surgical centres than in nephrology centres (P <0.0001)
(table). Furthermore, a higher proportion of surgical
centres provided education for patients (table). We

Skin cancer surveillance and education of transplant recipients
followed up in 61 surgical and nephrology centres. Values are
numbers (percentages) of centres unless stated otherwise

Surgical centres Nephrology
(n=26) centres (n=35)
Mean (SD) No of recipients 475 (208)* 113 (67)
Mean (SD) No of transplants per year 64 (32) Not applicable
Percentage of white patients 84.2t 90.2
Transplant clinic taking place 25 (96) 20 (57)
concurrently
On-site dermatology services 22 (85) 32 (91)
Education of patients about skin cancer:
Before transplantation 19 (73)§ 17 (49)
After transplantation 24 (92)1 27 (77)
Skin cancer surveillance (annual): 5 (19) 8 (23)
Full body examination 4 (80) 8 (100)
Screening performed by:
Dermatologist 1(20) 1(13)
Nephrologist or surgeon 1(20) 3 (38)
Nurse 1(20) 3 (38)
Nephrologist or nurse 2 (40) 1(13)
Training provided 2 (40) 2 (25)

*P<0.0001 (two sided ¢ test); tP=0.057 (Fisher’s exact test, 1 df); §P=0.051
(Fisher’s exact test, 1 df); 1P=0.018 (Fisher’s exact test, 1 df). All P values are
uncorrected for multiple comparisons.
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