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TERMS OF REFERENCE OF WORKING GROUP ON CIDLD 
HEALTH RECORDS 

The Working Group on Child Health Records shall as a matter of urgency undertake the 
following: 

I. Design a Consultation Record Card for use by all health boards in the preschool child 
health services, which will include developmental paediatric examinations at the ages of 6 
months, I year and 2 years. The Card should be suitable for use both by Assistant Chief 
Medical Officers and by general practitioners as a similar card would be used in all areas of 
the country. 

If the Working Group consider it feasible to have a single Record Card for use in the pre
school and school health services, they should design a suitable card, having regard to the 
features of the school health service specified below. 

2. Design a School Health Record Card suitable for use by all health boards in a school 
health service with the following features: 

(a) A comprehensive initial school medical examination both for children aged 6 years 
or more and at least one year in school, and for younger children referred by the 
parent, teacher or nurse or selected on the basis of medical history. 

(b) Medical examinations on the occasion of a school medical inspection for any child 
specially referred by a parent, teacher, nurse or selected by the School Medical Officer 
having regard to previous medical history. 

(c) Selective medical examination for children aged 9-IO years. 

The Working Group should advise whether the revised School Health Record Card 
should be introduced only for those children due an initial examination from October, 
I970 or whether it should extend to children now at various stages of their national 
school careers. 

3· Design the Record Cards in such a way as to facilitate summarising important statistics 
by automatic data processing methods. The statistics to be summarised would be those most 
relevant to the administrative needs of health boards and the Department of Health. 

4· Advise on the systems which health boards should adopt in order to retrieve rapidly 
Record Cards for individual children when needed, and to associate pre-school and school 
health records. 

5· Design a questionnaire for completion by parents of national school children being con
sidered for a school medical examination. The questionnaire would be issued as a guide to 
health boards. 
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INTRODUCTION 

1. On 22nd April, 1970 the Working Group on Child Health Records established by the 
Minister for Health held its first meeting and held a total of 19 all day meetings and one half
day meeting. The final meeting was on nth December, 1970. 

2. The Working Group was aware that the Minister for Health wished to introduce the 
pre-school record card during October, 1970 when developmental paediatric examinations 
for babies aged 6 months were due to commence in the major urban areas. Revised school 
health procedures were also envisaged and it was desirable to have a new School Health Card 
available as soon as possible. The Group had, therefore, of necessity to work at an intensive 
pace so that the pre-school card particularly could be designed, printed and distributed to 
Health Authorities by October, 1970. 

3· The Working Group notes with satisfaction that the Minister for Health accepted without 
delay the cards designed by the Group and that the pre-school card was printed and dis
tributed to Health Authorities during October, 1970 and the School Health Card was issued 
in December, 1970. 

4· The Working Group examined a wide range of child health record cards. They would 
particularly like to acknowledge the benefit derived from consulting the pre-school record 
designed by the Royal College of General Practitioners and the School Card issued by the 
Department of Education and Science, London. 

5· The Working Group would like to acknowledge the very considerable assistance received 
from Dr. J. H. Wright, Senior Lecturer in General Practice at the University of Manchester, 
for his continuous interest and advice regarding the pre-school card. Two members of the 
Group had a detailed and fruitful discussion with him in Manchester. Dr. D. L. Crombie, 
Director of the General Practice Research Unit of the Royal College of General Practitioners 
gave the Group valuable advice on the Research, Educational and Administrative Applications 
of the pre-school card. As regards the School Health Record Card, the Working Group wishes 
to acknowledge the excellent co-operation received from the Department of Education and 
Science, London. The Ministry of Health and Social Services, Northern Ireland, were most 
helpful in furnishing a comprehensive selection of record cards used in their services and in 
giving a detailed account of developments in records and record linkage. 

6. The Working Group are grateful to many other individuals and bodies and, in particular, 
to the following: 

Mrs. Dunlop and Miss D. Carthwright, Department of Education and Science, London; 
Miss Margaret V. Norwood, Ministry of Health and Social Services, Northern Ireland; 
Mr. E. W. Mathews, Department of Health and Social Security, London; Mr. J. S. Sime, 
Scottish Home and Health Department; Dr. A. L. Walby, Senior Medical Officer for 
Schools, School Health Service, Belfast; Dr. A. L. Thrower, Medical Officer of Health, 
London Borough of Lambeth; Dr. Hastings Carson, Medical Officer of Health, Wands
worth; Professor Neville Butler, University of Bristol; Dr. M. Manciaux, Regional Officer 
for Maternal and Child Health, World Health Organisation; Institute of Obstetricians 
and Gynaecologists; Professor Tanner, Institute of Child Health, London. 
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7· Because of the limited time available for designing the cards, the Working Group did 
not have an opportunity of carrying out trials of the cards. The Group, however, recommend 
that both the pre-school and school cards should be regarded as on trial for a period of a year 
and should be reviewed and amended if necessary in the light of actual experience. 

8. In conclusion we wish to record our gratitude to our Secretary, Mr. P.A. White, whose 
quite exceptional skill, tact and efficiency have greatly eased our task. He went to great trouble 
in collecting information relevant to the Working Group's activities and presented this to us 
in a clear and concise manner. 

His courteous and unfailing co-operation, at all times, deserve pur mghest commendation. 
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CHAPTER I.-BASIC DECISIONS 

The Number of Cards 
1.1. An initial<lecision was required on the relative merits of a single card for the pre-school 
and school health service or of two different cards for each service. While, ideiilly, a single 
card combining pre-school and school data about the child would be desirable, there were 
two practical arguments against it. Firstly, such a card would be relatively large and bulky, 
and secondty the school portion would not ordinarily be used for up to six years and during 
this time could easily become worn and dilapidated. 

The Working Group accordingly recommends separate cards for the pre-school period 
and the school period, both cards to be associated when the child enters school. 

Association of Records 
1.2. It would be desirable to associate record cards belonging to an individual child and any 
related specialist reports or reports of medical tests. The Working Group recommends the 
use of a simple envelope folder for each child which would contain the essential medical records 
for him. See Back Pocket. 

Size of Record Cards 
1.3. In deciding on the overall size of the record cards the Working Group was aware of 
the decision of the Minister for Health to involve General Practitioners in the pre-school 
child health service. The pre-school records should, therefore, suit the filing systems of General 
Practitioners. The most common size of record used by General Practitioners is about 8 inches 
by 5 inches and the Working Group adopted this as the size of the pre-school card. Since the 
pre-school and school cards would be associated in a suitable envelope folder, it follows that 
the school card should also be of this size. 

Use of Different Colours 
1.4. The experience of members favoured distinguishing boys' and girls' cards by colour. 
The record cards for boys are in yellow and those for girls in white. D.lstinguisbint colours 
will also be used for the envelope folders. 
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CHAPTER 2.-DESIGN OF THE PRE-SCHOOL RECORD CARD 

General Requirements 
2.1. The pre-school card is designed primarily for use at the developmental ~aediatric ex
aminations at the specified ages of 6 months, 1 year and 2 years. It should be swtable for use 
both by Assistant Chief Medical Officers and by General Practitioners as a similar card would 
be used throughout the child health service. 

Because of the importance of developmental screening as a relatively new aspect of !he 
child health services, the Group was anxious to have a card which would aid doctors in carrymg 
out the examinations. The card which the Group has designed contains a detailed development 
chart, indicating the expected average abilities of the child at each age. The card has been 
designed to provide a dynamic picture of the developing pre-school child and to serve as a 
continuous record of the scheduled clinical examinations undertaken. The card provides for 
the recording of considerable background information on the child under the following 
headings: 

Family and Social Factors 
Genetic History 
Number of other Pregnancies of the Mother 
Pre-Natal History and Confinement 
Condition of the Infant at Birth 
Neo-Natal History 
Child's Personal History 

The Working Group did not favour including lists of "at risk" factors on the card. Instead, 
it is left to the individual doctor to decide in the light of all the information available to him 
whether a particular child can be regarded as "at risk". A copy of the card is in the Back 
Pocket. 

Features of the Card 

2.2. Apart from the developmental chart already referred to, features of interest of the card 
include the emphasis laid on family and social factors and on the assessment of social and 
emo~onal ~evelop~e?t in th~ pre-school child. Provision is also made for recording significant 
handicappmg conditions which have been confirmed in the young child. 

Explanatory Memorandum on Pre-School Card 

2.3. It was felt desirable to compile an Explanatory Memorandum which would elaborate 
some aspects of the record card and would assist the examining doctor in completing it. A 
copy of this Memorandum is at Appendix 1. 

Information from Maternity Hospitals and Nursing Homes 

2.4. The ex~g ~octor will .need information concerning the birth of the child if he is 
to co~plete satJ.s~actorily th~ seetJ.ons of the card dealing with pre-natal history, confinement, 
condition of the infant at birth and the neo-natal history. At present Chief Medical Officers 
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are notified by law within 36 hours of any birth. The Notification of Births Form has in many 
areas been expanded beyond the minimum and includes various "at risk" factors. This notifica
tion, which has to be completed within 36 hours, would not, however, in all cases provide 
the information needed to complete the new record card, since all the required neo-natal data 
might not be available. The Working Group recommends that the Minister for Health should 
seek the co-operation of the Maternity Hospitals, Units and Nursing Homes in providing 
separately the information needed to complete satisfactorily page 2 of the pre-school record 
card. The Chief Medical Officer and the family doctor of the child (irrespective of whether 
the child is covered by the Health Act) should receive a copy of the information furnished by 
the maternity authorities when the child is discharged. 

The Working Group would stress that provision by Maternity Hospitals of the information 
needed to complete the card should be regarded as an important function appropriate to 
them and one for which the necessary staff should be made available. 

Information Flow between General Practitioners and the Chief Medical Officer 
2.5. General Practitioners will be providing developmental screening examinations in rural 
areas and certain towns for children aged 6 months, 1 year and 2 years. The Claim Form used 
by General Practitioners for claiming fees due to them under the Child Health Service should 
be separate from the actual record card. 

It is suggested that a book of Claim Forms incorporating a duplicate would be furnished 
to each participating general practitioner. Each form would have space for up to 10 claims 
with place for the name, address (reference number if available) of the child, date of birth, 
date of examination whether a scheduled examination at the specified age was involved or 
whether it was a follow-up examination. 

In the pre-school period, it is recommended that the participating general practitioner 
should send the record card after each scheduled examination to the Chief Medical Officer 
who would arrange for any necessary specialist appointments for the child. He could also 
arrange for payment of fees due to the doctor and extract the necessary statistics from the 
record card for analysis. Before returning the card to the Chief Medical Officer after each 
examination, the general practitioner, if he so wished, would abstract from it any relevant 
data. (Blank cards could be made available to the general practitioner for this purpose.) 

Prompt return of the card would also enable the Chief Medical Officer to assess in a more 
rational way the demand for specialist clinics within his area. Where the general practitioner 
undertaking the examination is not the child's family doctor, it is recommended that the latter 
should be given access to the records of the child by the Chief Medical Officer. After the last 
scheduled examination, normally at the age of two years it is recommended that the record 
card be retained by the Chief Medical Officer for subsequent association with the school 
record. 

Procedure for Referrals for Specialist Services 
2.6. Where the participating doctor is not the family doctor, it is recommended that the 
latter should be kept fully informed by the Chief Medical Officer of any developments relating 
to the child's health, including copies of specialist reports. 

Computer Analysis . 
2.7. The Working Group considered in detail the type of statistical analysis which could 
usefully be undertaken on the basis of the pre-school record card. The card has been designed 
so that the incidence rates of health defects noted and the overall result of the developmental 
tests can be easily extracted. The data would be transferred to a Computer Input Form and 
the results analysed by computer. The suggested Input Form is attached at Appendix 2. 
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It should be stressed that the ~rd card has ):>een designed primarily to assist in a com
prehensive assessment of the individual child rather than as a research tool. The layout has 
accordingly not been dictated primarily by computer analysis considerations but these have 
been taken into account so as to achieve a reasonable balance between the requirements of 
Jhe examining doctor on the one hand and the requirements of computer analysis on the other. 
Statistics can be produced without using names or reference numbers for individual children, 
and there is no possible dap.ger to the confidentiality of the records. If, however, linked medical 
records are required and the aim is to trace the health of children from one year to the next, 
Jhen the reference number or the name of the child must be used to associate the statistics. 
The safeguards which should be adopted in relation to confidentiality of the information and 
further aspects relating to computer analysis are considered in more detail in Paragraph 4.1. 

Possible Changes in Number of Pre-School Examinations 
2.8. Although the task of the Working Group was to design a card for the planned examina
tions at the ages of 6 months, I year and 2 years, it was considered desirable to include space 
for other examinations ranging from the age of 6 weeks to 4 years. The Working Group adopted 
this approach for the following reasons : 

(a) A child may not come precisely at the specified ages, e.g. he may be nearer 9 months 
than 6 months. 

(b) It may be thought necessary to recall a child for further examination at various ages. 

(c) By including a full list, in sequence, of average expected abilities the doctor can 
evaluate the progress of the child. 

(d) If a child cannot achieve a function appropriate to his age (e.g. at 6 months) the 
doctor can test him for expected average abilities at the earlier ages. 

Examination at 6 Weeks 
2.9. The Child Health Services Report recommended that the examination before the age 
of 6 weeks, included in the present Maternity and Infant Welfare Service, should be scheduled 
and the items to be included in the examination detailed on an appropriate card. 

The pre-school card now designed by the Working Group includes provision for a scheduled 
examination of the infant at the age of 6 weeks and the Working Group recommends that the 
examination carried out at this age under the Maternity and Infant Welfare Service should 
be recorded on this card. 



CHAPTER 3.-DESIGN OF SCHOOL HEALm RECORDS 

General Aiin 
3.1. The terms of reference called for a record card s\litable for a school health service with 
cc:rtain new features. These features included a full initial school medical examination for 
children aged 6 years or more and at least I year in school, follow~;d by a ptedical examination 
of children selected from the 9 to 10 years age group and a medical examination for any child 
specially referred by a parent, teacher or nurse. The concept of the school health team in
volving participation by all concerned with the child's health and development is at present 
being actively deve)opc:<,\ apd the Wqddng G~;oup considered it important that the school card 
should be geared to this pfQCess. The Gfoup also consid.ered th!lt the card should help the 
$cl).ool Medical Officer irt ap assessment of tile chlld.'s social ~d emotional development. The 
School Medical Officer can play a signifiqmt pari in achieving greater und(!I'Standing of the 
importance of the child's social and· emotional development and the card designed by the 
Group is intended as an aid in this direction. A copy of the card is in the Back Pocket. 

~tory Memorand\Uil on ~ool Carcl 
3.2. The Working GI'Qup has compiled @ Memorandum to guide the: doctor in completfug 
the school ca~;d and tQ ela,bQ~te certain aspe!;ts qf it. l~ wUl be note!! that a spegal list of coded 
defects has been evolved, The Ust c;riroptises those defe~ most frequently found at school 
medical examinations an!i they at'~ classified in accordance with the International Qassificatiop 
of Diseases. This should make for accurate recording of defects and assist considerably in 
evaluating the work of the school health service. The memorandum is at Appendix 3· 

Sc::hool EnViromnent 
~·3· While disC\\S$Wg the ht:3lth !Pld the ~oci.al and ew.otional !ievelopment of the chilP., 
the Working Group had of necessity to considc:r the effect of the schooJ envgQllfllent. For 
~ple, the sanitary condition of the school directly affect~ the health of the child; frequent 
~ges of t~cher and overlar~e classes qu1 affect l;loth his edllcational progres:~ and social 
development. lt was felt that the personal recprd ap:q w3S not the appropriate place tp record 
ihU uuortnation. 

The WorW1g G~;oup note aiso that many children COIDDleQce ll~Qlmce Jt ~tional school 
at the age of 4 years. It has been, suggested that formal equcatiop at too CArlY 110 age can h.ave 
a deleterious effect on the emotiQnal and social clev«!l!mmellt of the ehil~. 

The Working Group recommends that the Minister for Health should review tlie signifi~ee 
of thi:Je fllcton in conjunction with the Minister for Education. Arran!emetlts shoul~ also 
be made for close and continuing liaison between the Dopartments of Health llnd Education 
in relation to ~chool health services. 

Nutrition 
3·4· In considering the general health of children the Group was aware that in rural areas 
many children leave home very early in the morning and return relatively late in the evening, 
because of travelling arrangements to central amalgamated schools. As a consequence, these 
children may not have adequate nourishment during long periods of the day. The Working 
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Group endorses the recommendation of the Child Health Study Group that a scientific study 
of the nutrition of school children should be undertaken and that the school meals system 
should be modified in the light of the findings of that study. 

School Medical Examination Rooms 
3·5· The School ~eal~ Card, now designed, _envisages higher _attendances of parents at 
school medical exammattons and greater consul tan on among the vanous members of the sc~ool 
health team. Adequate and suitable accommodation should be available to the school medical 
officer for the examination. In particular, the Working Group recommends that, where 
general-purpose school medical rooms are provided, they should be readily available to ~e 
doctor at the time of his visit to the school. The right of the doctor to suitable accommodation 
in school buildings should be recognised. 

Statistics 
3.6. The school health card has been designed to facilitate statistical analysis. Thus the 
results of the clinical examination can be relatively easily coded and analysed by computer, 
according to age and other factors. A computer input form on the lines of that devised for 
the pre-school card (see Appendix 2) would be appropriate. 

Associating School Records 
3·7· A difficulty frequently arises at present in associating pre-school medical records with 
school records. It is extremely difficult to file records systematically or associate them where 
different versions of the child's name may be given at different times. 

The Working Group recommends that, in communications between the school and the 
health authority, the registered name of the child as recorded in the General Registrar's Office 
should be used to facilitate association of the child's medical records. 

Parent's Questionnaire 
3.8. The Terms of Reference required the Working Group to design a questionnaire for 
completion by parents of children being considered for a school medical examination. The 
questionnaire would not be definitive but would be issued as a guide to health authorities. 
The questionnaire designed by the Group is attached at Appendix 4· 

The parent is generally required to tick the relevant box opposite each question. It will 
be noted that any answer giving rise to aruciety or suspicion about the child would be indicated 
when the YES boxes are ticked. Accordingly, the doctor by scanning the YES column can 
easily pick out possible "warning signals" about the child's health. The group considered that 
parents would be encouraged to complete the questionnaire if they were satisfied that the 
info~ation furnis~ed by them v.:ould ~e treated in a confidential manner by the school 
medical officer. This would apply m particular where the parent wished to inform the doctor 
a~ut some medical condition affe~g the child. Accordingly, the Group considers that 
swtable envelopes, marked confidential, addressed to the school medical officer should be 
supplied for returning the completed questionnaire. ' 

An_ intro_ductory letter. to the parc;nt and the parent's consent should also accompany the 
quesnonnllll"e. Two verstons of the mtroductory letter are needed-<>ne where a child such 
as a ~chc:><>l ~trant, w;ill definitely be o~ered a m~dical examination (Form A), the other ~here 
a child IS bemg constdered for a seleCtive exammation (Form B). The two versions are also 
distinguished by colour. 
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CHAPTER 4.-MISCELLANEOUS ASPECTS 

Computer Processing 
4.1. It is clear from current trends that medical records will be increasingly computerised. 
It is possible to store medical records of individuals in a central computer with access to it 
from terminal units. Medical record linkage whereby medical data relating to an individual 
from different sources (General Practitioner, Health Authority, Hospital) are associated by 
computer is also progressing. Computerisation of the original data is, however, unlikely to 
occur on a general scale in Ireland within the next 3 to 4 years. The record cards designed by 
the Working Group assume that the basic information on the child will be recorded on them 
but that key statistics can be extracted for computer analysis. Provided an agreed reference 
number system can be used, a limited form of record linkage embracing the data recorded 
on the input forms and allowing the health of the child to be traced from year to year, should 
be feasible at an early date. The Working Group have considered in detail the national number 
system used in Scandinavia and a description of the system is attached at Appendix 5· The 
numbers are based on the date of birth of the child. 

The Working Group recommends that a national number system for infants should be 
introduced at an early date to facilitate association of medical data and to permit valuable 
research to be undertaken. However, unless suitable controls for ensuring the confidentiality 
of information about individual children can be implemented, the Working Group would have 
grave misgivings about submitting for computer analysis any information traceable to in
dividual children. The control procedures should be the subject of agreement with the medical 
organisations and other interested bodies. 

Socio-economic Groups 
4.2. The Working Group recommends that a short definitive list of socio-economic groups 
should be devised so as to facilitate medical and other research in Ireland on the basis of 
socio-economic groups. 
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APPENDIX 1 

CIDLD HEALTH SERVICES 

EXPLANATORY MEMORANDUM ON PRE-SCHOOL CARD 

(SPECIMEN CARD IN BACK POCKET) 

Introduction 
1. The pre-school record card designed by the Working Group on Child Health Records 

is largely self-explanatory. However, because of the wide ranging nature of the discussions 
on different sections of the card, the Working Group felt that some notes on these aspects 
would be helpful. 

For example, the use of the phrase "Fever in first -fo" under pre-natal history on page (2) 
of the card may give rise to speculation. "Pyrexia" is possibly more conventional. However, 
"fever'' expresses and conveys more accurately the Working Group's intention of excluding 
passing minor infections and including illnesses in the mother which may be associated with 
congenital defects in the child. Rubella is an outstanding example. All information on the card 
should be regarded as strictly confidential. 

A record card can only be assessed properly after considerable experience of using it. The 
present card is regarded as experimental and will be reviewed after one year of operation. 
Appropriate modifications can be made when the card is being re-printed. Separate cards are 
available for boys and girls because of the need for different weight charts for each sex. 

While the card may appear formidable at first sight, experience of somewhat similar cards 
elsewhere has shown that completion of the card should not present undue difficulty. 

The Working Group studied pre-school cards from many sources. The Group particularly 
acknowledge the benefit they obtained from examining a pre-school card under the copyright 
of the Royal College of General Practitioners. 

General Sequence and Philosophy of the Card 
2. This record card has been designed to provide a dynamic picture of the developing 

pre-school child and to serve as a continuous record of the scheduled clinical examinations 
as laid down in the recent Child Health Services Scheme. 

The first three pages require the recording of a relatively large amount of information. 
It is appreciated that a good deal of this detail may not be immediately available when the 
child is first seen. This applies particularly to page (2) when birth takes place in a Hospital 
or Nursing Home. Every effort should be made by whatever method is relevant locally, to 
obtain such information in as detailed a form as possible. It is only when a full and exact record 
of each individual child is available that a really meaningful attempt can be made to select 
certain children for special follow-up. A deliberate decision has, in fact, been made in the 
design of this card to get away from the compilation of lists of"At Risk" factors and in favour 
of an individual assessment of whether any particular child is "At Risk", based on the total 
picture available. 
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Appendix I-contd. 

Page (4) is a familiar check list for convenient recording of the clinical examination at the 
various ages. Any significant finding would of course, be expanded in the Progress Notes. A 
particular feature is the emphasis on social and emotional development which has perhaps 
tended to be neglected in clinical examinations in the past. The emphasis here would be on 
assessing the adjustment of the developing child to his everchanging environment. Possible 
difficulties in such adjustment might be indicated by various abnormalities of behaviour, 
both of the child and those who care for him. Some of these are spelt out in the card-many 
others will suggest themselves. 

Page (6) is a detailed development chart to help in the examinations at various ages. ~
though for convenience, the clinical and development sections appear on separate pages, 1t 
hardly needs stressing that the two form a clinical assessment of the child. It should be em
phasised, perhaps, that the items recorded in the development chart are those actually observed 
by the examining doctor and not just reported by the mother. The mother's observations are 
of course important and should be recorded in the space provided after each examination. 

The accurately completed record should prove of value when the initial school examination 
is undertaken. 

Certain useful statistical data might be gained from the card, yet the emphasis in its compila
tion has been on its use as an aid in a continuing clinical assessment of the pre-school child. 

Detailed notes on the card follow: 

Address 
3· If the child is living in an institution, it should be made clear in the address. 

Health Board 

4· Initially it is suggested that the health board and county might be indicated, e.g. 
Eastern/Wicklow. 

Centre 
5· The location of the child health clinic 

e.g. Dundalk (name of town suffices if only one clinic in town). 

e.g. City Hall, Cork (if more than one clinic in an urban area). 

Reference Number 

6. This sp~ce is intended for .u~e lat~r ~hen a uniform reference number system is agreed. 
In the meantime, health authonnes WIShing to use a reference number system of their own, 
might put the number on the top margin of the card. 

Birth Weight; Period of Gestation 

7· ~ants of birth w~ght of 5 lb~. 8 ozs. or less (2,500 grammes) and less than 37 weeks 
gestation are at greater nsk of handicap. 1 

Place in Family; Number in Family 

8. Refers to number of children alive. The number should include foster children or 
adopted children. 
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Family and Social Factors 
9· Family and social factors have been found to have a major influence on the health and 

social well-being of children. 
Thus, the fifth or subsequent child in Social Class V (Registrar Generals Classification in 

Britain) may be at risk because of the social environment. 2 

Chronic illness of the parents such as psychiatric conditions and alcoholism, play an 
important part. 

Overcrowding of the home may also be a significant factor. 
Children who have lost one or both parents, fostered or boarded-out children, children in 

institutions may also be at risk. 
Any cause which results in the young child not having the full affection and care of both 

parents, can have adverse effects on the physical health, emotional and social development 
of the child. 

At Risk Summary 
IO. There are many "at risk" factors, too numerous to list. However, the check list provided 
on page (I) classifies five broad categories. It is accepted that these classified categories are 
not all embracing. Ticking the relevant factor indicates quickly that the child is "at risk". 
The data leading to this judgement can be elaborated in the appropriate section of the card. 

Services Received by Child 
11. It is essential for statistical and record purposes that this section be completed after each 
examination. (In the case of participating general practitioners, payment of fees will be cal
culated by reference to this section). 

In the column headed "SE, 0" entries should be made as follows: 

SE= Scheduled examination. 

0 = Other (i.e. where a child is recalled, under the child health services scheme, for 
a reason arising out of a scheduled examination). 

The column "For office use" will be used by the C.M.O. to certify for payment, items of 
service rendered by participating general practitioners. 

Mother: Number of Other Pregnancies 
I2. Guides as to whether pregnancies should be listed as abnormal are specified on the card, 
viz. still births, abortions, neo-natal deaths, congenital malformations. 

Pre-natal History 
I3. The card lists factors which have been found to have a correlation with post-natal health 
deviations. 

Other relevant conditions may be such items as A.P.H. or Toxaemia needing hospitalisation, 
and these can be more fully described in the space provided on the card. 

Infant-Condition at Birth 
I4. This relates to the condition of the baby in the hours immediately following birth. 
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Factors which may be classified as abnormal include: 

Asphyxia, requiring artificial resuscitation, 
Haemolytic Disease, requiring transfusion, 
Twitchings, Convulsions or Cerebral Dysfunction, 
Hypoglycaemia 
Low birth weight, i.e. 5 lbs. 8 ozs. (2,500 grammes) or less; short gestation, i.e. less 

than 37 weeks, 
Congenital malformations. 

Neo-natal History (0-4 weeks) 
15. CDH test (Barlow's modification of Ortolani): PKU test (Guthrie). 

The boxes should be ticked to indicate whether or not the tests have been carried out. The 
results can be indicated in the free space provided. Both tests may have been carried out in 
the maternity hospital or nursing home, but the CDH test should be repeated at the develop
mental examination. 

Where neo-natal information is not available from the hospital, the mother should be asked 
whether she was shown the baby within 48 hours of birth, or whether the baby was retained 
in hospital after she was discharged. These situations are suggestive of peri-natal difficulties. 

Breast-feeding 
16. Reliable information on trends in breast feeding would be derived in due course from 
this part of the card. 

Type of Artificial Feeding 

17. For example: cows milk, proprietary milks, vitamins, minerals, types of cereal, and 
other mixed feeding. 

Weight Chart 

18. The chart shows the following percentiles: 3rd, 10th, 50th, 90th, 97th. The graphs are 
based on the research of Tanner, Whitehouse and Takaish (1965). The weight of the child 
at the relevant age should be marked by an X on the chart. Weight statistics should not be 
interpreted in isolation but in conjunction with all the other information available on the 
child. As an approximate guide, a child whose weight is outside the 3rd or 97th percentile 
should be regarded with suspicion. 

Clinical Examination 

19. Age: The Actual. age of the ~hild should be. indicated in the most appropriate column 
by completmg the fract:lon, e.g. the child aged 7 months is entered as follows: 

"Actual n " is completed by inserting 7 over the 12, e.g. 
"Actual i>s" in the column headed "6 months". 

No~es ~n some individual items in the clinical examination are given below. The clinical 
exammatton and the development chart should be regarded as interrelated and complementary, 
both helping to give a picture of the whole child. 

Eyes (4) This heading includes, for example, infections, cataract, nystagmus or strabismus. 
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Vision (5) Formal tests of visual acuity are not available at early ages. At 6 weeks it is best 
indicated by the child's general visual alertness, e.g. watching mother's face or, in supine 
position, follows dangling object 9" from face through 9Q0

• 

At 6 months the child looks about in all directions-follows object 180°. 

At 12 months the child can see and pick up a very small object. 
Details of these tests are described in Developmental screening o-5 years published by 

Wm. Heinneman, London. More formal tests of vision at 12 months and two years are 
described by Dr. Mary Sheridan in the manual of the Stycar test. 

Hearing (7) A convenient table for recording the results of these tests carried out at the 
"key" ages of 6 months, 12 months and 2 years is included in the Development Chart. For 
easy reference, the overall result can be summarised in the clinical examination section. Tests 
for hearing at 6 weeks are very difficult and no satisfactory routine test is available. Other 
hearing tests at ages 6 months and 12 months are listed on the Development Chart. Probably 
the most suitable age for tests is at the age of 9 months but they can be used successfully to 
the age of 18 months. 

C.V.S. (9) This should include palpation of the femoral arteries as a routine at all ages. 
C.N.S. (n) Envisaged here is a paediatric neurological examination as laid down in the 

refresher courses on developmental paediatrics. It should include study of the primitive 
reflexes, e.g. Moro, Asymmetrical tonic neck reflex, Parachute Reflex. Undue persistence of 
or asymmetry of these reflexes may be valuable clues to subsequent abnormalities, including 
Cerebral Palsy. 

Social and Emotional Development (16) An assessment of the child's social and emotional 
adjustment at the different ages is a vital part of the total picture. Certain behaviour patterns 
may be indications of maladjustment. The significance or otherwise of these patterns is assessed 
by considering the total situation, e.g. family relationships and attitudes or changes in family 
circumstances. 

Significant Handicapping Conditions 
20. This section is intended for significant handicapping conditions which have been 
confirmed. 

A list of such conditions is suggested beneath: 

1. Congenital Deformity. 
2. Hydrocephulus and Spina Bifida. 

3· Cerebral Palsy. 
4· Muscular Dystrophy. 
5· Cystic Fibrosis. 
6. Mental Handicap. 

7· Defective hearing. 

8. Defective vision. 
9· Haemophilia. 

10. Epilepsy. 
11. Psychotic/Autistic. 
12. Heart Disease. 

13· Coeliac disease. 
14· Other (to be specified on card). 

Pending agreement on a proper coding system for these conditions, it is suggested that the 
number assigned to each above Inight be entered in the space for code. This would facilitate 
summarising the relevant statistics. 

Progress Notes 
2L These notes can be used for a summary of the examination, the results of any special 
tests, or of specialists reports. 

Continuation sheets will be available. 

~I 
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Developmental Chart 

22. The development chart is intended to be a guide to the ~o~or ~ his overall assessment 
of the infant. However, it must be remembered that each child 1s uruque. 

Anxiety, once aroused in a mother about any deviation in her child's developme~t, is very 
difficult to allay, so it is important to keep in perspective failure to pass one or two 1tems at a 
specified age. 

Only if a child fails to pass a significant number of milestones should one begin to suspect.mental 
handicap. Then, further observation of the child and his environment is called for, W1th full 
investigation to outrule other handicaps. If training, education and mana!!ement are begun 
early, the primary handicaps may be alleviated and many secondary handicaps can be pre
vented or reduced. 

Differences can occur in the rate of motor, sensory, or intellectual development wi~ 
a wide range of normal. Environmental influences play a very big part in the child's maturatton 
from a very early age. 

The milestones used in the chart are meant to represent the abilities of an average sample 
of full term, normal infants at specified ages. However, it is unlikely that any child will score 
all the items for his exact age. He may be much more advanced in one or other parameter 
such as walking or talking. He may also be behind in some areas. 

Allowance should be made for infants of short gestational age. Their development will 
be delayed by their degree of inlmaturity in many cases. 

Some physical handicaps may have a secondary effect of retarding development as ther~ is 
a high degree of interaction between the physical mental and emotional growth and maturatton 
in the young child, e.g. Hypertonia as in Cerebral Palsy, may retard sitting and walking and 
so limit a child's exploration of his environment. Hearing defects may retard or distort speech. 

There may be a familial pattern of late development for example in motor function or 
speech. If so, this should be taken into account. 

It is important to emphasise that tests such as palmar grasp should be tested bilaterally. 
A description of four important reflexes follows : 

(a) The Grasp Reflex: It consists of two parts, the grip reflex and the response to traction. 
~ fll:lger or pen, etc. is introduced into the palm from the ulnar side. When the .P~ 
1s strmulated, the fingers flex and grip the object. The head should be in the m1dline 
during this test. 

The finger can then be drawn gently upwards and the grip is reinforced (in the 
full term normal baby), the muscles contract from wrist to shoulder and the baby 
hangs from the fingers momentarily. In the premature, there is much less tensing 
of the arm muscles. 

The grasp reflex becomes progressively weaker and has almost disappeared by the 
age of 3 months in normal babies. 

The grasp reflex is ass.essed partly with regard to intensity, partly with regard to 
symmetry, and partly With regard to persistence after it should have disappeare~. 
Exagg~te~y stro~g grasp occurs in Cerebral Palsy. It may be asymmetrical m 
Haermpleg~a-Pers1stence may indicate Cerebral Palsy. 

(b) The Parachute or Prot~ctive. Reflex: Protective or parachute reactions appear in re
sponse to a sudden displacrog force. They can be elicited in different ways. The 
upward parachute reaction is shown when an infant held vertically in the air is tilted 
towar~s the ground, the upper limbs and fingers abduct and extend. By 9 mont;hs, 
mo~t.infants show the response. The sideways protective reaction is seen in the si~g 
posmon from 6-8 months, the backward protective reaction 1o-12 months. A child 
cannot walk unless he has both balancing and protective reaction. · 
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(c) Moro Response: This is a primitive refiex. The baby is in the supine position with 
the back of the head supported on the palm of the examiner's hand. Rapid release 
of the head by dropping the hand suddenly initiates the refiex. 

There is extension and abduction of the upper limbs. The hands open but the 
fingers may remain curved. This is followed by adduction of the arms (embrace). 

The refiex is present in normal full-term infants. It is usually present also in pre
mature infants but may be difficult to obtain clearly, unless fully awake. It disappears 
about 2-3 months of age. 

Abnormality of the refiex may be indicated as follows: 

1. Exaggerated movements. 
2. Decreased reaction. This may be due to hypertonus, hypotonus, or cerebral 

damage. 
3· Asymmetrical. This may occur with peripheral injury, e.g. Erb's palsy. 
4· Undue persistence which occurs with retarded development. 

(d) Asymmetric Tonic Neck Reflex: Place the child in the supine position. He then lies 
with the head turned to one side with the arm extended to the same side. The con
tralateral knee is often fiexed. The arm extends on the side to which the face is turned 
(the fencer's position). The other arm is fiexed. The trunk is concave to the occiputal 
side. If in the first month or two the infant keeps his head persistently turned to one 
side, there may be persistent fisting in the occiputal hand (suggesting a hemiparesis), 
apparent shortening of the occiputal lower limb and curvature of the spine. 

In severe Cerebral Palsy, the refiex persists and may increase. 
A useful bibliography is attached at Appendix I. 

Equipment and Testing Materials 
23. The following items should ideally be available to doctors carrying out the examinations: 

(I) Examination Couch: 

(2) Two Children's Chairs: 
(3) Two Adult Chairs : 
(4) Rocking Horse: 
(5) Dolls Cot and Doll. 
(6) Weighing Scales: 

(7) Tape Measure: 

(8) Stycar Testing Materials: 
(9) Set of I inch Cubes. 

(Io) Graduated Rattle. 
(11) Small Rubber Ball. 

32 inches high, 70 inches long, 28 inches wide. It should 
be covered in a waterproof material. 
The seat should be I 5 inches from the ground. 
for mother, doctor. 
The seat should be 20 inches from ground. 

(a) A scale of the cradle or carrier type. 
(b) A scale for children who can stand. It's range should 

be 500 gms. to I20 kg. 
The tape should be of non-stretch material, e.g. fibre 
glass. (Metal or linen tapes are not recommended.) 
(Visual and Auditory). 

The toys specified help to achieve rapport with the child. 
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Clinical Examinatio~ Pre-School Assessment; School to be Attended. (See heading 
at bottom of Development Chart.) 

24. It is expected that this section would be filled where a handicapping condition exists. 
The results of a pre-school assessment, including clinical examination, can be summarised 
at the bottom of the Development Chart. The pre-school assessment would specify any 
medical condition with significant implications for the child's future education. 

Insertion of the school to be attended where available is very important as an aid to associating 
the pre-school and school records. 

Envelope Folders 
25. The pre-school card and school card will be similar in size and an envelope folder will be 
provided for keeping them together. Any relevant specialist reports, immunisation records, 
etc., could also be stored in the envelope folder. 

The child's name, date of birth, reference number and address will be on the outside of 
the envelope. 

Statistical Analysis 

26. The Department of Health intend to produce statistical analysis on a national basis 
with classifications by health board area. It is anticipated that the results will be produced 
by .computer. Special Computer Input Forms will be supplied to each health authority on 
which the relevant data from the pre-school record in respect of the calendar year in question 
would be inserted. 
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REFERENCES 

1At the Second European Congress of Perinatal Medicine, April, 1970, an informal Working 
Pany of Obstetricians and Paediatricians from 13 European countries suggested the following 
grouping of babies in terms of gestational age: 

(a) Pre-term less than 259 days (37 weeks). 
(b) Term . . 259-293 days (37-41 weeks). 
(c) Post-term . . 294 days (42 weeks) or more. 

The Working Party also stated that the usefulness of birth weight is much increased by 
relating it to gestational age. 

ZProfessor Neville Butler, University of Bristol has shown that the socio-economic back
ground of the child and its place in the family carry a significant prediction of handicap. His 
findings are based on research undertaken as part of the National Birthday Trusts Perinatal 
Survey and the National Child Development Study (1958 Cohort). Follow-up research of 
15,000 children born in 1958 was carried out when they reached 7 years of age. The fifth or 
subsequent child, in a low socio-economic background produced a yield of severe handicaps 
mucll. higher than the average for all the 7 year old children. 
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APPENDIX 3 

CIDLD HEALm SERVICE 

EXPLANATORY MEMORANDUM ON SCHOOL CARD 

(SPECIMEN CARD IN BACK POCKET) 

1. Introduction 
This card is designed to give emphasis to all the aspects of the child which should be taken 

into account in making an examination, including physical, intellectual, social and emotional 
development. It is also directed to ensuring that the child obtains the maximum benefit from 
the educational opportunities available to him. Accordingly, provision is made for an assess
ment of intellectual capacity, of behaviour and of response to education. A section is also 
included where medical conditions with significant educational implications would be specified. 
The Working Party has recommended that the card be reviewed after a reasonable trial period. 

2. Linking with Pre-school Record Card 
In the future, it is hoped that the pre-school record card of the child can be linked with 

the subsequent school medical card. For this reason, the school card is the same size as the 
new pre-school card-both cards would be held in a single envelope folder. Any relevant 
specialist reports, etc., would also be kept in the folder. The child's name, address, date of 
birth and reference number could be written on the outside of the folder. 

3. School Health Team 
The card is also designed with the concept in mind of the school health team. Increasing 

team work between the parent, teacher, nurse and doctor is visualised and space is specially 
provided in pages (3) and (4) of the card for relevant information from members of this team. 

It also anticipates increasing participation by psychiatrists, psychologists, social workers, 
educational psychologists, speech therapists in the school health service, with the Chief Medical 
Officer acting as co-ordinator. 

4. Family Unit 
Throughout the card, the child is regarded as part of a family unit and of an environment 

which has a profound effect on his development. 

5. Reference Number 
Pending agreement on a natio~ n~be~ ~ystem this space s.h?uld _be le~ blank. In the 

meantime, reference numbers which the mdiv1dual health authonnes rmght WISh to use, may 
be inserted along the top margin of the card. 
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6. Family Doctor 
The family doctor should be kept informed of important developments including referrals 

of the child for specialist services. 

7. Vision 
While the initial school medical examination will normally be at the age of 6 years, a vision 

test may be carried out before this age. It is recommended that vision testing of young children 
who do not know their numbers should be done by the Stycar or other method. 

8. Colour Vision Testing 
It is advisable to carry out colour testing of all children before leaving school with a view 

to vocational guidance. Tick the appropriate box; if colour vision is abnormal, insert the code 
number from the coded list. 

9. Hearing 

The results of audiometric tests may be entered here, by using the appropriate action code 
( y', RS, OBS, FD, T). 

10. Other Tests: e.g. urine, haemoglobin or other tests which may be carried out. 

11. Family and 84x:ial Factors 

These factors have been found to have a major influence on the health and social wellbeing 
of children. 

Examples of relevant factors are as follows: 

Death of one or both parents. 

Separation of parents (inc. desertion, emigration). 

Fostered or boarded out children. 

Serious marital disharmony. 

Separation of child from parents for any long period. 

Chronic illness such as .psychiatr_ic condition, alcoholism, mental handicap, blindness, 
deafness, severe phystcal handicap, rheumatism, epilepsy. 

The blank space provided in this section of the card can be used for elaborating on any of 
these factors. 

Any cause which results in the y~ung c~d not having the full affection of both parents, 
can have adverse effects on the phystcal, soctal and emotional development of the child. 

12. Other Relevant Information on Child 

This section should be completed by the examining doctor based on information from the 
parents, nurse, teacher and other sources. 
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(1) Information from the Parents 

Information may be obtained from the parents' questionnaire but in many cases it 
will have to be sought in direct interview with the parent. This would be the appropriate 
section for noting information obtained from the parents about the child's intellectual 
development, any symptoms of behaviour or emotional disorder, or symptoms of psycho
physiological disorder. (See page 6.) 

(2) Information from the Nurse 

Attendance of the district public health nurse at school medical examinations should make 
available much valuable social information. Sections on clothing, foot-gear, etc., which 
were commonly on school medical cards have been omitted as it is felt that the day-to-day 
family care and hygiene as known to the nurse are of more value than the state of the 
child on the actual day of examination. These items should be entered here. Information 
from the nurse about frequent visits of the child to the family doctor, and any social or 
environmental factors known to her which might otherwise be unknown to the examining 
doctor, should also be entered. Where the nurse has an intimate knowledge of the family, 
her assessment of the child's emotional, social and intellectual development would be of 
great value. 

(3) Information from the Teacher 

The teacher, having the child under observation throughout the school day is an obvious 
source of much background information about the child. 

Frequently, the first manifestations of behaviour problems, or emotional disorders are 
noted by the teacher rather than the parent. A child's attendance record may indicate 
chronic sickness or emotional or social problems and such information is available from 
the teachers. 

Wherever practicable, an interview with the teacher about each child is the most pro
ductive source of information. In very large schools, it may be difficult to obtain a satis
factory interview with the teacher and certain health authorities may wish, in the light of 
their own experience, to submit a questionnaire about each child to the teacher in certain 
schools. This is the practice in the school health service in many countries. 

Apart from the school attendance, it is desirable to obtain the teacher's assessment 
of the individual child regarding intellectual capacity, behaviour, social and emotional 
development as well as educational progress. 

(4) Information from Other Sources 

Valuable information about the child may also be obtained from other sources, e.g. 
psychologist, family doctor, school attendance officer, inspector of I.S.P.C.C., social 
worker, authorities of residential institutions. 

13. Medical Conditions with Significant Educational Implications 
The following are regarded as amongst the main conditions with significant educational 

implications : 

Asthma 
Cerebral Palsy 
Congenital and acquired Limb and/or 

Spinal defects 
Defective hearing 

29 

Specific learning disorders 
Maladjustment (refer to page 9 of code list) 
Mental handicap 
Minimal Cerebral Dysfunction (no code 

available) 
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Diabetes 
Epilepsy 
Cystic Fibrosis 
Haemophilia 
Heart Disease-Congenital and 

acquired 
Hydrocephalus and/or Spina Bifida. 

Muscular dystrophy 
Psychosis/Autism 
Severe Speech Defect 
Visual handicap 
Slow learner 
Other 

It may be necessary to review this list in the light of subsequent knowledge. The incidence 
of these defects is of importance in planning for special education and special classes, and so 
it was felt that they should be listed separately for the easy abstraction of statistics relevant 
to future planning. 

It may be possible to complete this section at the school medical examination. In certain 
cases it will be necessary to await full specialist investigation. 

The card contains space for entering a code number for these handicapping conditions. 
Code numbers for the conditions specified are included in the code list with this memorandum. 

14. Doctors' Recommendation 
This section is intended for the doctors' recommendations regarding the child, including 

specialist referral and advice to parents and teachers. The doctor may wish to make use of 
this section to ensure that the recommendations following specialist referral, are carried out 
and that the appropriate action has been taken. 

If a factor in the school environment is considered to have adversely affected an individual 
child, the doctor should record the relevant factor in this section. 

Examples of factors in the school environment which can have adverse effects on the child 
are as follows: 

Frequent change of teacher; 
Lack of adequate and readily accessible sanitary accommodation; 
Lack of facilities for physical activity; 
Overcrowding and overlarge classes. 

A report on the school environment would be valuable when considered in relation to the 
incidence of defect discovered_ in a particular school. If the environment is inadequate it would 
be helpful to draw the attentiOn of the Department of Education and the school manager to 
the adverse conditions there. 

During the school medical examination, the doctor should discuss with the teacher any 
facts relevant to the child's education, discovered in the course of the examination whether 
social, emotional ~r physica!. T?ese facts. should be noted here. The concept of a team' approach 
to th~ school m_edical _exa~atton, reqwres the fullest exchange of knowledge with the teacher 
that IS compatible With ethical standards, to ensure that the child obtains the maximum 
benefit from his education. 

It is also felt that the doctor's visit to the school is an appropriate time for health education 
involving the parent, teacher and child. 

15. Clinical Examination 
Coded List of Defects 

The separate code list which accompanies this memorandum contains the more frequent 
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defects under each system which are likely to be encountered at school medical examinations. 
(The coding is based on the International Classification of Disease and the Cardiff Classifica
tion published by the British Paediatric Association in April, 1969.) 

Procedure for Completing Clinical Section 
A limited number of follow-up or action codes are shown at the top of the Clinical examina

tion section viz. RS, FD, OBS, and T. 

Accordingly when a defect is noted the appropriate action code and ICD code are entered. 

Example 1: 

Example 2: 

Acute Bronchitis 

Refractive Error 

Action Code = FD 
ICD Code = 466 

Action Code = RS 
ICD Code = 370 

The box opposite each system contains place for these entries, e.g. EYES: RS: 370. 
Where the precise coding is not clear to the doctor or the diagnosis does not fit into any 

of the categories in the list, the appropriate action code (RS, FD, OBS, T) can be entered 
opposite the system in question in the clinical examination section of the card and an ICD 
code need not be entered. Thus the system might be EYES and the action codeRS. An ex
planatory note can be made in the Progress Notes. 

It is felt that doctors should not encounter great difficulty with the list of coded defects, 
as they gain experience in using it. The sequence of the various systems in the list of coded 
defects is similar to that in the Clinical examination. 

However, where a doctor, for any reason, does not wish to code a defect under the specific 
sub-heading given, he can enter the defect on the school card by using the code for the general 
heading, where such exists. An example might be "persistent lying" or "persistent stealing" 
which could be coded under the heading "Anti-social behaviour" (301.7). 

Particular Items on Clinical Examination 
General Appearance: The aim of this item is to allow the doctor to summarise his overall 

impression of the child, e.g. whether he is under or overweight, his physical fitness, his de
meanour. A large element of subjective decision is, of course, involved. The doctor should 
enterS where general appearance is considered satisfactory, and U where it is unsatisfactory. 

Dental Condition : The dental examination by the school medical officer should not be 
regarded as exhaustive or replacing the examination by the dental surgeon and his assessment 
should not be used for statistical purposes. If the school medical officer notes any relevant 
conditions which would affect dental treatment (e.g. heart disease, haemophilia) he should 
notify the parent of his finding. 

Descended Testes: In view of the importance of determining whether the testes have 
descended or not, a special heading has been given to this item in the Boy's card. 

Nervous System: Since a full scale neurological assessment is obviously impractical under 
the conditions of the school medical examination some means of a rapid investigation of the 
integrity of the nervous system is desirable. Observation of the quality of motor ability pro
vides the simplest means of such rapid assessment. Provision is therefore, made in this section 
of the card for the recording of gross and fine motor function and co-ordination. It is felt 
that these headings are self-explanatory, but such features as observation of gait for gross 
motor, a simple manipulative test for fine motor and a co-ordination test such as finger-to-nose 
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would be adequate. Any other features noted under this system would be recorded on the 
first line opposite heading-Nervous System. 

Intellectual Capacity : While the school medical officer is not expected to make a detailed 
assessment of the child's intelligence, he should, by the application of simple tests such as 
reading and writing tests be able to identify children needing special investigation. If he is of 
the opinion that the child is retarded in any way he may arrange for a special investigation. 

Social and Emotional Development: The Working Group regard assessment of the child's 
social and emotional development as an important aspect of the school health service. The 
school medical officer by directing attention to these aspects of child development, by gaining 
the understanding of parents and teachers and by arranging for appropriate investigations 
and continuous care, can make a significant contribution to the future health and social well
being of many children. 

Behaviour Assessment and Response to Education are two important factors to be considered 
in assessing social and emotional development. 

The code list of defects includes various headings which in themselves serve as a guide to 
behaviour disorders, e.g. aggressive behaviour, anti-social behaviour, isolating behaviour, 
regressive behaviour. 

Response to Education involves assessing whether a child's education is progressing satis
factorily having regard to his intellectual capacity. 

Psyclw-physiological Disorders 
The term "psycho-physiological" has been used in preference to "psychosomatic" as the 

former conveys more precisely the type of disorder envisaged. 
Many conditions are multi-factorial in origin. 
If the disorder is primarily physical in origin it should be coded under the appropriate 

heading for physical defects. 
Disorders which may be psycho-physiological are on the coded list, e.g. asthma, enuresis, 

abdominal pains, stammering and stuttering, cyclical vomiting, headache, tics. 
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SCHOOL HEALTH CARD 

CODED UST OF DEFECTS 

I. The list is based on the International Classification of Diseases. In some instances where 
the ICD code is not sufficiently specific (for example, behaviour disorders) the classification 
evolved by the British Paediatric Association is used and is denoted by an asterisk. The BP A 
classification is in harmony with the ICD one as it elaborates certain items in the ICD system 
to meet current needs. 

2. The various systems (Skin, Hair and Scalp, Eyes, etc.) in the Clinical Examination are 
given in sequence in the attached list, with a coded breakdown of the most common defects 
under each system. 

3· "Dental Condition" is excluded from the coding list. See paragraph 6 (b) of memorandum. 

I. Scabies 
2. Impetigo 
3· Ringworm 
4· Psoriasis 
5· Eczema-Allergic 

Atopic 
6. Warts .. . 
7· Acne .. . 
8. Alopecia 
9. Boils and Carbuncles 

10. Icthyosis-Acquired 
Congenital 

11. Seborrhoeic Dermatitis 
12. Flea Bites 
13. Infestation (Body Louse) ... 
14. Haemangioma ... 
15. Fungal Infections 
16. Pigmented Naevus (mole) 

SKIN 

HAIR AND SCALP 

1. Infestation-Nits, Lice, (Pediculosis) 
2. Alopecia 
3· Seborrhoeic Capitis 

4· Refractive errors-

3 

( a) Myopia } 
(b) Hypermetropia 
(c) Astigmatism 

EYES 
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Code 
133 
684·0 
IIO 

696 
691 
691 
079"1 
7o6·I 
704 
680·9 
701•1 
757"2 
69o 
134"9 
132 
227 
681 
757"1 
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5· Strabismus 
6. Blepharitis . . . . . . . . · 

7· Conjunctivitis (Non-specific origin) 
8. Stye (Hordeolum) 
9· Corneal Opacity 

IO. Corneal Ulcer . .. 
11. Blindness--Qne ... 

both 
I2. Chalazion 
I3· Ptosis--congenital 

paralytic* 
I4. Coloboma Iris . .. 
I5· Colour Blindness 

EARS 

I. Deafness: 
(a) Complete loss both ears 
(b) Complete loss one, partial loss other 
(c) Deafness one ear 
(d) Impaired hearing one or both ears 

2. Otitis Media-Acute 
Chronic 

3· Otitis Externa ... 
4· Otitis Media with Mastoiditis 
5· Mastoiditis without mention of Otitis Media 
6. Wax in ears 
7· Bat Ear* 

NASAL AIRWAY 

I. Adenoidal Hypertrophy ... 
2. Hay Fever 
3· Deflected Nasal Septum ... ... ... ... 
4· Chronic Nasopharyngitis (Chronic Vasomotor Rhinitis) 
5· Acute Vasamotor Rhinitis (Coryza) ... ... 
6. Sinusitis-Chronic or unspecified 

Acute 

MOUTII AND THROAT 

I. Oral Thrush (Moniliasis) ... 
2 . Stomatitis . . . . .. 
3· Impetigo . . . . .. 
4· Acute Sore Throat (Non-specific origin) 
5· Acute Tonsillitis 
6. Chronic Tonsillitis · · · · · · 
7. Cleft Palate 
8. Cleft Lip 
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Code 
373 
36I 
36o 
362 
37I 
363·0 
379'2 
379'I 
378·0 
744·8 
378·9I 
744'4 
377'3 

389·0 
389·I 
389·2 
389·9 
38I·O 
38I·I 
380 
382 
383 
387·I 
745'2 

500 
507 
504 
502'I 
46o 
503 
461 

112 
528·0 
684 
462 
463 
500 
749' 0 
749'I 



LYMPHATIC SYSTEM 

I. Glandular Tuberculosis 
2. Glandular Fever (Infectious Mononucleosis) 
3· Enlarged Glands (Non-specific origin) 

ENDOCRINE AND METABOUC 
Thyroid 
I. Simple Goitre 
2. Thyrotoxic Goitre 
3· Myxoedema 

Pancreas 
4· Diabetes Mellitus 
5· Coeliac Disease ... 

I. Acute Upper Respiratory Infection 
2. Acute Bronchitis 
3· Chronic Bronchitis 
4· Influenza (unqualified) 
5· Pneumonia (unspecified) 
6. Asthma 
7. Bronchiectasis ... 
8. Primary Tuberculous Complex 
9· Cystic Fibrosis ... 

LUNGS 

C.V.S. INCLUDING ANAEMIA 

I. Chronic Rheumatic Heart Disease .. . 
2 . Chronic Mitral Valvular Disease specified as Rheumatic 
3· Chronic Aortic Valvular Disease specified as Rheumatic 
4· Mitral and Aortic Combined 
5. Congenital Anomalies of the Heart 

(a) Fallot's Tetralogy 
(b) Ventricular Septal Defect 
(c) Auricular Septal Defect 

6. Congenital Anomalies of Circulatory System 
(a) Patent Ductus Arteriosus 
(b) Coarctation of the Aorta 

7· Anaemia (Unspecified) 
8. Functional Murmur* 
9· Haemophilia 

IO. Purpuric and other Haemorragic conditions ••• 

GENITO-URINARY SYSTEM 

I. Pyelonephritis-Acute 
Chronic •.. 
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Code 
OI7•1 
075 
782•7 

250 
269·o 

465 
466 
491 
470 
486 
493 
5I8 
OI2 ·0 
273•0 

398 
394•0 
395 •0 
396·o 
746 
746•2 
746•3 
746•4 
747 
747•0 
747•I 
285 ·9 
793 ·8 
286·o 
287 
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2. Nephritis-Acute 
Chronic 

3· Cystitis ... 
4· Enuresis (Organic) 
5· Hydrocoele .. . . .. 
6. Orchitis and Epididymitis 
7· Phimosis 
8. Undescended Testicle 
9· Hypospadias 

10. Epispadias . . . . ... 
11. Disorders of Menstruation 

(a) Amenorrhoea 
(b) Dysmenorrhoea 

1. Hernia: 
(a) Inguinal 
(b) Femoral 

ABDOMEN (Including Hernia) 

(c) Umbilical . .. 
(d) Ventral (Incisional) 
(e) Diaphragmatic ... . .. 

2. Splenomegaly (Non-specific origin) 
3· Hepatomogaly (Non-specific origin)* 
4· Mesenteric Adenitis . . . . .. 

ORTHOPAEDIC (Including Posture) 

1. Hallux Valgus . .. .. . . . . . .. 
2. Curvature of Spine (Adolescent Kyphoscoliosis) 
3· Flat Foot 
4· Poor Posture* ... 
5· Other Deformities including: 

(a) Genu Valgum 
(b) Genu Varum 
(c) Hammer Toe . .. 

6. Clubfoot (Talipes Equino Varus) 
7· Polydactyly 
8. Syndactyly . . . . . . . . . . . . . . . . . . . .. 
9· Reduction Deformity of Upper Limb (Rudimentary arm, shortening of 

arm, etc.) 
10. Reduction Deformity of Lower Limb 
11. Congenital Dislocation of the Hip . .. 
12. Generalised Flexion-contracture of limb joints (Arthogryposis) 
13. Rib Cage and Sternal Deformities (includes pectus excavatum and 

carina turn) 
14. Torticollis Congenital* 

Acquired-Acute* 
Acquired-Chronic* 

15. Tuberculosis of Bones and Joints 
16. Late effects of Acute Poliomyelitis . . . . . . . .. 
17. Rheumatoid Arthritis and Allied Conditions including Still's Disease 

Code 
580 
582 
595 
786·2 
6o3 
6o4 
6o5 
752 •1 
752•2 
752"3 
626 
626 ·0 
626·3 

550 
551"0 
551 "1 
551 •2 
551"3 
782·8 
785·1 
289 ·2 

737 
735 
736 
796·04 

738 
738 
738 
754 
755" 0 

755 "1 

755" 2 

755 "3 
755·6 
755 ·8 

756 · 3 
745"90 
717•20 
717·21 
015 
044 
712 
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18. Osteomyelitis and Periostitis 
I9. Juvenile Osteochondrosis of Spine ... 
20. Juvenile Osteochondrosis of Hip, e.g. Perthes Disease 
2I. Other Juvenile Osteochondrosis (e.g. Osgood-Schlatter's) Disease 
22. Hereditary Neuromuscular Disorders 
23. Familial Progressive Spinal Muscular Atrophy (Werdnig-Hoffman Disease) 
24· Amyotonia Congenita 
25. Progressive Muscular Dystrophy ... 
26. Fracture and Fracture/Dislocation of Vertebral Column, with Spinal Cord 

Lesion 
27. (Fracture) Humerus, Late Effect, Any Part ... 
28. Fracture of Radius and Ulna, Late Effect, Any Part 
29. Fracture of Femur, Late Effect, Any Part 
30. Fracture of Tibia and Fibula, Late Effect, Any Part 

NERVOUS SYSTEM 

I. Epilepsy-Grand Mal 
Petit Mal 
Status Epilepticus 

2. Migraine 
3· Chorea-Without Cardiac Involvement 

With Cardiac Involvement 
4· Bell's Palsy 
5· Cerebral Palsy* ... 

(a) Hemiplegia* 
(b) Double Hemiplegia* 
(c) Diplegia* 

Hypotonia, Dystonia, Rigidity, Spasticity. 
(d) Quadriplegia* 
(e) Ataxic Type of Cerebral Palsy* 

(Weakness and Inco-ordination of voluntary movement, Tremor 
and Unsteadiness. Congenital or Acquired. 

(f) Dyskinetic Athetosis* 
(Involuntary movement, mainly Athetotic, which disrupts the pattern 

of voluntary movement especially those requiring precise control). 
(g) Mixed. Combination of above,* especially spastic athetosis ... 
(h) Sensory Loss*-Loss of space* perception may be found in all groups 
(l) Without Differentiation* 

6. Spina Bifida 
Spina bifida occulta 
Spina bifida with hydrocephalus 
Spina bifida without mention of hydrocephalus 

Voic : 
I. Aphonia (Hysterical)* 
2. Dysphonia* 

SPEECH AND LANGUAGE 
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Code 
720 
722 
722'1 
722•2 
330 
330'1 
330•2 
330'3 

N8o6 
N812'9 
N 8I3·9 
N 821·9 
N 823·9 

345"1 
345"0 
345 "2 
346 
392"9 
392"0 
350 
343 
343"0 
343"1 
343 "2 

343 "3 
343 "4 

343 "5 

343·6 
343"7 
343"99 
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Articulation : 
3· Dyslalia* ... ... . .. 
4- Dyseneia* (Arising from hearing defect) 
5· Dysarthria* 

Language 
6. Dysphasia-Acquired* . . . . . . . .. 

Congenital (Auditory imperception) 
7• Alalia (Auditory and Psychological)* 
8. Dyslexia* 
9· Dysgraphia* 

10. Echolalia* 

Speech: 
n. Stammering* 
I2. Non-Fluency* 
I3. Stuttering* 
I4. Others* 

INTELLECTUAL CAPACITY 

I. Backwardness (slow learner) 
2. Mild Mental Handicap 
3· Moderate Mental Handicap 
4· Severe Mental Handicap ... 
5· Mental Handicap (Unspecified) 

Code 

78I·50 
78I·5I 
78I·52 

78I·53 
781•54 
78I·55 
3o6·n 
3o6·n 
78I·56 

3o6·oo 
3o6·01 
3o6 ·o2 
78I·59 

3IO 
311 
312 
313 
315 

SOCIAL AND EMOTIONAL DEVELOPMENT 

A. BEHAVIOUR ASSESSMENT 

I. Behaviour Disorders-General* 
2. Aggressive Behaviour* 
3· Anti-social Behaviour 

(a) Persistent Lying* 
(b) Truancy* 
(c) Persistent Stealing* 
(d) Vandalism (destructiveness)* 
(e) School Refusal* 

4- Isolating Behaviour: 
(a) Withdrawal (seclusiveness)* 
(b) Timidity (excessive shyness)* 
(c) Depression* 
(d) Over-anxiety 

5. Problems in Dominance-Submission 
(a) Overconforming 

Code 
308 ·99 
308·00 
301•7 
308 ·o6 
308· 17 
308·I3 
308·02 
300•20 

308 •23 
308·99 
790•2 
300"0 

no code available 
use No. I above 



6. Regressive Beha'Diour 
(a) Temper tantrums* 
(b) Enuresis* 
(c) Encopresis* .•• 
(d) Hyperkinesis* 

1· Psychosis/Autism 
(a) Psychosis (unspecified) 
(b) Autism 

8. Minimal Brain Dysfunction 
(a) Hyperkinesis* 

B. RESPONSE TO EDUCATION 

Specific learning disorders 

PSYCHO-PHYSIOLOGICAL 

I. Asthma 
2. Enuresis 
3· Abdominal pain ... 
4· Cyclical vomiting 
5· Stammering and Stuttering 
6. Headache 
1· Tics* ... 
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Code 
308· 15 
3o6·6 
3o6•7 
3o6·3 

305 •2 
3o6·6 
305 "5 
305"51 
3o6·o 
3o6·8 
3o6•92 



APPENDIX 4 

CONFIDENTIAL FORMA 

CHILD HEALTH SERVICE Health Authority 

QUESTIONNAIRE FOR COMPLETION BY PARENT OR GUARDIAN 

De.u- Parent, 
Your child will, subject to your consent, be medically examined under the Child Health 

Services at an early date. You will be notified of the approximate time as soon as possible. 
Your attendance would benefit the child by making fuller information available to the doctor. 
You will be more than welcome to come along. Meanwhile, perhaps you would be good enough 
to answer the queries on the attached form and to give your consent to the medical examination. 

The information supplied will be treated confidentially. 

Yours faithfully, 

Chief Medical Officer. 

CONFIDENTIAL FORMB 

CHILD HEALTH SERVICE Health Authority 

QUESTIONNAIRE FOR COMPLETION BY PARENT OR GUARDIAN 

Dear Parent, 

The school me~cal ?fficer will shortly be re~ewi?g the health of children in your child's 
age group. In constdenng the h~th of your child, tt would help the doctor if you would be 
good enough to answer the quenes on the attached form. If the doctor feels that it would 
benefit your child to have a medical examination at this stage, I will be in contact with you 
at a future date. 

The information supplied will be treated confidentially. 

Yours faithfully, 

Chief Medical Officer. 
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Child's Name ...................................... . Date of Birth.................................... I 

School ............................................ . Address .............................................. . 

Dear Doctor, 
I have answered the queries below and I consent to my child ...................................... . 

being medically examined under the Child Health Service. 
Yours faithfully, 

Signature of Parent or Guardian: ...................................... . 

Date: ...................................... . 

Please read "he" or "she" where applicable. Please tick v relevant box. 

( 1) Does he lack energy? 

(2) Does he suffer from asthma or any other chest ailment? 

(3) Does he snore at night or breathe through his mouth? 

(4) Has he ever had ear aches or running ears? 

(5) Do you think there is anything wrong with his hearing? 

( 6) Do you think there is anything wrong with his vision? ... 

(7) Does he stand or walk badly? 

(8) Has he any difficulty with his speech? 

(9) Do you feel he is falling behind and not progressing at school? 

(10) Has he any of the following conditions? 
If so underline which one : 
frequent headaches, nightmares, twitching, unduly shy, 
excessive anxiety or unhappiness. 

Yes No 
D D 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

(n) Has he ever had fits or convulsions? ... D D 

(12) Does he wet the bed? D D 

(13) Does he soil himself? D D 

(14) Has he had any serious illness or accident? D D 
If so, please give details· .................................................. . 

(15) Is he at present undergoing treatment for any condition? D D 
If so, where, and please give details? ................................... . 
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Yes No 
(16) Please give name and address of the child's usual doctor ............... 

.................................................................................... 
(17) Has be been immunised against Diptheria and Tetanus? 0 0 

(18) Has be bad Smallpox vaccination? 0 0 

(19) Has be bad Polio vaccination? 0 0 
(20) Has he bad B.C.G. vaccination? 0 0 
(21) Has be been immunised against German Measles or Measles? 0 0 



APPENDIX 5 

EXTRACT FROM A DOCUMENT PREPARED IN DENMARK IN CONNECTION 

WTI1I TilE INTRODUCTION THERE OF TilE "PERSON-NUMBER" 

The Person-Number 

The person-number itself consists of 10 digits. The first 6 digits include information of 
the person's birthday, 2 digits for day, 2 for month, and 2 for year of birth. 

The next three digits make a serial number to separate persons who have been born on the 
same day. As about 2oo-300 persons are born in Denmark every day, a three-digit serial 
number is sufficient. 

The 1oth and last digit in the person-number is a check-digit, the function of which is to 
reveal mistakes in quoting and transcribing the number. 

The check-digit appears by mathematical calculation of the 9 previous digits and, by the 
fact that the calculation is repeated every time the number is treated in the electronic data 
processing (EDP) equipment, any mistake will be revealed. For check-digit calculation a 
system called modulus n (weights 7, 6, 5, 4, 3, 2), is chosen. 

The person-numbers are assigned so that numbers ending in an odd digit are assigned to 
men, while even numbers are assigned to women. 

In other words: A man born on the 3rd June 1936 will have a person-number beginning 
with the six digits 03 o6 36, succeeded by four digits, the last of which is odd. 

Further, the numbers are given so that persons born in this century get numbers of which 
the last four digits make a number under 5,000, while persons born in the last century get 
numbers of which the last four digits make numbers over 5,000. 
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The structure of the person-number can be illustrated in the following way: 

Serial Number--------------------

Brrfu~y-----------------------------I 
t 

03 o6 

t t 
I DaY-----------------

Month--------------------------------------' 

36 
t 

I 
Yeu ---------------------~ 

_1 
I I7 I 
t f 

Century----------------------------------------' 

Check-number, Sex ----------------------------------------

The check-number is made in the following way: 

0 3 0 6 3 6 I I 7 
X X X X X X X X X 

4 3 2 7 6 5 4 3 2 

o+ 9+ o+ 42+ I8+ 3o+ 4+ 3+ I4= I20711 = IO 
110 

IO = Remainder 

Check-number = 11 -Remainder= n -IO= I 

It has been a problem to construct the person-number, because it would have been possi~le 
also to use a pure serial number, i.e. a number with no information included. This solutton 
would have had certain advantages to the solution which has been chosen, as the person
number would then be shorter than IO digits. It causes a waste of numbers to put in the birth
day, as only numbers from I-3I are used in the two first digits, and only numbers from I-I2 
in the following two digits. Further, a possible uncertainty could be avoided in the cases 
where a person's brrfuday is unknown or cannot be proved. The last case is, however, more 
and more outstanding in Denmark as we have a highly developed and certain registration of 
brrilis. 

Nevertheless, as it has been chosen to put the brrfu~y into the person-number, it is 
especially due to the following: 
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Firstly most registers will contain information of the birthday beforehand so that the use 
of the person-number in such registers will only demand a registration of four further digits. 
Registers which are already using EDP will easily be able to place the person-number in the 
system. 

Secondly it is supposed that the spreading of the person-number in the population will be 
easier if it includes birthday, as the number is easier to remember for the individual person. 

Thirdly a person-number which includes the birthday can to a certain extent be used in 
a register which is sorted according to birthdays, even if this register does not want to use 
the person-number as identification. 

In Norway and Sweden systems of person-numbers like the Danish system have been 
developed. 

The Norwegian person-number consists of I I digits, i.e. one digit more than the Danish 
number. The first six digits include the day, month and year of birth. A three-digit serial 
number follows, and the last two digits are check-digits which are both in accordance with the 
system of modulus 11, one according to the standard system, the other specially constructed. 
Having two check-digits we obtain the highest degree of certainty in the use of the person
number, provided that the right person's number is used. When we have only one check
digit in Denmark, which is the usual, it is due to the fact that we are afraid that the number 
will be too long for practical use. As in Denmark, the Norwegian number is assigned and 
directed by a central authority. 

The Swedish person-number consists of IO digits like the Danish one. However, the first 
6 digits which express the birthday are in reverse order: year-month-day. Then a three
digit serial number and a check-digit follow, just as in the Danish number. 

Denmark and Norway have the specification of the birthday in the order: day-month-year. 
This solution has been chosen, because it agrees with Danish and Norwegian usage, and 
because it is the order which is usually employed when specifying one's birthday. 

In spite of the small differences, we can state that in Norway, Sweden and Denmark we 
are working with the same person-number system, and in those 3 countries it is expected 
that the numbering of persons eventually may be of great importance for the solution of many 
sorts of administrative applications, especially applications solved by means of EDP. 
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