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"The purpose of the National Health Service 

in Scotland is: 

- to promote good health 

- to diagnose and treat those who are ill 

- to provide health care for those with continuing needs." 

scottish Office. The National Health Service in 
Scotland. Framework for Action. 
Edinburgh, HMSO, 1991. 
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REMIT AND MEMBERSHIP OF THE WORKING GROUP 

Remit 

The Working Group was constituted in January 1992 at the request of 

the Director of Publ ic Health. The remit of the Group was to 

prepare a paper offering a public health perspective on the health 

needs of children in the Greater Glasgow Health Board area. 

This report is the outcome of intensive discussion and debate 

within the Working Group over a relatively short time-span. 

The membership of the Working Group was: 

Dr D stone (Convener) 

Dr Linda de Cae stecker 

Dr R Gardee 

Dr P Hanlon 

Dr Sheila Scott 

Dr J Womersley 

We gratefully acknowledge the assistance of Dr G Watt at various 

stages of the preparation of this report. 
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SUMMARY ANP CONCLUSIONS 

In January 1992, the Director of Public Health of Greater Glasgow 

Health Board established a departmental Working Group with the 

remit of preparing, as a matter or urgency, a paper on the health 

needs of children. This report is the outcome of that Group's 

deliberations. It comprises 

a conceptual formulation of the nature of the exercise 

an epidemiological profile of children resident wi thin Greater 

Glasgow Health Board boundaries 

a statement of the tasks of the health service in relation to 

children 

an outline service specification 

a list of priority areas for action 

For these purposes, a life-cycle approach has been adopted in order 

that service characteristics can be specified for each stage of 

development, from before conception to adolescence, in relation to 

public health , primary/community services, and secondary/tertiary 

care. The outline service specification indicates 71 requirements 

of a comprehensive child health service for Greater Glasgow Health 

Board in the 1990s. The report ends with a list of 12 priority 

areas for action including child health promotion, liaison with 

non-NHS bodies, information systems, pre-school surveillance, 

health visiting and school health services, adolescent health, 

training for primary care professionals, child protection, children 

with special needs, genetic counselling and prenatal screening, and 

specialised paediatric care. 
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I • BACKGROUND TO THE REPORT 

1.1 Health Needs Assessment in the National Health Service 

The White Paper "Working for Patients" described the changing role 

of the National Health Service away from planning and managing 

services for a catchment population towards identifying the service 

requirements of that population and planning and managing their 

purchase. At the centre of the NHS reforms lies the contractual 

process which was started in England in April 1991 and will be 

implemented in Scotland in April 1992. 

The starting point for the development of a contract is an 

assessment of the health needs of the population to be served. 

This assessment will be incorporated into the local health strategy 

which must take account of both national policy and local needs. 

The local health strategy will determine the purchaser's priorities 

as expressed in service specifications and contracts. The precise 

means by which these various components of the contractual process 

will interlock is not yet clear, but appears to approximate the 

sequence shown in FIGURE 1. 

The NHS Management Executi vel has suggested that there are three 

elements to health needs assessment: epidemiological assessments, 

comparati ve assessments and a "corporate" view. Departments of 

Public Health are likely to be able to contribute most to the first 

of these. 

Within the Greater Glasgow Health Board, a comprehensive needs 

assessment exercise has been initiated by the Department of Public 

Health with the aim of providing relevant information to the Board 

for the purpose of developing purchaser plans. This Report should 

be viewed within the context of that collective exercise. 
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1.2 Child Health Services in Glasgow 

The child health services in Glasgow, as elsewhere in the UK, are 

currently in a state of prolonged upheaval. The introduction of 

the 1990 general practitioner contract, combined with the long-term 

decline of the community child health service, has resulted in a 

substantial shift of pre-school surveillance and preventive work 

from community child health doctors to GPs. The consequences of 

this change, which has been reinforced in Glasgow by the 

publication of the Board's Community strategy2, remain unevaluated. 

In particular, the quantity and quality of services for children 

with special needs have been the subject of intense debate, much of 

which has focussed on the Board I s proposal to close the 

multidisciplinary Achamore Centre in Drumchapel. Nationally, there 

is a consensus that the intentions of the Warnock Report, 

enshrined in the 1981 Education (Scotland) Act, have been only 

partially fulfilled. Further uncertainty about the health care 

needs of the minority of children with severe disabilities has been 

created by the impending implementation of the Community Care Act, 

whereby Health Boards will be obliged to liaise closely with local 

authority social work departments in order to provide an adequate 

standard of continuing care for these children in the community 

rather than in residential institutions. 

Hospital services for children are also in a state of flux. 

Greater Glasgow Health Board has proposed that all acute services 

for children under 14 years should be provided at the Royal 

Hospital for Sick Children, Yorkhill, with the exception of 

regional specialties (particularly neurosurgery and plastic 

surgery) and communicable diseases. This will increase the current 

complement of 306 beds at Yorkhill to 346. The implications for 

Accident and Emergency and out-patient services will be 

substantial. All of these developments are currently the subject 

of debate between the Board and the relevant clinical committees. 

The present Report takes account of the rapidly changing nature of 

service provision for children, but no attempt has been made to 

analyse in detail the service options. Rather we have attempted to 
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provide a broad, epidemiologically-based framework within which 

these options can be considered. We have I however, sought to 

indicate the service implications of this framework in the light of 

the presumed objectives of the health service. To clarify our 

intentions I we expanded our original remit into a more precisely 

delineated statement of our aims. 
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II. AIMS 

The aim of the Working Group was to establish an epidemiologically

based framework for the planning of child health services in 

Greater Glasgow Health Board. 

More specifically, this Report is intended to assist those in the 

Board with responsibility for the development of a purchasing plan 

for child health services. To this end, we offer the following: 

a conceptual basis for needs assessment, 

an epidemiological profile of children resident within Board 

boundaries, 

a description of the tasks of the health service in relation to 

children, 

an outline service specification, 

a list of priority areas for action. 
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III. CONCEPTS AND DEFINITIONS 

3.1 The Nature of "Need" for Health Care 

As the perception of the need for health care varies according to 

who is making the judgement, it is impossible to obtain "pure" or 

objective measures of need. This subjectivity arises from several 

factors, including the nature of health and disease, the 

limitations of health data and the role of the health service. 

Heal th has been defined as "a state of complete physical, mental 

and social well-being, not merely the absence of disease or 

infirmity."3 Since few human beings achieve this sublime level of 

existence at any time in their lives, it follows that most of us 

have potential health care needs most of the time. Obviously, a 

line has to be drawn somewhere, and the selection of that point is 

open to debate. 

Even when a specific criterion of need is agreed, data are often 

not available with which to measure its frequency in the 

population. Paradoxically, the most accurate and ubiquitous health 

data are those which have arguably least relevance to healthy care, 

namely mortality statistics. 

Finally, the possible impact of the health care system on a 

criterion of need is often unknown. A need for health care implies 

that health care intervention can reduce the need. The NHS 

Management Executive1 has acknowledged the limitations of a concept 

of need defined as "the ability of the population to benefit from 

heal th care" mainly on the grounds that our knowledge of the 

effectiveness of a very large part of health care is either 

rudimentary or non-existent. Moreover, this definition appears to 

emphasize treatment (i.e. cure or care) to the exclusion of 

prevention (including health promotion). Since the objective of 
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the health service is to promote health as well as to treat ill 

health, the assessment of needs should take account of both 

treatment and prevention. 

In summary, health needs may be defined (inadequately) as the 

health care requirements of the population in relation to 

the prevention of illness 

the promotion of health, 

the treatment of acute conditions 

the care of individuals with longer term disabilities and 

disorders. 

3.2 Establishing an Epidemiological Framework 

The essential feature of the epidemiological method is that it is 

population-based. Since defining the denominator is critical to 

the derivation of epidemiological data, we have described health 

needs in relation to sub-groups of the total population of children 

using a life-cycle approach (FIGURE 2). We have included the 

preconception stage because of evidence that events at this time 

have a profound and lasting effect on fetal and child development. 

We also include adolescence because of the tendency for this age 

group to fall in the no-man's-land between paediatric and adult 

services. 

Within each of these sub-groups, varying needs for services arise 

depending on the objective of the service. We have depicted the 

service need categories as shown in FIGURE 3. These correspond 

broadly to the conceptualization of needs in terms of 

prevention/promotion, treatment and long-term care, but has the 

additional element of mortality which should not be overlooked in 

any epidemiological assessment of needs. 

By integrating denominators with need categories, a grid emerges 

(FIGURE 4) which, we ' suggest, offers a coherent framework for 

pursuing the process of needs assessment. The succeeding sections 
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demonstrate the utility of this grid for three purposes: first, for 

developing an epidemiological profile of the population which takes 

account of both the stage of the life-cycle and the service need 

category; second, for describing the ta~ks of the health service in 

relation to the grid squares; and, third, for deriving an outline 

service specification. 
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IV. AN EPIDEMIOLOGICAL PROFILE OF CHILD HEALTH IN GLASGOW 

The following profile is based on a modified version of the grid in 

FIGURE 4. It comprises four elements: demography, acute morbidity, 

chronic morbidity and mortality. 

4.1 Demography 

The number of sexually active fertile people in Glasgow is unknown. 

Each year, there are about 12,000 live births, 1,600 therapeutic 

abortions and 120 perinatal deaths. Children (0-14 years) 

constitute about a fifth of the total population. In 1991, there 

were about 172,000 children (with about a third of this figure in 

each quinquennial age group) residing in the Greater Glasgow Health 

Board area. Population projections suggest that the child 

population will increase to around 174,000 by the year 2001 (TABLE 

1) • 

4.2 Acute Morbidity 

Acute morbidity (or illness) in childhood presents either to 

primary or secondary care services (or both) , or remains 

unexpressed as a demand on the health service. Obtaining accurate, 

up-to-date representative data on morbidity is problematic. 

4.2.1 Acute morbidity presenting to primary care 

A high proportion of all children, particularly in the younger 

age-groups, attend their general practitioners with a symptom or 

disorder in the course of a year. The most common diagnostic 

category is respiratory infection (TABLE 2). Most of these 

illnesses are of a non-serious nature. About 6% of children under 

4 and 4% aged 5-14 'are referred to out-patients, and smaller 

percentages to in-patient and A & E care (TABLE 3). 
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Extrapolating these frequencies to the Glasgow population estimates 

for 1989 indicates the likely local pattern of acute childhood 

morbidity presenting to general practitioners (TABLE 4). 

4.2.2 Acute morbidity presenting to secondary care 
(hospitalisation) 

The main problem with hospitalisation information is its provider

dependent nature. The availability of hospital beds, varying 

admission criteria and local referral patterns are among the 

distorting influences on morbidity measured by this method. 

Accordingly, these data should be regarded with caution. 

TABLES 5 - 6 list the specialty groupings and diagnostic categories 

of childhood hospital admissions respectively. Under half of these 

admissions occurred in the explicitly "paediatric" specialties 

(surgical and medical paediatrics). The commonest reasons for 

admission were respiratory diseases and injury/poisoning. 

4.2.3 Unexpressed morbidity 

Several surveys have shown that most children suffer from acute 

symptoms of one kind or another at some time, and that not all of 

these are brought to the attention of caring agencies. The 

"symptom iceberg" is difficult to translate into unmet "need", 

however, and is not considered further in this report. 

4.3 Chronic Morbidity 

Chronic morbidity may be regarded as comprising several elements, 

the most prominent of which are chronic illness and chronic 

disability. There is some overlap between them. 
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4.3.1 Chronic Illness 

The most relevant national source of data is the General Household 

Survey (GHS)4; there are no recent local surveys. Greater Glasgow 

Health Board figures may be obtained by applying the GHS rates to 

the Greater Glasgow Health Board population. The numbers are based 

on self-reporting or parent-reporting of any chronic illness. 

Long-standing illness affects 16.7% of children under 15 years, or 

28,093 children in Greater Glasgow Health Board. Some conditions 

are congenital, others acquired ( e . g . sensory impairment). Just 

over a third of these children are perceived to have "limiting" 

(i.e. disabling) long-standing illness (TABLE 7). 

4.3.2 Chronic Disability 

Reviewing the literature 

Report5 concluded that 1 

available at that time, the Warnock 

in 5 children were likely to require 

special education facilities at some time in their school career, 

and that 1 in 6 at anyone time would have special needs. This 

latter figure (17%) is close to the GHS estimate of chronic 

illness. Warnock (along with other authors) assumed that a 

minority (in the region of 2 - 3%) would have continuing special 

needs arising from severe, chronic disability. 

A survey in 1988 of special schools in the Greater Glasgow Health 

Board area6 showed 2,100 children attending the following 

categories of school. 

Mild/severe/profound learning difficulty 

Physical disability 

Sensory disability 

Severe language disorder/maladjusted 

Hospital school 

No. of pupils 
(approx. ) 

1,420 

320 

190 

180 

10 

This represents 1.6% of children aged 5-16 but does not include 

children with special educational needs in mainstream schools (the 
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addition of whom may bring the figure close to the 2-3% of 

continuing disability quoted earlier). 

A further source of information is the Glasgow Register of 

congenital Anomalies 7 , which indicates that about 3% (approx. 400) 

of all births annually are affected, and around half of the most 

severely malformed survive beyond one year. A data linkage 

exercise revealed that, of children born with congenital anomalies 

between 1984 and 1988, 1,735 survived beyond the first 2 years of 

life and were presumably receiving services. The diagnostic 

breakdown of these is shown in TABLE 86 . 

In summary, of the 172,000 Greater Glasgow Health Board residents 

aged 0-14 years, about 28,000 are likely to have long-standing 

illness of any sort, of whom around 11,000 suffer "limiting" 

problems, and about half of these to a severe or disabling degree 

(TABLES 9-10). 

4.4 Mortality 

Most childhood deaths 

frequent causes of 

occur in the first year of life. The most 

early death are respiratory disorders, 

congenital defects and cot deaths. 

Cancer, infections and accidents become predominate later. 

Accidents are a particularly important cause of death in children 

of school age (TABLE 11). 
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The NHS in Scotland has been described by the Scottish Office8 as 

threefold: 

- to promote good health 

- to diagnose and treat those who are ill 

- to provide health care for those with continuing needs. 

The British Paediatric Association9 has, with ministerial 

endorsement, reinforced the preventive objective of the NHS with 

the statement that the "purpose of the health service for children 

is to enable as many children as possible to reach adulthood with 

their potential uncompromised by illness, environmental hazard or 

unheal thy lifestyle". They also draw attention to the need to 

provide a high quality service for all children "from before birth 

to adolescence and young adulthood." 

These policy statements indicate that health services for children 

require to address the needs of all children, and that a life-cycle 

approach is appropriate. Drawing on a range of authori tati ve 

published statements8 ,9,10,11,12 from both professional and 

government sources, we have listed the tasks of the NHS in relation 

to each level of health care provision (TABLE 12). 

The tasks should be regarded as a preliminary step towards a more 

precise specification of service requirements as outlined in the 

next section. 
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VI. SERVICE IMPLICATIONS FOR GREATER GLASGOW HEALTH BOARD 

TABLE 13 integrates the epidemiological profile (Section IV) with 

the Statement of NHS tasks (Section V). It represents an outline 

specif ication of child health services in Greater Glasgow Health 

Board. 

The table is presented in life-cycle form, and specifies service 

requirements within the need categories: all, acutely ill, and 

chronically ill/disabled. (For simplicity, the "mortality" need 

category is incorporated into "all"). The principal responsibility 

for each service lies with the designated provider, i. e. public 

heal th , primary/community care or secondary/tertiary care. ( It 

should be noticed in passing that public health, as a specialty 

grouping, is seen to have a provider function as well as assisting 

in the development of purchaser plans). The services are not 

listed in order of importance or priority. 



18 

VII. PRIORITIES FOR ACTION 

7.1 The outline service specification presented in the previous 

section is not intended to be prescriptive in terms of resource 

allocation, staffing levels or organisation, but describes the 

characteristics, as we perceive them, of a high quality child 

health service for children. The outline requires development 

taking account of national policy guidelines, the local health 

strategy, the needs assessment exercise being conducted by the 

Department of Public Health, the Boddy Report on the future of the 

community child health services13 and the views of staff and (not 

least) consumers of the service. 

7.2 Several areas appear to us to demand the Board's urgent 

attention. Prioritisation, like needs assessment, is not a 

scientific activity (though it can and should relate, as far as 

possible, to available data), but is a matter of qualitative 

judgement. TABLE 14 lists our recommendations for action in the 

short and medium term. others may disagree. We urge the Board to 

consul t all interested parties in order that a consensus may be 

reached. 

7.3 From our public health perspective, we wish to emphasise that 

we know of no panacea for the improvement of our children's health 

in the coming decades. The role of interacting environmental, 

economic, behavioural and social factors is so fundamental to child 

health, however, that we see no prospect of achieving progress by 

clinical or organisational means alone14 . Accordingly, our 

overriding recommendation is for expansion of resources (including 

valid and flexible information systems) aimed at preventing disease 

and promoting health by all possible means, both within the NHS and 

outwith its formal boundaries (see APPENDIX). without such a 

tangible commitment, the much-vaunted concern of the reformed NHS 

to promoting health will come to be regarded, and rightly so, as 

hollow rhetoric, more suited to the electoral needs of pOliticians 

rather than the health needs of the population. 
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FIGURE 2 

DEFINING THE DENOMINATOR 

ACCORDING TO STAGE OF LIFE-CYCLE 

PRECONCEPTION 

PREGNANCY 

NEONATES 

INFANCY «1 year) 

PRE-SCHOOL (1 - 4 YEARS) 

SCHOOL* (5 - 15 YEARS) 

ADOLESCENCE* (16+ YEARS) 

* The age-ranges may vary according to data sources 



FIGURE 3 

NEED CATEGORIES IN RELATION TO SERVICES 

ALL CHILDREN (Prevention and promotion) 

ACUTELY ILL (Primary and secondary care) 

CHRONICALLY ILL 
AND DISABLED (Tertiary care) 

MORTALITY* (Prevention and care) 

* "Mortality" is later incorporated into the category "all 
children". 



FIGURE 4 

FRAMEWORK FOR NEEDS ASSESSMENT 

stage of Life-cycle 

PRECONCEPTION 

PREGNANCY 

NEONATES 

INFANCY « 1 year) 

PRE-SCHOOL (1-4 years) 

SCHOOL (5-15 years) 

ADOLESCENCE 

Need category 

Acutely III chronically Ill/ 
Disabled 



TABLE 1 - DEMOGRAPHIC ESTIMATES/PROJECTIONS FOR CHILDHOOD 
POPULATION OF GREATER GLASGOW HEALTH BOARD 

Age (years) Population 

0-4 1991 61,100 

1996 61,600 

2001 58,500 

5 - 9 1991 57,900 

1996 58,400 

2001 58,900 

10 - 14 1991 52,800 

1996 56,200 

2001 56,200 

Total 0 - 14 1991 171,800 

1996 176,200 

2001 174,000 

Source: Registrar General for Scotland, 1991 



TABLE 2 - ACUTE MORBIDITY IN CHILDHOOD: CONSULTATION WITH GENERAL 
PRACTITIONERS (rates per 1000 persons at risk per year) 

Diagnosis 

ALL ILLNESS 

RESPIRATORY DISEASE: 
Serious 
Intermediate 
Trivial 

Bronchitis/ 
bronchiolitis 

Asthma 48.5 
Whooping cough 
Pneumonia 
Acute tonsillitis 

INTESTINAL DISEASE: 
Serious 
Intermediate 
Trivial 

Presumed infection 
Proven infection 
Non-infective 
Constipation 

INFECTIOUS/PARASITIC DISEASE: 
Serious 
Intermediate 
Trivial 

GENITO-URINARY DISEASE: 
Serious 
Intermediate 
Trivial 

Cystitis/UTI 

SKIN DISEASE: 
Serious 
Intermediate 
Trivial 

Atopic dermatitis 
Nappy rash 
Other contact dermatitis 

ACCIDENTS, POISON AND INJURY: 
Serious 
Intermediate 
Trivial 

NERVOUS SYSTEM DISEASES: 
Serious 
Intermediate 
Trivial 

Age (y~grs) 
0-4 5-14 

3,212.2 1,566.2 

82.9 79.4 
431. 6 264.8 
963.8 320.9 

247.5 71.1 

71. 3 
53.3 10.1 
10.2 5.1 

167.2 142.0 

12.8 5.9 
214.4 17.1 
74.1 16.7 

189.6 32.1 
1.5 0.4 

39.6 4.9 
26.2 6.2 

0.5 0.5 
215.8 106.5 
346.2 149.2 

1.7 2.9 
38.8 27.0 
23.6 15.8 

29.4 17.2 

1.5 4.8 
199.8 112.4 
139.2 60.8 

77.7 19.9 
67.0 0.1 
60.2 28.4 

2.3 2.2 
77.0 54.2 
62.5 105.7 

7.1 7.5 
559.7 187.9 
209.6 98.2 

Source: Third Study of Morbidity in General Practice (1981-82) 
Data were obtained over one year from 48 practices 
covering 332,270 patients. 
(Royal College of General Practitioners/OPCS 1986) 



TABLE 3 - GENERAL PRACTICE REFERRAL RATES PER 1000 PERSONS 
AT RISK 

Age (Years) 

Referred to: 0-4 5-14 

In-patient care 23.0 7.9 

out-patient care 62.8 41.6 

A & E 8.2 9.0 

Source: study of Morbidity in General Practice (1981-82) 

TABLE 4 - ESTIMATED NUMBER OF MORBIDITY EPISODES IN GREATER 
GLASGOW HEALTH BOARD CHILDREN (EXTRAPOLATED FROM 
RCGP DATA) 

No. of morbidity 
episodes 

Age (years) 

196,265 173,378 



TAtlLc ) 

Children 0 to 14 Years Old - Admissions to GGHB Hospitals, GGHB Residents and Non GGHB Residents 
(SMR1 1990 Data) 

Specialty TOTAL GGHB Non GGHB Length of Average Type of Admission 
Residents Residents Stay(days) Stay (days) * Elective Transfer Emergency 

General Surgery 398 361 37 1036 3.15 106 10 274 
Orthopaedic Surgery 2207 1699 500 8416 4.09 656 116 1435 
ENTSurgery 3403 2894 589 8459 2.72 3306 35 142 
Ophthalmology 839 588 251 1556 2.56 759 20 60 
/urology 51 45 6 94 2.41 39 0 12 
Neurosurgery 411 145 266 3150 7.66 142 245 24 I • 

392 153 239 3330 0.58 157 'ThoracIc Surgery 210 25 
Plastic Surgery 430 170 252 1319 14.00 304 16 30 . 
Oral Surgery & Medici{le 130 05 45 228 1.05 115 2 13 
General Medicine 197 172 25 581 3.23 40 11 146 
Cardiology 236 101 135 1628 7.24 92 46 90 
Metabolic Disease 17 16 1 41 2.41 11 5 1 
Neurology 23 10 13 142 6.17 9 13 1 
Gastroenterology 1 1 0 0 0.00 1 0 0 
Dermatology 163 135 20 1109 8.47 90 0 73 
Nephrology 296 103 193 1007 4.92 205 30 61 
Rheumatology 5 2 3 72 14.40 4 0 1 
Respiratory Medicine 19 18 1 60· 4.00 2 2 15 
Communicable Diseases 1244 1165 79 8307 6.68 10 9 1225 
Radiotherapy (Consultative) 06 27 59 56 1.40 . 70 16 0 
Homeopathy 2 1 1 15 7.50 2 0 0 
Medical Oncology 4 0 4 10 5.00 4 0 0 
Surgical Paediatrics 7129 4142 2907 30328 5.21 3008 350 2963 
Medical Paediatrics 6606 5371 1235 38456 6.06 933 340 5333 
Gynaecology 37 31 6 66 2.36 25 0 12 
Intensive Care Baby Unit 28 23 5 461 16.46 0 12 16 
ITU 536 279 257 1890 3.54 0 369 167 
A&E 606 567 39 1424 2.35 22 7 577 
Haematology 2249 974 1275 4455 9.42 2062 62 125 
TOTAL 27025 19286 8539 117800 5.05 13054 1942 12829 

* average based on in-patients only 
GGHB - Dept of Public Health, Hospital Health Information Unit 

Type of Patient 
In Patient Day Patient 

329 69 
2059 140 
3100 375 

607 232 

39 12 
411 0 
309 3 

330 100 

123 7 

100 17 
225 11 
17 0 

23 0 

0 1 

131 32 

221 75 

5 0 

17 2 

1244 0 

40 46 

2 0 

2 2 

5026 1303 

6343 263 

28 9 

28 0 

536 0 

605 1 

473 1776 

23341 4484 



TABLE 6 - ADMISSIONS OF CHILDREN (0 - 14 YEARS) BY DIAGNOSIS, 
GREATER GLASGOW HEALTH BOARD RESIDENTS (RHSC ONLY) 

Diagnosis 

Respiratory 

Injuries/Poisoning 

Signs, Symptoms, 
Ill-Defined 

Digestive 

congenital Anomalies 

Infectious/Parasime 

Malignancy 

Blood 

Other 

Total 

.. 
• 

Source: SMR1 Data . (1990) 

Admissions 

No. ill 

2,343 (18.9) 

1,448 (11. 7) 

1,365 (11. 0) 

1,198 (9.7) 

678 ( 5.5) 

620 (5.0) 

555 (4.5) 

522 ( 4.2) 

3,668 (29.6) 

12,397 (100) 



TABLE 7 - CHRONIC ILLNESS: ESTIMATED NUMBERS OF GREATER GLASGOW 
HEALTH BOARD CHILDREN (EXTRAPOLATED FROM GENERAL 
HOUSEHOLD SURVEy, 1988) 

Age (years) 

Total 

Male Female Male Female (% of children) 

All longstanding 4,108 3,633 11,739 8,613 28,093 (16.3) 
illness 

"Limiting" 1,264 908 5,031 3,767 10,970 (6.3) 
longstanding 
illness 

Source: See Reference 6. 



TABLE 8 - CHILDREN BORN 1984-88 WITH CONGENITAL ANOMALIES 
SURVIVING BEYOND AGE 2 YEARS (GREATER GLASGOW 
HEALTH BOARD RESIDENTS) 

Diagnosis (TCD Code) No. of 
Survivors 

congenital hypothyroidism (2439) 20 

Disorders of metabolism (277) 31 

Spina Bifida: with hydrocephalus (7410) 14 

without 
hydrocephalus (7419) 17 

other CNS anomalies (742) 45 

Eye anomalies (743) 20 

Heart anomalies (745-746) 132 

Circulatory anomalies (747) 90 

Respiratory tract anomalies (748) 13 

Facial clefts (749) 60 

Upper alimentary (incl. fistulae) (750) 305 

Epispadias/hypospadias (752.6) 92 

urinary tract anomalies (753) 54 

congenital dislocation of hip (754.3) 117 

Various deformities of feet (754.5) 75 

Reduction deformity of limbs (755.2,755.3) 21 

Skull anomalies (756) 44 

Chromosomal (758) 77 

others 508 

TOTAL 1,735 

Source: See References 6,7 



TABLE 9 

Da~ographic details of children in GGHB <15 with limiting 
longstanding illnesses and/or chronic disabilities 
(for data sources, confidence intervals, assumptions etc. see 
Community Health Services Needs Assessment document by S.N. 
Scott) 

GGHB residents 
<15 years 

GHS Longstanding illness of any sort 
Limiting longstanding illness 

OPCS Survey of Disability 
Total (severity categories 1-10) 
of which moderately disabled (categories 6-8) 
and severely disabled (categories 9 and 10) 

nos 
28,100 
10,970 

5345 
1700 

880 

Children with learning disabilities/handicaps 
OPCS "disabilities of intellectual functioning" 2090 

635 
635-1420 

1420-1090 

Hall "severe learning difficulties 
Overall severe learning difficulties 
moderate /mild learning difficulties 

Children with Special Educational Needs 

% 
16.3% 

6.3% 

3.1% 
0.9% 
0.5% 

0.8-1.2 

Warnock "at anyone time, 1 in 6" 17%* 
"at some time during school, 1 in 5" 20%* 
Children attending special schools in GGHB area 1420 
Number of "Recorded" in mainstream schools figures not known 

Children with visual impairments 
Severe, uncommon (low birth wt.,genetic) 
Common (squint, refractive errors etc.) 
Colour vision defects boys 

girls 
OVerall visually impaired causing handicap 

Emotional/behavioural/mental illness 
OPCS "disabilities in behaviour" 
Warnock "maladjusted" 
Isle of Wight "behavioural deviance" 

"Psychiatric disorder 
Children who are physically/sexually abused 
Total behavioural/emotional/mental illness 4,870 

Children with hearing impairments 
Conductive hearing loss 

100-200 

7.400 
215 

<400 

4870 
550-2,200 

11,630 
13,200 

??? 
- 13,200 

pre-school children, one or more episodes 
children >5 at some time in school career 
persistent Secretory Otitis Media >5 
OVerall, permanent sensorineuronal hearing loss 200-375 
plus, at anyone time, conductive impairment 1,100-3,500 
Total children with hearing disability 1,300-3,875 
OPCS children with Communication problems 2,500 

Source: See Reference 6. 

0.1% 
<7.0% 

8.0% 
0.5% 
0.2 

2.8-7.6 

25% 
5-10% 
1-3% 

0.7-2.2 



TABLE 10 

INqDENCE/PREVALENCE ... OF SOME CO~ON CQ.NDITIONS CAUSING PHYSICAL Il4PAIRMENT/DISABILITY/HANDICAP IN CHILDREN 

TABLE 4 

Condition 

Congenital dislociltion 
of hip 

Congenital heart 
disease 

symptomCltic 

l\sthma 

Uudescended testicle 

Diabetes mellitus 

Epilepsy 

l\oolescent scoliosis 

CerebrCll palsy 

Ouchenne muscular 
dystrophy 

Incidence/prevalence 

0.15-0.2% incidence 
of live birth;; 

0.55-0.59% incidence 
live births 
0.2(,% 

10-12% prevalence 
by age 5. 

1.6% prevalence at 
3 months 

0.13% prevalence 

0.4% prevalence 

0.3% incidence/year 
ill age group 10-14 

Numbers expected in GGIIB 

1O-25/year 

670-720 in <15 children} 
} 

J10 } 

>1~,400 chjldren aged 
5-1<\ affected 

100 male infauts/year 
require observation 
~ ,mrgery 

220 children <15 

690 ch ildreu <15 

30/year aged 10-14 

0.15-0.3% live births 250-500 aged 0-14 

0.03% live births 50 aged 0-14 

~pec if ic GGltn 
Data 

117 in 5 years 

132 in ~, yeClrs 

RlISC has 160 011 

records <14 year s 

(for fig~res on mentally handicapped children, congenitul malformations see relevant sectiolls). 

Source: See Reference 6. 

Conunents/source 

Congenital unomalies register 

Congenital anomalies register 

Cllildrell <5 not included 

Testicles unlikely to descend 
after 3/12 

Older children attend adult 
clinics 

Convulsions most likely in <2 
bllt may not persist 

Condition appears in >10 and 
corrunon in girls 



TABLE 11 - ~RTALITY IN CHILDREN GGHB RESIDENTS - , 

AGE TOTAL P~INCIPAL CAUSE NUMBER OF 
GROUP NUMBER OF OF DEATH DEATHS 

DEATHS 

CONGENITAL MALFS 72 

SUDDEN INFANT 69 
DEATH SYNDROME 

RESPIRATORY DISTRESS ! 50 
< 1 YE~~ 309 RESPIRATORY CONDITIONS 

LOW BIRTH WEIGHT 15 

FETAL & NEONATAL 13 
HAEMORRAGE 

OTHERS 90 

ACCIDENTS 14 

CONGENITAL MALFS 7 

MAL NEOP 6 

(ALL SITES) 
1-4 'fEARS 43 

BACTERIAL 4 
DISORDERS 

METABOLIC 3 
DISORDERS 

OTHERS 9 

ACCIDENTS 16 

MAl,. NEOP 8 

(ALL SITES) 
5-9 :tEARS 38 

BACTERIAL 3 
OISORDERS 

MI:TABOLIC 2 
DISORDERS 

OTHERS 9 

ACCIDENTS 19 

CONGENITAL MALFS 2 

MAL NEOP 5 

(ALL SITES) 
10-14 :tEARS 37 

OISEASES OF 3 
NERVOUS SYSTEM . 

METABOLIC 2 
DISORDERS 

OTHERS 6 

GGHB DEATHS 
1988-90 
ACE GROUP 0 - 14 yrs . 

Dept. of Public Health 
MacLeod St. GLASGOW 
14/02/92 



TABLE 12 - NHS TASKS IN RELATION TO CHILDREN 

service Level 

PUBLIC HEALTH: 

PRIMARY/ 
COMMUNITY CARE: 

SECONDARY/ 
TERTIARY CARE: 

NHS Tasks 

To create a safe, healthy environment 
for children. 
To decrease preventable causes of 
ill-health in childhood. 
To inform and assist parents in healthy 
child-rearing. 
To identify and meet special needs in 
children with disabilities. 
To develop health information systems 
for needs assessment and monitoring. 
To liaise in child health matters with 
non-NHS agencies. 
To nurture clinical services which 
provide high quality care to all 
children and their families. 

To provide access to care 24 hours a 
day. 
To provide appropriate clinical care 
when a child falls ill. 
To refer to specialty care when 
required. 
To undertake health surveillance for 
under 5's. 
To provide illness prevention and 
health promotion services at home and 
at school. 
To identify children in need of special 
services. 
To collaborate with other agencies on 
child protection. 

To provide a 24 hour hospital service 
for acute medical, surgical and 
psychiatric problems. 
To provide a consultation service to 
family doctors. 
To provide a service to well and sick 
newborn infants. 
To provide specialist advice on 
clinical matters to health and other 
authorities. 
To provide specialist care to children 
with rare or complex disorders. 



TABLE 13 - OUTLINE SPECIFICATION OF CHILD HEALTH SERVICES IN GGHB 
(main service provider: PH = public health, 
PC = primary/community care, STC = secondary/tertiary 
care) . 

1. PRECONCEPTION 

Health promotion efforts 
targeted at all 
potentially fertile men 
and women to encourage 
and facilitate adoption 
of healthy life-styles 
and protection from 
environmental hazards*(PH) 

Provision of accessible, 
effective family planning 
facilities to all 
sexually active people, 
particularly teenagers(PC) 

Need Category 

Acutely III Chronically Ill! 
Disabled 

Provision of sensitive 
genetic counselling 
services to 
communities and 
families at risk(STC) 

Provision of 
specialised services 
to potential parents 
with chronic illness 
or disability (eg 
diabetes, chronic 
renal disease, PKU) 
(STC) 

* For a more detailed specification of health promotion needs, 
see Appendix. 



TABLE 13 (Cont'd.) 

2. PREGNANCY 

Need Category 

Provision of accessible 
antenatal care, 
especially to teenagej 
older mothers and other 
high-risk groups (PC,STC) 

Provision of routine 
prenatal screening for 
neural tube defects, 
Down's Syndrome, 
congenital infections and 
(for high-risk groups) 
haemoglobinopathies at 
appropriate times (PH,PC,STC) 

Provision of skilled 
intrapartum and postpartum 
care(STC) 

Provision of parentcraft 
education(PC,STC) 

Identification and 
amelioration of those 
physical. emotional and 
social stresses* in 
pregnancy which threaten 
the health of mother or 
fetus(PH,PC,STC) 

*See Appendix 

Acutely III Chronically 1111 
Disabled 

Provision of full range of 
supporting clinical services at 
or close to site of maternity 
services (STC) 

Provision of specialised services 
to pregnant women with chronic 
illness or disabilityCSTC) 



TABLE 13 (Cont'd. ) 

3 . NEONATES 

Provision of skilled 
routine examination of 
all newborn infants 
(STC) 

Provision of routine 
screening for PKU, 
hypothyroidism and 
(where appropriate) 
haemoglobinopathies(STC) 

Provision of advice to 
parents on all aspects 
of child-rearing, family 
planning and health 
promotion* (PH,PC,STC) 

* See Appendix 

Need category 

Acutely III 

Provision of 
neonatal intensive 
care on same site 
as maternity 
services(STC) 

Provision of 
facilities for 
transfer of sick 
neonates (STC) 

Chronically Ill! 
Disabled 

Provision of specialised 
neonatal care for 
management of 
potentially disabling 
disorders (eg cataract, 
congenital dislocation 
of hip) (STC) 



TABLE 13 (Cont'd.) 

4. INFANCY AND PRE-SCHOOL AGE CHILDREN 

Achievement of national 
targets for immunisation 
(PC, PH) . 
Monitoring and improvement 
of children's nutritional 
status (eg reduction of 
iron deficiency anaemia, 
obesity( (PC,PH). 
Monitoring and reduction 
in accidental injury(PC, 
PH, STC) . 
Provision of child health 
surveillance based upon 
Hall Report(PC). 
Encouragement and support 
of parents and families 
in adopting a healthy 
lifestyle(PH,PC). 
Liaison with other 
agencies to create a 
healthy environment for 
children*(PH,PC). 

* See Appendix 

Need Category 

Acutely III Chronically 1111 
Disabled 

Achievement of early diagnosis and 
effective management of important 
medical~ surgical and emotional 
disorders(PC,STC). 
Early identification and appropriate 
management of children with special 
needs arising from disabilities 
(sensory, neurological, developmental, 
emotional, intellectual and educational) 
(PC, STC) . 
Close liaison with education and social 
services to meet special needs(PC,STC,PH) 
Identification and protection of children 
who have suffered or are at risk of child 
abuse or neglect(PC,STC). 
Provision of a child and family therapy 
service(PC,STC). 



TABLE 13 (Cont'd.) 

5. SCHOOL-AGE CHILDREN 

Needs Category 

Acutely III 

Reduction in children's See "all ages" 
exposure to preventable 
causes of ill-health* 
(eg smoking, accidents, 
substance abuse) (PC,PH). 
Encouragement and enabling 
of children to adopt a 
healthy lifestyle(PC,PH). 
Enabling teachers to 
deliver an effective 
health education programme 
(PC, PH) . 
Provision of advice on 
health matters to children, 
parents, teachers and the 
LEA ( PC , PH) . 
Provision of a school 
health service, with a named 
school nurse and school 
doctor to every school to 
undertake health promotion 
and child health surveillance 
including review of 
immunisation status and 
provision of immunisations 
as required(PC,PH). 

* See Appendix 

Chronically 1111 
Disabled 

Identification and 
minimising of effects of 
disabilities on daily 
life, school life and 
education(PH,PC). 
Provision of a system 
for the assessment and 
management of children 
with special needs 
arising from physical, 
emotional/behavioural, 
intellectual or social 
problems(PC,PH,STC). 
Liaison with parents. 
voluntary organisations, 
education and social 
services to meet special 
needs(PC,STC,PH). 
Identification and 
protection of children 
who have suffered or are 
at risk of child abuse 
or neglect(PC,STC). 
Provision of child and 
family therapy, clinical 
psychology service(PC, 
STC) . 



TABLE 13 (Cont'd.) 

6. ADOLESCENTS 

Needs Category 

All Acutely III 

Provision of health See "all ages" 
counselling. 
contraceptive/psycho-
sexual services 
accessible on a self-
referral basis(PC). 
Health promotion 
efforts* to encourage 
and facilitate adoption 
of healthy life-style, 
protection from 
environmental hazards 
and development of 
parenting skills(PC,PH). 

*See Appendix 

Chronically 111/ 
Disabled 

Provision of a service 
for young adults with 
special needs to provide 
continuity of care and a 
smooth transition to 
adult services as 
appropriate(PC,STC). 
Provision of an 
adolescent psychiatric 
service(STC). 
Liaison with social 
services and others to 
minimise effects of 
disabilities on adult 
life(PC,PH,STC). 



TABLE 13 (Cont'd.) 

7. ALL AGES 

Development of a 
comprehensive child 
health promotion 
strategy* which 
transcends age-groups, 
professional and 
administrative 
boundaries(PH) . 
Targeting of services 
on disadvantaged 
children(PH,PC). 
Reduction in health 
inegualities(PH). 
Provision of special 
services for at-risk 
group (viz BCG, 
haemoglobinopathy 
screening, outreach 
services to homeless 
families and travellers) 
(PH,PC). 
Provision of health care 
and advice to children in 
care(PC) . 
Advice to adoption and 
fostering agencies(PC, 
STC) . 
creation of an integrated 
record of health and 
development extending 
from birth to school 
leaving(PH,PC) . 
Monitoring and audit of 
immunisation and child 
health surveillance 
programmes(PH,PC). 
Development of an injury 
surveillance and 
prevention programme 
(PH, PC) . 
Provision of preventive 
dentistry services(PC). 
Establish a more 
detailed information 
system for planning, 
monitoring, preventive 
and clinical purposes(PH). 
Encourage appropriate 
research and education 
programmes in child 
health(PH) . 

* See Appendix 

Needs category 

Acutely III 

Provision of a 24-
hr hospital service 
(STC). 
Provision of a 
consultative service 
to GPs for medical, 
surgical, psychiatric 
problems(STC). 
Provision of a 
consultation and 
referral service 
for children 
requiring tertiary 
care (STC) . 
Provision of 
accessible, skilled 
accident & emergency 
services located 
close to specialist 
services, especially 
neurosurgery(STC). 
Provision of 
intensive care 
facilities(STC). 
Provision of day 
care facilities(STC). 
Provision of child
centred environment 
with open access to 
parents(STC). 
Provision of 
specialist and 
liaison health 
visitor services 
(PC, STC) . 
Provision of 
specialist 
communicable 
disease/isolation 
facilities(STC). 

Chronically Ilil 
Disabled 

Provision of a community 
service for managing 
children with special 
needs (in the home, 
in community clinics and 
at school) that is 
integrated with both 
hospital and primary 
care services 
(PC,STC,PH). 
Provision of community 
services for child abuse 
prevention, detection, 
management and follow-up 
(PC,STC). 
Provision of multi
disciplinary assessment 
based in appropriately 
located and resourced 
Child Development 
Centres(PC,STC). 
Provision of respite 
care and support for 
parents(STC). 
Provision of a health 
visiting service 
targeted at children 
most in need(PC). 
Provision of audiology 
and ophthalmic services 
(PC, STC) . 
Provision of speech 
therapy. physiotherapy 
and occupational therapy 
services (PC) . 
Provision of services 
and support to children 
(and their families) 
who are terminally ill 
(PC,STC). 



TABLE 14 PRIORITIES FOR ACTION IN CHILD HEALTH SERVICES 

Public Health 

Target health 
promotion 
activities* at 
most disadvantaged 
areas 

Establish more 
effective liaison 
with non-NHS 
bodies, especially 
housing and 
education department. 

Improve information 
systems for planning, 
prevention, care and 
audit, including an 
integrated child 
health record from 
birth to school 
leaving, and the more 
effective operation 
of the Record of 
Needs. 

Re-establish child 
health as a priority 
within the GGHB 
Department of Public 
Health. 

* See Appendix 

Primary/Community Care 

Evaluate and refine 
pre-school 
surveillance, with 
special attention to 
integration of GP, HV, 
CMO and CCCH roles. 

Revitalise the health 
visiting and school 
health services, with 
special attention to 
children with special 
needs and disadvantaged 
families. 

Improve availability 
and accessibility of 
services for 
adolescents (13-18 
years), particularly 
contraceptive/sexual 
counselling and 
avoidance of substance 
abuse. 

Improve training and 
information for primary 
care professionals 
involved in child 
health surveillance and 
in caring for children 
with special needs. 

Secondary/Tertiary Care 

Reinforce existing 
child protection 
measures in 
conjunction with 
other agencies. 

Improve 
multidisciplinary 
services for children 
with special needs by 
expanding liaison 
health visiting and 
appointment of further 
consultants in CCH. 

Evaluate provision, 
accessibility and 
effectiveness of 
genetic counselling anc 
prenatal screening 
services. 

Evaluate requirements 
for specialised 
paediatric services, 
especially for 
neonates, out-patients 
and children with 
special needs. 



APPENDIX 

HEALTH PROMOTION NEEDS OF CHILDREN 

Throughout the outline specification 

(TABLE 13), reference is made to 

designed to encourage the adoption 

of child health services 

health promotion efforts 

of heal thy lifestyles and 

protection from environmental hazards (as well as more specific 

clinical or public health measures). 

General exhortations tend to lack impact unless fleshed out with 

a more precise indication of the measures required. Several 

attempts have been made to achieve this in the past, with limited 

success. A major obstacle is the perceived inappropriateness of 

behavioural, social and environmental change to the remit of the 

health service. This perception must be modified if the recently 

re-stated health promotion objectives of the NHS are to be 

addressed. 

GRAHAM14 has defined the basic needs of children as those that 

are necessary for physical survival, for the avoidance of ill 

heal th and ignorance, and for preparation for an independent, 

autonomous role in adult society. He went on to propose a list 

(which we endorse) of the needs, i.e: 

1) an adequate diet 

2) adequate housing 

3) adequate income 

4) a stable, continuous source of affection and care, 

together with protection from physical, emotional and sexual 

abuse 

5) cognitive stimulation and adequate education 

6) safe environment (including protection from harmful 

substances) 

7) access to preventive and curative health care. 

Graham has suggested that, for each of these needs, inter

sectoral consensual targets should be set and progress towards 

them monitored. The principal role of the NHS in this activity 

lies in the development of a health promotion strategy, the 

setting of targets and in the collation of appropriate 

information needed to achieve progress. 

We propose 

specifically 

the development of a health promotion strategy 

designed for children. The strategy should 

encompass socio-environmental measures, along the lines described 

above, as well as educational and clinical ones. 


