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C.C.A. 4 - E.H.B. 

Recommended Future School Health 
Services (National Schools) 

Introduction 

School Health Services developed in the early part of this century 
precipitated by the health of men recruited for the Boer War. The service has 
continued with various modifications since then. In 1967, the review of Child 
Health Services provided guidelines for what children should have 
developmental examinations e.g. towns of certain population sizes, as well 
as school health services. By virtue of these recommendations all children 
living in Dublin should have a developmental examination. 

In the 1980's, due largely to pressure of manpower/resources as well as to 
the questionable yield, selected school medical examinations came into 
being in some areas, where, depending on the information supplied by 
parents, a child was or was not selected for a medical examination. Vision 
and hearing tests continued to be given to all at some stage in their primary 
school life. 

Since the start of the century, health, in general, has improved in conjunction 
with nutrition and general living conditions. Vaccination programmes have 
been developed and parental education/awareness increased. 
Developmental examinations at 9/12 are available to all in the Dublin area, 
as are visits from Public Health Nurse up to the age of 6 yrs. The majority of 
children are now born in hospital with Paediatricians and so have Paediatric 
Neonatal checks. Developmental checks at 6 weeks of age are also 
available from G.P.'s and Maternity Hospitals. With all these developments, 
the yield from general school medical examinations should be minimal if not 
zero. Should the service continue in its present format for such a small 
return? 

Increasingly the problems noted by parents and teachers - which aren't 
already under treatment - are social and behavioural problems. The "new 
morbidities" which children are now exposed to, such as anti-social 

behaviour, substance abuse, non-accidental injury accidents and suicides 
are presenting a challenge. The World Health Organisations is of no doubt 
that the changing patterns of child morbidity in industrialised societies 
demand a new and dynamic response from school health service. 
Shrinking economic resources and awareness of the potential for prevention 
makes it desirable to reconsider how health services, health education and 
the school environment can contribute to improve health (1) 

It is with all the above in mind that this report was written. 



Recommendations 

(a) School Entrance/High Infants - 	All 
- 	Sweep hearing test 
- Height 
- 	Medical examination for those known not to have had a 
developmental examination or who defaulted on follow-up. 

(b) First class 	- 	All 	(I year after (a)) 
- 	Height 	+ I - height velocity 
- 	Vision 

(c) II year olds /pre leaving national school 
Vision - for debate. 

Discussion:  

It will be noted from the section on hearing that the justification for the school 
entrance sweep hearing test is open for debate. However, in view of the fact 
that it is "traditional", the frequency (apparent) of glue ear, and the need to 
outrule hearing loss as a cause of, or contributor to, behavioural problems in 
the future, I feel it should be continued pro tem. Weight is out as is a single 
height measurement. To justify measuring height, two measurements are 
needed over a period of time. 

Visual acuity and refractive errors are not routinely checked for at the 
developmental examination and needs to be done at the school medical. 
Some would recommend a second examination in the teenage years, as 
myopia becomes increasingly apparent in this age group. In the absence of 
school medical examinations extending into secondary schools, there may 
be justification, as a second best, to doing a second vision check prior to 
leaving school. 

The recommended school health services relies on children having a prior 
developmental examination. In this Community Care Area, as for M.M.R. 
defaulters, it should be possible to generate a list of defaulters to 
developmental examination by health centre at the age of 3-4 years. These 
would then be (a) offered another date for developmental examination at 
home by the Public Health Nurse or (b) have a developmental examination 
at school entry by the A.M.O. The latter would rely heavily on the Public 
Health Nurse calling to the child's home, prior to the start of the school year, 
to note the name of the school for which the child is enrolled. Meanwhile, 
while this system is developing one would rely on the parent form which 
asks about a child's attendance at developmental clinic, vaccinations etc. 

These recommendations involve slightly changed roles for the P.H.N. and 
A.M.O. Training and constant updating of techniques for measuring height, 
vision and hearing would be vital for the school P.H.N. An inbuilt audit 
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system would be of value. In theory, those picked up by the P.H.N. as being 
not normal should automatically be referred. By reason of the waiting lists it 
may be more pragmatic to repeat "not normal" vision and hearing after one 
to two weeks. The A.M.O. would continue working closely with the P.H.N. in 
terms of referrals and those who have missed their developmental check. 
However, the A.M.O. would spend more time with the school staff as a group 
and individual basis discussing, managing and following up individual 
children with social/behavioural problems, schools policy on Stay Safe 
Programme, A.I.D.S. Education, Infectious Diseases, School Grub etc. 

Many would argue that social/behavioural problems should not be the brief 
of the A.M.O. However, in the absence of educational psychologists, school 
social workers etc. they already take up a considerable amount of time and 
this should be acknowledged. The parents consent form for school health 
services should be shortened and changed to take account of the changes. 

None of the above will be worthwhile in the absence of evaluation and 
adequate clinical support:- 

(I) 	To identify children who have defaulted on developmental 
examinations. 

(2) To marry a child's two height measurements. 

(3) To actively pursue all those referred, noting delays in appointments, 
diagnosis and treatment. This will involve a considerable amount of time 
and frustration but is critical to evaluate the cost effectiveness and efficiency 
of the school heatlh services. 
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Hearing (21 

There are two types of hearing impairment:- 

(1) Sensori neural hearing loss (S.N.H.L.) 

(2) Conductive hearing loss. In developed countries this is usually due to 
secretory otitis media (S.O.M.) 

Both types may co-exist. 

Incidence: S.N.H.L. I - 2/1,000 births. Although there is no proof that very 
early diagnosis of S.N.H.L. improves the prognosis, there are good 
theoretical reasons for expecting this to be the case. At least 25% of pre-
school children have one or more episode of S.O.M. It may be found in 5 - 
10% of children over the age of 5 years at some time in the early school year. 
A much smaller number of children have severe persistent S.O.M. The 
extent of disability caused is controversial. 

Hearing impairment may be detected by parents but losses of only a 
moderate degree or less, or mainly affecting high frequencies, can easily be 
overlooked in the absence of a screening procedure. Most cases of 
significant S.N.M.L. are congenital, therefore, the obvious time for screening 
is in the neonatal and infant period. S.O.M. may be acquired at any time in 
childhood. 

Screening between the ages of ten months and school entry may pick-up 
acquired or progressive S.N.H.L. and those with severe S.O.M. However, 
due to (a) the low yield of important new findings (b) the high incidence of 
S.O.M. (c) the difficulty in determining which cases of S.O.M. are transient 
and which are persistent, there is no justification for universal screening in 
this age group unless there are special indications such as (a) significantly 
impaired language development (b) history of chronic or repeated middle 
ear disease or upper airway obstruction or (c) developmental or 
behavioural problems. 

Screening at school entry should be by modified pure tone audiogram 
performed at fixed intensity level. Many variables affect its results including 
ambient noise, the skill of the screener and maturity of the child. Despite its 
limitations, the school entry sweep should be performed. Although very few 
cases of S.N.H.L. remain undiagnosed at this age, S.O.M. is common and 
may have educational implications even if treatment is not thought 
necessary in many cases. Further screening tests of hearing after school 
entry appear to have very small yield and are not justified unless  a child is 
experiencing learning or behavioural difficulties. 

(Impedance measurement assesss middle ear function. It does not give a 
direct measure of hearing levels. It is very sensitive and detects even minor 
degrees of middle ear dysfunction. It may offer an alternative approach to 
screening for S.O.M.) 
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It must be noted that its difficult to evaluate the sensitivity of screening for 
hearing loss as missed cases may not be detected for years. 

Recommendations:- 

(I) 	No universal screening test of hearing is recommended between the 
first birthday and school entry, but every child, whose hearing is in doubt 
must be referred for diagnositc screening. 

(2) Children with conditions which put them at high risk of middle ear 
disease should be tested at regular intervals in a clinic with full diagnostic 
facilities including impedance equipment. 

(3) There should be a school entry sweep of hearing. No further routine 
test of hearing is recommended. 

(4) Impedance testing is not recommended for screening at present but 
merits further research. 

(5) All staff involved with screening tests of hearing should have access 
to a sound level meter and proper training in its use. 

(6) Involved staff should have their own hearing checked per two years. 

(7) Screening is of no value unless comprehensive audiological 
diagnositc and treatment facilities are available. 

(8) One person in each district should take responsibility for co-ordinating 
the programme of hearing screening including training and refresher 
courses. 

(9) One person whould also take responsibility for collating data on 
screening coverage, number of referrals, delay in appointments, diagnosis, 
delay between diagnosis and treatment and average age at diagnosis of 
any cases of S.N.H.L. picked up. 
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Growth Monitoring (2, 3)  

"Growth is the most sensitive indicator of health in childhood as normal 
growth occurs only if a child is healthy". (3) 

"As a routine procedure, however, we can see no justification for weighing 
each child beyond the first year of life". (2) 

"Measurement of height and proportionality, especially when compared with 
appropriate modern or local standards, is an important means of detecting 
and following-up victimes of child abuse". (4) 

Height:- 

Compared to height, the variations in weight during the day are enormous 
due to water balance and weight is, therefore, a less valuable index of 
growth than height. 

A child has three growth peaks in its normal growth curve i.e. intrauterine, 
first year of life and puberty. After the first year of life, a child's growth rate or 
velocity slows down to 4-6cm. per year until puberty. 

Why monitor height? Height is an important part of growth monitoring where 
sub-normality is suspected. Height monitoring provides early detection of 
conditions which limit growth e.g. Growth Hormone Deficiency (incidence 1/3  
- 5,000), hypothroidism (incidence 1/3000), and Turner's (incidence 1/2,500 
females). Limited growth may be the presenting feature of many other 
disorders most of which will have other symptoms.. However, short stature 
may be the only sign of chronic renal failure or inflammatory bowel disease. 
Height monitoring may also detect some forms of bone dysplasia which can 
present with short stature. Similarily, height monitoring may detect 
excessively tall stature. 

We tend to hear more about short stature which is a very distressing problem 
both for a child and his family. It is not possible to treat the child once he 
has completed puberty, as bone growth ceases at this time. 

Good measuring equipment is essential for measuring height as the normal 
growth rate is only 4-6cm/year between the ages of approximately 3 -10 
years. Accurate height measurement requires good equipment and 
attention to detail in placing the child in the correct position i.e. child 
standing straight against a wall, bare feet together, shoulders relaxed and 
looking straight ahead. Gentle traction should be applied under the mastoid 
process to eliminate the effect of gravity on the spine. The main requirement 
for achieving accurate height measurements is that they are taken by one 
person with attention to detail. 
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increment in height must exceed the cumulative error of two measurements. 
The most accurate equipment is a wall mounted stadiometer e.g. Harpinder 
(£300 in 1987). There is also a portable stadiometer. They both provide a 
digital read out of height. There is also a Holtain pocket stadiometer (£20 in 
1987) and microtoise (£10 in 1987). These latter two are ideal for school 
screening. An alternative are the Oxford Growth Screening Charts. The first 
can be used at school entry for children aged 4 - 6 years and for medical 
screening. The second is a wall chart based on centile charts and used for 
children 2 - 9 years. These will identify children who are already outside the 
normal height range but not those whose height velocity is changing. 

Height velocity is estimated by calculating the increase in height over a 
specified time interval which must not be less than six months. Ideally, the 
measurements should be at a year's interval as there is a seasonal effect on 
growth. 

Although height velocity in the evaluation of growth disorders is one of the 
main parameters by which we recognise abnormal growth (5) it is not fool 
proof. Height velocity must be accompanied by height i.e. centile and 
velocity charts. From the pragmatic view-point height velocity can be useful 
for evaluating group data but for the assessment of individual children 
velocity cannot be expressed with sufficient precision. It cannot identify 
poor growth more quickly and does not improve upon the height data from 
which it is devised. R.K.Ken and Wit (5) felt it was not possible to 
demonstrate that either height or height velocity was superior to the other but 
that a height chart was easier to use. Velocity charts must be used to detect 
the child who is growing with poor velocity. Children growing at a normal 
rate tend to follow their centile line. 
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Developmental Impairments (2)  

One of the aims of child health surveillance is to identify children whose 
development is abnormally slow or following a deviant path. The 
impairment may involve motor, intellectual, language or emotional 
development. The resulting disability may range from the trivial to the 
profound. A wide variety of underlying disorders may be responsible. 

It is claimed that regular examination of apparently normal children although 
not fulfilling the strict criteria for a screening test, have two important 
functions:- 

(a) They facilitate the detection of various impairments affecting 
development and 

(b) They provide an opportunity to discuss child development with the 
parents. 

With effective pre-school child health programmes, the need for a yield from 
school entrant examinations should be and are greatly reduced. Some 
authorities recommend a school entrant examination to detect potential 
learning difficulties, clumsiness and specific learning disabilities. Hall (2) 
concludes that there is no justification for a detailed examination of all 
school entrants on a routine basis and recommends that there is no 
justification for repeated developmental examinations on a routine basis, of 
all pre-school or school children and these should be discontinued. 
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Psychiatric Disorders (2) 

Psychiatric and social problems are very common in childhood. 7% of 3 
year olds are said to show moderate or severe adjustment problems. In up 
to two thirds of cases, behavioural disturbance may still be noted at 8 years 
of age. 

It is possible to carry out screening using check lists such as the behaviour 
check list of the behaviour screening questionnaire. The use of a screening 
test helps to highlight problems and may enable parents to recognise that 
their child does exhibit a significant behaviour disturbance. 

Hall (2) recommends that staff should be aware of the high incidence of 
behaviour problems in young children and enquire routinely about any 
difficulties with behaviour and management, and that behaviour screening 
questionnaires should not be used routinely. Child protection, vis a vi child 
abuse, is increasingly among the most important aspects of any child health 
programme. 
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Adolescent Scoliosis  (2) 

This generally occurs after the age of 10 years. Progression is commoner in 
girls. The incidence of scoliosis requiring treatment is 3/1,000. Mild non-
progressive curves are much commoner. 

The forward bending test has been used extensively for screening 
adolescent girls but is is much too sensitive as it results in 2-15% of screened 
children being referred with what are mild curves and being subjected to 
radiological costs, pscychological worry etc. 

In the absence of a better test, routine screening should not be done. 
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Undescended Testes  (2, 6) 

60/1,000 males have undescended testes (one or two) at birth. At 3 months, 
the prevalence is 16/1,000 (2). After that, further natural descent is unlikely. 
Rarely testes can be descended at 3 months and then found partially or 
incompletely descended at 1-5 yrs. Usually these latter had late initial 
descent. These may need to be logged for further follow-up. All needing 
referral should be so referred by 18 months of age (many would say 12 
months of age). 

The general consensus is that cyptorchidism should be detected and treated 
by the age of 5 years if not earlier. Rad et al (6) reviewed the screening 
history of 313 males treated surgically for U.D.T. in 1983-1986. There was a 
low detection rate in those aged <5 yrs. School medical at 5 - 6 years had a 
higher screening yield. Over 40% of cases came to light as a result of 
parents seeking medical attention. However, it must be noted that as 
opposed to the Irish situation, in England where this study was undertaken, 
all subjects would have been screened for U.D.T. as neonates and again at 
school entry by medical doctor. In between, they would have been 
screened by health visitors, for whom testicular examination was not part of 
the formal content of their programme. 

The problems identified by Rad et al (5) for the English situation were that (1) 
U.D.T. was not included for health visitor screening (2) lack of training for 
staff resulted in difficulty distinguishing between maldescended and non-
descended testes, and between maldescent and retractile testes, (3) there 
was no follow-up of late initial descent between birth and 3 months of age, 
although, late initial descent may sometimes progress to U.D.T. by first 
birthday and (4) rarely a previously normal descended testes will ascend to 
become a U.D.T. 

To overcome these problems Rad et al (5) recommends the school medical 
examination safety net should be replaced by G.P. examination at 5 years 
plus targetting of parents with information given that they detected 10% of the 
cases in this study. 

In the Irish context the developmental examination at 9/12 should largely 
cover problems (I) + (3). The need for training remains. It would be hard to 
justify school medicals for (4) alone. 
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Vision  (2,7) 

Terms:- 

Visual Acuity: This is a measure of how well a person can separate 
adjacent visual stimuli. It requires the co-operation of the client. 

Refractive Error: This is a disturbance of the optical system of the eye 
such that a sharp image is not formed precisely on the retina. Direct 
measure of R.E. requires retinoscopy which needs a lot of skill and use of 
cycloplegic agents to paralyse accomodation. Few eyes form a perfect 
optical system and most people have some R.E. The decision as to when a 
R.E. shouod be regarded as abnormal depends on expertise and 
judgement. 

Manifest Squint: This is a squint apparent at the time of examination. It is 
demonstrated by use of the cover test. The prevalence of squint in 
childhood is 3 - 7%. 

Latent Squint: This is a squint detected under conditions of stress, 
fatigue, illness etc. It is revealed by use of an alternate cover test 

Amblyopia: 	This is poor vision in which the eye itself is healthy but due 
to R.E., a difference in refraction between the two eyes, a squint or opacities 
in the refractive media, the brain has either suppressed or failed to develop 
the ability to perceive a detailed image from that eye. 

Myopia: 	This is the most prevalent refractive error found in the adult 
population (?25% of 12-54 year olds in U.S.A.). New cases of 
hypermetsopia and astigmatism rarely develop between 5 - 16 years but 
myopia may and would be the reason for repeated vision screening 
throughout school years. 

Squint:- 

The prevalence of squint rises slowly from infancy to 7 years with a mean 
of about 3-5% for all ages (8). It may predispose to, co-exist with, or be the 
consequence of defective vision; on the other hand it also occurs in 
individuals with normal visual acuity. It is, therefore, essential that 
surveillance practice includes both an examination of vision (visual acuity) 
and examination for squint. 

The eventual goals of vision screening in children should be the prevention 
of amblyopia by the detection and treatment in infancy and early chilhood of 
the antecedent causes, in particular squint and anisometropia (9). 

Measurement of the visual acuity of school children is carried out principally 
to identify those children with visual impairment caused by refractive errors 
i.e. myopia, amblyopia, anisometropia and astigmatism. Amblyopia and 
latent or manifest squint may also be detected. Since treatment for 
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amblyopia must be initiated prior to maturation of the visual system (which is 
said to occur around the 7th year) to prevent or minimise permanent visual 

loss (10), the identification of amblyopia after this age is of doubtful value. 
The goal of vision screening should be the prevention of amblyopia by the 
detection and treatment in infancy of the antecedent causes, in particular, 
squint and anisometropia (8). 

There is a paucity of literature on the prevalence of visual defects in school 
children. Many of the figures are test failures rather than confirmed 
diagnosis. A randomized control trial is needed to decide which visual 
defects are worth treating and, therefore, worth identifying with a screening 
programme. 

Meanwhile vision screening has become a time honoured practice with little 
critical debate on the value of these programmes as currently practised (II). 

There have been three national longitudinal studies in Britain which have 
followed nationally representatives samples of children from birth throughout 
their lives. Two of these (1958 cohort, 1970 cohort) have provided visual 
acuity data on large populations of school children. 

1958 Cohort: 	Vision tested at 7 years 
i.e. 1965 - 14,197 children: Snellen test at 20 metres. 
Testing each eye separately by Area Medical Officer. 

Results: 	I % vision 6/12 	both eyes 
0.4% vision 6/18 both eyes 
9 % difference between two eyes 	1 line on Snellen 
6/6 vision both eyes 79.1% 
6/9 vision both eyes 	6.6% 

If you say 6/6 or 6/9 in both eyes is normal and also 6/6 in one eye and 6/9 
in the other and any other result is possibly abnormal then 8.2% had 
possibly abnormal vision. i.e. > 6/12 in one or both eyes. 

If children with a squint (or history of same) had been excluded then 98% 
had < one line difference in visual acuity between both eyes 

1958 Cohort tested at 11 years: 12,772 tested with Snellen as before 
12.4% has visual acuity greater than or 

equal to 6/12 in one or both eyes. 

Of these: 	3.3% (415): vision equal or worse than 6/24 in both eyes. 
3.3% (415): 1.9% 6/12, 1.4% 6/18 both eyes 
5.8% Unilateral imp. > 6/12 

• 2.0% (>6/24) 
3.8% (6/12, 6/18) 

Red/Green colour blindness:- 



• 6% of men 
I% of women 

Those with colour blindness did no better or worse on visual acuity. 

1958 Cohort at II years: Near vision using Sheridan and Gardiner 
5.3% had impaired near vision 
2.1% unilat: bilateral defects. 

Comparing near vision to distant vision among kids who had optimal distant 
vision (Snellen 6/6 both eyes), 4.3% had less than perfect near vision 
although a majority (3.8%) registered a near optimal near vision (near target 
9). The value of near screening, however, was much greater when there 
was a minor degree of impairment of distant vision (6/6 6/9 or 6/9 6/9) i.e. 
near optimal distant vision. Amongst kids with near optimal distant vision, 
5.5% had an actual near vision defect in one or both eyes which was of 
moderate/severe degree (> near test 12) and 18.5% had near optimal near 
vision (near test 6,9 or 9,9). 

i.e. 5.5% of children who had  a near vision acuity of 12 or worse, would not 
have been detected with a Snellen where Snellen acuity was 6/6 6/9 or 6/9 
6/9 and criteria for a failed test was 6/12. Almost three quarters of these 5.5% 
had a unilat near vision defect which may have been due to amblyopia and, 
therefore, not amenable to treatment at 11 years of age. 

1970 Birth Cohort in the U.K.:- 	Tested at 10 years of age (1980) using 
Snellen Chart at 20 feet and Sheridan Gardinercharts for near vision at 10 
inches. 

Study Population: 12,853. 

22.1% had a visual defect but only 7.6% had a defect more severe than 6/9 

1977 Swedish study of 649 seven year old school entrants found that 15% 
had functionally important health problems with visual problems being the 
mOst common at 7.5% using E Chart (i.e. more stringent than 6/9 of Snellen). 
33% of all the children had had a pre-school health check. Most of the 
significant health problem findings were in the previously unexamined. 

The studies quoted refer to children's visual acuity at screening and not 
acuities confirmed at opthalmological examinations. The importance of 
monitoring the prevalence of visual defects of children is:- 

(a) to detect epidemics of defects e.g. retrolental fibroplasia which may have 
a preventable aetiology 

(b) to be able to evaluate the efficiency of preventable programmes such as 
those for screening and treatment of squint 

(c) to permit rational management of vision screening programmes in school 
children and of the diagnositc services which are required as a back-up. 



Screening Tests:  

The standard instrument recommended for distant visition testing is the 
Snellen Chart which is suitable for most children of 6 years of age and 
upwards. 

The standard measurement of visual acuity uses a linear display of Snellen 
optotype with specified spacing between each optotype using the letter or 
number chart at 20 feet (6 metres). The Illiterate E Chart is used to test 
children who are unable to name letters. 

Squint: use of Cover Test. 

Near Vision: In the 1958 Birth Cohort: at 7 years of age the yield of visual 
error from distant measurement was not increased by the addition of near 
vision testing. In the 1970 Birth Cohort when examined at the age of 10 years 
in 1980, 22.1% had visual defects more severe than 6/9. The prevalence of 
defects was 1 - 2% higher in children who had entered puberty and was 
consistent with the clinical view that myopia commonly develops at puberty. 
Hall (2) recommends a single test of near vision. 

Inaccurate Screening Tests using Snellen may occur for several reasons:- 

(1) Distance of 6 m. may not be accurately measured or the available 
space may not be sufficient. 

(2) The eye not being tested may not be adequately occluded. 

(3) The test chart may not be adequately lighted. This is the most likely 
cause of error. The chart used in the hospital clinic has an internal lighting 
system which is standardised while the test in a school setting is entirely 
dependent on the available light. Use of an internally lit Snellen (£100) 
might lead to fewer referrals. 

(4) Screening personnel may not have had adequate training. 

Testing of vision is subjective rather than objective as it requires responses 
on the part of the individual being tested; for this reason a child's eye test 
result can vary when tested on more than one occasion. 

In Brophy's study (7) of a Dublin school population with a mean age of 7.36 
years, on testing with a Snellen Chart 29/180 had an abnormal result (6/12 or 
worse) in one or both eyes using 6/12 as the cut off point, Snellen had a 
sensitivity of 75%, specificity of 88.5%, P.P.V. of 41.38% and N.P.V. of 97%. If 
this was changed to visual problems needing treatment, the figures changed 
to 81-82%, 86-93%, 31-03% and 98-52% respectively. 

Of the 29 who had an abnormal result with Snellen, 12 had a visual problem 
when examined by the 'gold standard' in hospital. Of the 135 who were 
'normal' with Snellen, 4 had a problem when examined with the hospital 
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S 'gold standard'. If this is changed to visual abnormalities needing treatment 
these figures reduced to 9 and 2 respectively. 

If one looks just at those with major refractive errors alone as being 
abnormal, then Snellen at a 6/12 cut-off had a sensitivity of 87.5%, specificity 
of 85.9%, P.P.V. of 24.14% and N.P.V. of 99.26%. Of the 29 abnormal using 
Snellen, 7 had major refractive error confirmed by gold standard. Likewise 
one of those judged normal by Snellen at 6/12. 

What were the abnormal findings in this Dublin study? Of the 7 who had a 
major refractive error and abnormal Snellen, 3 had hypermetropia, 3 myopia 
and I was astigmatic. The 1 child with a major refractive error and normal 
Snellen had hypermetropia. In the category of minor refractive error, 2 who 
had an abnormal Snellen were hypermetropic, and another who had an 
abnormal Snellen had no refractive error. One of those with a normal 
Snellen had a minor refractive error of hypermetropia. Of those with non 
refractive error visual problems, two had an abnormal Snellen of whom one 
had a retinal scar and another a corneal scar. One child with a non 
refractive error visual problem and normal Snellen had a divergent squint. 

In Brophy's study (8) the prevalence of previously undetected visual defects 
was 9.8% for a population of 7 year olds. the prevalence of refractive errors 
was 6.71% which reduced to 3.66% when minor refractive errors were 
excluded. 

The validy of a vision screening test is measured by its ability to categorise 
those children with a defect of visual accuity as test positive and those 
children without a vision defect as test negative. 

Therefore, re-screening those who are test positive using a Snellen of 6/12, 
goes against the general principle of screening, but in view of the lengthy 
waiting time for an O.P.D. appointment, might be justified and contribute to 
improved efficiency of the screening programme. Some children may be 
nervous when first tested. The re-test should be carried out a week or two 
after the first, by the same person and under similar conditions. If the child 
can exceed the referral criterion at a second screening test, it is unlikely that 
a serious defect of vision would be missed, as it has not been shown that 
vision is subject to biological variability. 



School Health Services 

A precipitating factor in the establishment of the School Medical Service in 
Britain was the extremely poor physical condition of recruits to the Boer War 
(13, 14). Directives for the implementation of the service was laid down under 
Section 13 of the 1907 Education Act. Clearly it was a service for the poor 
working classes in an attempt to "improve the health conditions, both 
personal and in regard to environment of the children of the nation". 

Ireland: 	1908 	Children's Act 
1914 	Education Act (Provision of Meals) 
1919 	The Public Health Act. It imposed on L.A. the duty 

of arranging medical inspection and treatment 
of children attending elementary schools. 

Since then it was expanded to include treatment of the inspected childen. 
Different objectives have been set down for the School Health Service 
(S.H.S.) . Most countries today agree that the S.H.S. should aim to:- 

"Promote and maintain the health of the school children and to establish a 
school and educational environment harmonising with the physiological and 
psychological development of children and young people (15). 

"This involves the prevention of illness, the identification and treatment of 
disease and sensory defects and the rehabilitation of the chronically 
handicapped, whether their condition is due to congenital or post natal 
causes". 

In order to achieve these objectives the main thrust has been in the field of 
screening as a method of secondary prevention. Less emphasis within the 
S.H.S. has been placed on primary prevention particularly in relation to 
health education. 

The S.H.S. has always attracted criticism from time to time. It has been said 
that the work of the school doctor consists of identifying/supervising large 
groups of children with defects of comparatively minor medical importance 
and on the other hand that the number of children with important handicaps 
is unduly small (16). 

In recent years children have been selected for examination by using 
parental questionnaires (17). However, such questionnaires have been 
described as most ineffective in eliciting information about medical and 
social problems which affect school life (18). 

Lunn (18) in the Sheffield study of 1967 examined 1,024 children. Among 102 
children there were 362 defects most of which could have been found by 
screening tests not involving doctors or they were such as to require no 
action. There were only 33 defects which required examination by a doctor 
for their discovery and of these 26 were already known to parents and in all 



• but one case were also known to the family doctor and receiving treatment. 
There were only 7 children who had defects discovered by the school doctor 
and previously unknown. Four children had enlarged tonsils but no 
significant hearing loss, two had questionable heart murmurs and one had 
an inguinal hernia which was not causing any problems. 

Lunn considers that the results suggest that the examination of school 
entrants should be seen as a stage in a process of continuing assessment or 
that the routine entrants examination should be stopped and replaced by an 
effective screening service. Such a service would rely on staff meetings in 
which teachers, nurses and social workers discussed poor school progress, 
behaviour problems, absence, uncleanliness and suspected ill health. 

In 1967 Asher (20) in Birmingham examined the health records of 1,000 
school children who had had a total of 1,591 periodic medical examinations at 
school, 

50% of the children were free from all defects. 
9% of the examinations noted previously treated defects. 
228 cases were treated through the S.M.S. of which 62 were 

potentially serious. In 57 cases, potentially serious defects discovered were 
not followed up. 

Murray (12) carried out a retrospective study of school entrants in Newry and 
Mourne in 1980-1981. These school entrants had a date of birth between July 
1975 and July 1976. The study noted the prevalence of known (old) defects 
and the incidence of new (unknown) defects i.e. previously unknown. 

Problems noted in the study were that school health records tend to contain 
a catalogue of diagnosis which are sometimes vague and poorly classified. 
Also, the school returns form had a number of unsatisfactory features 
including problems of clarity or overlapping diagnositc categories. 

Her final sample size were 1,309 school entrants. Sources of information 
included parental questionnaires, child health records, school health 
records, G.P. records and hospital records. 

Results:- 	381 children had new or previously known defects 
(total number of defects = 1,427). 

Of these - 261 (68.5%) had a single defect 
137 (10.5%) had only new defects 
198 (15.1%) had only old defects 
46 ( 3.5%) had old and new defects 

183 (14%) had new defects at the initial school medical 
examination. 

A hearing sweep test had been carried out on 1,206 of the children. 96% 
passed, 108 children didn't co-operate, 52 were absent, 16 failed while 37 
had doubtful results. 

Fourteen of the males seen were referred for undescended testes, in eight of 
whom diagnosis was confirmed and surgery arranged. 



Fourty-three children of 1,230 tested (3.5%) had a visual acuity of 6/12 or 
worse in one or both eyes. Other findings are listed in Table 5. 

It must be noted that this study design did not allow for validation. Also, that 
pre-school child health services are arranged somewhat differently in 
Northern Ireland compared with the Republic. 

• 
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TABLE 5 

Frequency of Individual Conditions found at the 

School Entry Examination and in the Medical 

History of the 381 children with Defects 

NUMBER RECORDED 

ONLY IN CHILD 

HEALTH RECORDS 

(HEALTH VISITORS' 

RECORDS) 

NUMBER RECORDED 

AT SCHOOL ENTRY 

EXAMINATION 

(SCHOOL MEDICAL 

OFFICERS' RECORDS) 

ICD 

CODE 
	

DEFECT 
TOTAL 

789.0 	Abdominal pain 

735.9 	Abnormal growth of 

toe nails 

474.1 	Adenoid enlarge- 

ment 

493.9 	Allergic bronchitis 

704.0 Alopecia 

541 	Appendicitis 

493.0 Asthma 

313.0 Behavioural 

problem 

373.0 Blepharitis 

491.9 Bronchitis 

943.2 	Burn to arm 

785.6 	Cervical gland 

enlargement 

052.0 Chickenpox 

385.3 Cholesteatoma 

382.1 	Chronic otitis 

media 

579.0 	Coeliac disease 

389.0 	Conductive hearing 

loss 

746.9. 	Congenital heart 

disease 

755.3 	Congenital shorten- 

ing of limbs 

378.0 	Convergent squint 

780.3 Convulsions 

736.2 	Deformity right 

hand 

521.0 	Dental caries 

250.1 Diabetes 

378.1 	Divergent squint 

691.8 Eczema 
345.9 Epilepsy 

784.7 Epistaxis 

474.1 	Enlarged tonsils 

307.6 Enuresis 

009.0 Gastro-enteritis 

755.6 	Genu valgum 

286.1 Haemophilia 

	

755.7 	Hammer toe 

307.8 Headache 

	

854.0 	Head injury  

	

31 
	

1 	32 

	

1 	1 

	

10 
	

7 	17 

	

35 
	

2 	37 

	

1 	1 

	

3 
	

3 

	

21 	71 

	

9 	 2 

	

5 	5 

	

89 
	

17 	106 

	

1 
	 1 

	

9 	9 

	

46 
	

46 

	

1 
	

1 

	

1 
	

7 	8 

	

1 	1 

	

16 	16 

	

1 	1 

	

1 	1 

	

3 	3 

	

6 
	

6 

	

1 	1 

	

4 	4 

	

4 	4 

	

9 	9 

	

14 	8 	22 

	

2 	2 

	

4 	 • 	4 

	

57 	57 

	

105 	105 

	

23 	 23 

	

1 	1 

	

1 	1 

	

1 	1 

	

1 	1 

	

10 	 10 

Contd. 
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lu n 

389.1 
778.6 

Hearing loss 
Hydrocele 

'2 
1 1 

367.0 Hypermetropia 7 7 
500.9 Inguinal hernia 5 5 
736.7 Intoeing 1 1 
055.9 Measles 284 284 
373.2 Meibomian cyst 1 1 
741.9 Meningomyelocele 1 1 
315.5 Mixed develop- 

mental delay 1 1 
389.2 Mixed hearing loss 2 2 
072.9 Mumps 83 83 
729.1 Myalgia 8 8 
367.1 Myopia 90 90 
382.0 Otitis media 	(acute) 54 54 
278.0 Obesity 2 2 
384.2 Perforated ear drum 1 1 
732.1 Perthes disease 1 1 
033.9 Pertussis 55 55 
754.6 Pes planus 18' 18 
486 Pneumonia (bacterial) 5 5 
374.3 Ptosis 1 1 
472.0 Rhinitis 1 1 
056.9 Rubella 39 39 
133.0 Scabies 2 2 
034.1 Scarlet fever 15 15 
389.1 Sensori-neural 

hearing loss 1 1 
387.4 Short stature 1 1 
315.4 Specific motor 

retardation (clumsy) 1 1 
784.5 Speech defect 46 46 
785.2 Systolic murmur 23 23 
463 Tonsillitis 25 3 28 
708.8 Urticaria 1 1 
389.9 Unspecified otitis 

media 7 7 
752 Undescended testes 2 14 16 
599.0 Urinary tract 

infection 46 46 
480.9 Viral pneumonia 4 4 
745.4 Ventricular septal 

defect 1 1 
078.1 Warts 5 
784.7 Wax 4 

TOTAL 898 1427 

928 children had no defect 

- 
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Child Care Patterns in FPrly Ireland 

Today's school health services are part of a state system which has 

developed its present form during the last century. All cultures have made . 

arrangements for the protection of child health. An insight into the health, 

safety and welfare of children in earlier Irish society provides an 

evolutionary background to current problems. 

In early Irish history a tripartite society of druid (fire) warner 

(flaith) and husbandman (aithech) existed. This was similar to that traced 

in many areas of the Indo-European world. The only officer of state was 

the rechtaire who controlled the king's revenues.70  Land was owned jointly 

by a group or clan within which the important .unit was the family, not the 

individual. For most legal purposes the familY of four generations 

(derbhfine) formed the clan. In matters of inheritance and liability all 

members of the derbhfine had a share. Children were therefore the 

responsibility of the clan (treibh). They belonged to the "community" and 

were of much social importance. 

Beyond the clan lay the wider provincial kingdom governed by a 

ruireach (king of the province). In prehistoric times there were five such 

provinces. However, from the ninth entury onwards attempts were made by 

powerful kings to gain possession of the whole country. Brian Born finally 

realised this ambition in 1002. 

Irish society was entirely rural and since there was no public 

enforcement of law and no use of money the duties of the state were few and 

simple. Stevenson said of the "natural wild Irish": 

as 60A theik diet they tieed ye/1.y much upon 

- 134 - 



heAb,s, eopeciatty wateAcneimez; upon MLL5hA00111,S, 

612M1,10d2,5 and /1.00;bS. They daight atiso in 

butteA tempeAed with oaneat; a,e2o in mak whey, 

bee.6- biLoth and 	2S 1i o6t-tiinm w.<:thout any akead 

at att. " 71 

The main source of wealth was cattle. The unit of value was the 'set' 

or half the value of a milch cow. Commercial transactions were lioned on 

111 	this unit as were the various tariffs prescribed by law as fines or 

compensations. 

The complex legal system of ancient Ireland was based on the Brehon 
72 

Laws which developed from the customs and practices of pre-christian Gaelic 

tribes and remained virtually immutable up to the seventeenth century wben 

the disruption of the clan system was finally achieved by Cromwell. 

An awareness of the importance of the nutritional environment for 

recovery was a feature of the Brehon Laws. There was the concept of 'sick-

maintenance' le the liability of one who has inflicted corporal injury upon 

another, to have his victim nursed back to health at his own expense. 

Besides a basic ration of two loaves a day and an unspecified quantity of 

fresh meat, 'noble grades' received hOney, garlic and especially celery for 

its peculiar virtue as a remedy. Cures were effected by bleeding, blistering 

and(spaw-waters! 

During the convalescent period, strict rules were enforced. For peace 

and tranquility no fools, lunatics nor enemies were to be admitted. No 

games were to be played. Children were not to be beaten. There was to be 

no bnrking of dogs nor grunting of pigs.
73 

 The patient was not to be 

awakened suddenly and people were not to talk across him as he lay in bed. 



And finally, the defendant must find a substitute to do the patient's work 

during his absence. 

• 
Marriage laws in early Ireland are relevant to the understanding of 

child care practices. Divorce was freely allowed and there is trace of 

annual marriage. The law also allowed a man to take and maintain a second 

wife during the lifetime of his "principal" wife. The law, in practice, 

recognised ten forms of marriage unions. All children were legislated for 

and their rights recognised. It was comon practice to foster children with 

other members of the clan to encourage a wider comnunity:74 

Since pre-christian times, schools have existed in Ireland. They 

played an important part in the religious training of druids and in the 

secular training of bards and historians. Some of the Northrumbian Kings 

were educated in Armagh eg King Alfred. Provisions relating to schools are 

contained in the Brehon Laws whereby responsibility was laid on teachers to 

care properly for their students. In turn, students were required to 

maintain their teachers, even in sickness and in their old age. 

The social system in the eighteenth and nineteenth centuries caused 

extreme child poverty. The peasant tenants of their Anglo -Irish landlords 

subsisted on the produce of a potato patch whilst the crop from the 

productive land had to be given over to their masters in lieu of rent. The 

Great Famine of 1845-9 and its dreadful consequences created conditions 

which took a long time to mitigate. Children suffered from gross 

malnutrition, infectious diseases, hardship and exposure. Many children 

were orphans or deserted by their parents who could no longer afford to 

maintain them.75 

"With the amine came putitence - e.vvL, cuAvy, 

- 136 - 



dtpenteky, choteka, inguenza and ophthatmia"
76 

.The provisions of the Eliz2bethan Poor Law Legislation (1597-1601) did 

not apply in Ireland despite the masses of poor and beggars. The centuries 

old tradition of leaving unwanted children as a responsibility on the parish 

survived, certainly in Dublin. For the poor in Ireland the workhouse was 

the first provision by government and gradually became the national 

respository for the unwanted child. The first Irish workhouse was built in 

1699 at St James' Gate, Dublin.77 

Nearly a century later, in 1765, the Counties Infirmary Act established 

County Infirmaries for the poor. In 1805,. the Hospitals (Ireland) Act set 

up a dispensary area system supported by voluntary contributions.78 Much 

more significant was the Medical Charities Act of 1851 which instituted 

throughout Ireland the dispensary doctor service which also had public health 

responsibilities. This provided free health care for the poor. By 1862, 

young orphaned children were no longer condemned to live miserably in work-

houses. They were boarded out to foster parents and returned only when 

they became of an age to learn a trade. 

The impact of colonisation on Gaelic culture was not generally felt in 

Ireland until the reign of Elizabeth,;:. The native Irish had no "state" 

therefore there was no centralised systems such as state controlled 

education and such social systems were entirely informal. A powerful-

instrument lay at hand in the educational machinery of the Anglican Church, 

newly transformed into a department of state by Henry VIII's break with the 

Papacy. It was extended to Ireland by the Act of Supremacy in 1536. 12 

Some elementary schools were founded in an attempt to end "the certain 
12 

savage and wild kind and manner of living" of the Irish. 	Schools were 



established in each parish of the Anglican Church. The primary purpose 

was .to spread the use of the English language. By 1719 there were 230 

charity schools in operation. Generally, only orphans or the very poor 

were admitted. If there were remaining vacancies the children of Catholics 

or Dissenters were adnitted on the understanding that they would be educated 

as Protestants. The Penal Laws suppressed native education on the grounds 

that it was Catholic and therefore disloyal. Catholics were not allowed 

their own schools nor to send their children abroad to be educated. However, 

many thousands of Catholic children were taught in "hedge schools" which - 

sprang up all over the country during the eighteenth century. The number 

of "hedge schools" increased rapidly during the latter half of the eighteenth 

century. This was due partly to the innense growth of the population and 

, 
to the relaxation of the laws restricting education. In 1824 official 

returns from the schools in every parish in Ireland shoved that there were 

11,823 schools of which 7,600 were "hedge schools." There were 561,000 

children in daily attendance.
79. 

The charity or charter school movement was political rather than 

philantrophic in that its primary purpose was to assist in the process of 

acquiring power over the native Irish. It lasted until 1832 during which 

time it had made very little impact, religious or educational on the children 

to wham it was directed.
75 

The Act of Union in 1800, abolishing the Irish Parliament in Dublin 

was followed by increased official interest in education. Proposals were 

made to abandon the traditional policy of entrusting education to the agency 

of the Anglican Church in Ireland. Since nearly all the people were 

Catholics, a National school system was developed during the nineteenth 

century by agreement between the British government in Ireland and the 

Catholic Bishops. 



A Royal Commission appointed in 1S06, proposed six years later: 

"A gene/Lott p.ean o6 education 60A the toweA cteumeh, 

keeping cteaa o6 ate inteqe,tence with. the pariticutan 

Aetigiouis tenetz o6 any, and theiLeby inducing the whoZe 

to /Lace-Eve in,6tAuction 	one body, undeA one and the 

zame 6y/stem and in the 6ame mtabti,shment 	 

	 No attempt 6hatt be made to inguence Ch 

data/Lb the pecutiaA Aetigiouz te.net  o6 any eCti_on 

OA uc dAiption o6 ChAiztianz. n 80 
 

By the end of the nineteenth century the National schoolhouse scarcely 

suggested a vigorous and thriving educational .system. Maximum economy was 

the order of the day. There was substantial overcrowding, as well as being 

underheated. Fuel was provided only by parents. Repairs were carried out 

by the teacher himself - when he managed to do the work. There was no 

local aid as in England and Scotland for heating, lighting, maintenance 

12 
or equipment.. 



II 	Social Conditions of the Twentieth Century 

In 1902, in Belfast, a committee reporting to the British Association 

for the Advancement of Science, made recannendations to improve "conditions 

of health essential to the carrying on of the work of instruction in schools" 

They were very much aware of the need for adequate buildings, nourishment, 

clothing, physical exercise and preventive measures against infectious 

81 
diseases. 

In the early years of the twentieth century the social conditions in 

Ireland were among the worst in the world. The death rate in the General 

Service Class (social classes IV and V) and Inmates of Workhouses was 32.6 

per 1,000. Housing conditions were completely inadequate and, in Dublin, 

28,000 citizens were living in dwellings unfit,for human habitation. To 

condemn a young child to an upbringing in the slums of Dublin was to condemn 

him to a life of extreme degradation. 

11 

In Belfast, in 1909, the Medical Officer of Health in his Annual Report 

referred to the extraordinary high incidence of premature births among women 

who worked in mills and factories, engaged in spinning, weaving, machining 

and laundry work. Many of the women were utterly unfit for such work due to 

lack of nourishment and suitable clothing. Through force of circumstances 

they were compelled to continue working right up to the date of confinement. 

Mortality was highest among housewives, labourers and children - all living 

in dark, poorly ventilated houses with very little sanitation and insufficient 

clothing or food. The poor in Ireland suffered exceptionally from 

tuberculosis and from many other incapacitating environmental conditions. 

  

During the first decade of the twentieth century, a series of measures 

were introduced in England to improve the health of the people. Similar 
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• 

• 	legislation for children and male workers was later passed in Ireland. 82 

In England, the Education (Provisions of Meals) Act 1906 and the Education 

(Administrative Provisions) Act 1907 introduced free school meals and 

medical inspections for all school children. Thus was founded the School 

Medical Service. These meaclires were not universally welcomed and 

provision of meals was not made compulsory until 1914. The Public Health 

(Medical Treatment of Children) Act 1919 made it a duty, as distinct from 

a'power of the Local Authority, to provide for the "medical inspection of 

school children and make arrangements for attending to the health and physical 

condition of such children." 

Although the provision of the School Medical Service was a vital step 

in child welfare, there was also concern about reducing the infant mortality. 

It was claimed by some that the major cause of death in small infants was 

inadequate or ignorant mothering - not the poor socio-economic conditions. 

Policies were therefore designed to educate working-class mothers to look 

after their children more efficiently. 'Schools for mothers', welfare 

clinics and numerous societies were set up to promote maternal education. 

Health visitors were appointed. They had originated in 1862 when the 

Salford Indies Voluntary Sanitary Association employed 'good motherly women' 

to visit working-class homes to teach mothers the rudiments of child care. 

The women were blamed for bringing ill health on their own children through 

having unhealthy habits, going out to work, dressing their children 

unsuitably or feeding them'inappropriately. 

The health of women themselves was given serious consideration only in 

so far as it directly affected their role as mothers. The Midwives Act of 

1902 and the Maternal and Child Welfare Act of 1918 assured medical attention 

for women during pregnancy and child birth, but despite the chronic ill 

health that was so widespread among working-class women, no organised system 

- 141 - 

El 



of general practitioner care was yet available to them. This was not the 

case in Ireland where dispensary doctors had been providing a service since 

1851. When the National Insurance Act was passed in Britain in 1911, the 

only wtuen to benefit were those who happened to be wage earners at the 

time. 

Neither medical attendance nor attendance by a midwife was included in 

'the Act. Lloyd George was primarily interested in.  preventing poverty rather 

than providing medical care. Initially he was concerned with reducing the 

numbers who were forced to depend on the Poor Law, preferring them to draw 

sickness benefit towards which they had themselves contributed. Only later 

was it decided to incorporate basic medical care from a general practitioner 

into the schene. Even with that provision, only male workers were included. 

Mothers and children did not benefit from medical attention. 

In Ireland, the influence of the English personal health legislation 

was seen in the passing of the Education (Provisions of Meals) (Ireland) 

Acts of 1914-1917, whereby Local Authorities were empowered to provide meals 

for necessitous children. However, a School Medical Service did not begin 

in Northern Ireland until 1923. 

Lloyd George's 1911 Bill also received objections in Ireland because • 

it had been drafted solely to meet the needs of industrial Britain. Its 

provisions appeared useless to the Irish agricultural labourer. However the 

Act came into force in July 1912. Property owners protested that the 

country was too poor to maintain such a scheme. The medical provisions did 

not apply to Ireland. The reason given was that Ireland already had the 

dispenqnry doctor system. Despite recurrent representations, provisions for 

a free doctor service did not apply to Northern Ireland until 1 January 1930. 



At the beginning of 1913 the Government had proposed to establish a 

separate Ministry of Health for Ireland. This was approved. By 1919 the 

Irish Public Health Council was established and presented to Parliament a 

report on Public Health and Medical Services in Ireland recommending 

improved co-ordination between the various health services. However, at 

that time the Irish War of Independence ,disrupted these faltering advances 

in  Public Health. 

The Un t Today 

Newry an Mourne Unit (fig 1 page129) as a total population of 84,000 

covering ap oximately 900 sq km of coun ies Down and Armagh. Since 

1 April 1983 its boundaries are contiguou with the Newry and Mourne Unit 

of Management if the Southern Health and ocial Services Board. The main 

town is Newry w th a population of 20,000. The fishing port of Kilkeel 

lies in the east, Armagh city in the west an the small town of Crosnaglen 

(population.1,200) on the southern border wit the Irish Republic. 

The predominant indu 

trading and textile 

social repercussions 

employer in the town 

try is mixed farming, folloved by fishing, general 

nufacture. For many decade Newry has suffered the 

a chronic decline in indus ry. The largest 

the district general hospit 1 at Daisy Hill. This 

ied in earlier years by hig emigration and more 

f the "troubles." Current employment at more 

process has been accamp 

recently by the tragedy 

than 30% and unfit housint at almost 20% reflect the -.verse socioeconomic 

circumstances of the peopl . Compared with 26% in Bel ast and 52% in Derry 

City 50% of householders in he District are tenants of the Northern 

Ireland Housing Executive, a 6-ntralised public housing stem. 



Appendix 2. 

Some Forms used for School Medical Examinations in Area 4. 
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EASTERN HEALTH BOARD 

C.H.15 COMMUNITY CARE SERVICE - CRUMLIN/TALLAGHT 

CHILD SHOULD BE ACCOMPANIED BY PARENT OR ADULT 

(---tppointment at 	  National School 
- Date 	  

Hour 	  

Name 	  

Address 	  

Date of Birth 	  

	  Medical Officer of Health 
m146/90 

. • 	' 



EASTERN 
HEALTH 
BOARD 

BORD 
SLAINTE 
AN OIRTHIR 

COMMUNITY CARE OFFICE 
Old County Road 

Crumlin 
Dublin 12 

Tel 542511 

Confidential 

Re: 

Date of Birth: 	  School/Clinic 	  

Dear 

I would be grateful for your opinion and advice on this child's 	  

	  who was recently seen at the above school/clinic. 

Many thanks for seeing this child. 

Yours sincerely, 

Area Medical Officer 	 m29/85 



EASTERN 
HEALTH 
BOARD 

OLD COUNTY ROAD 
CRUMLIN 
DUBLIN 12. 
TEL: 542511 

CONSENT FORM 
SCHOOL HEALTH SERVICE 

WILL CHILD BE CHANGING SCHOOL: 

TEL. NO: 

SCHOOL:   PREVIOUS SCHOOL ATTENDED: 

YES I I 	NO 

I 	i 

I 	I 

NO 

NO 

NO 

NO 	 

NO I I 

NO 1 	I 

HEARING: 	YES 	 

EYESIGHT: 	YES [ 

SPEECH: 	YES 

YES 

DID YOUR CHILD HAVE A DEVELOPMENTAL EXAMINATION AT 9 - 12 MONTHS: 	YES 

PLEASE STATE VACCINATIONS RECEIVED AND DATES: 

YES 	NO 	DATE 

I NO 

NO 	DATE 

DATE: SIGNATURE OF PARENT/GUARDIAN: 

• , 
• 

Dear Parent/Guardian, 

We are hoping to commence school medical examination shortly. To help the doctor 
assess the overall health of your child, please answer the following questions. 

If you wish to discuss a particular problem with the doctor, you will be most 
welcome, and an appointment will be sent to you. 

Yours sincerely, 

(2,c, 

R. Watt 

CHILD'S NAME: 

ADDRESS: 

Or 

D.C.C./M.O.H. 

DATE OF BIRTH: 

FAMILY DOCTOR: 

NO. OF CHILDREN IN FAMILY: 

PLACE IN FAMILY: 

I 	ES, NAME OF SCHOOL: 

I 	I 
	 M.M.R. JI 

B.C.G. 3 in 1 and Polio 

2 in 1 and Polio 

Do you think he/she is falling behind in school: 

Has you child ever attended or been admitted to hospital: 

> so, please say where and when and for what condition; 
11 

ILD HAVE A PROBLEM WITH: 
PG

: 	YES 

EYESIGHT: 	YES 

SPEECH: 	YES 

HAS YOUR CHILD ATTENDED A SPECIALIST FOR: 

NO( 	I 

NO 

YES 

YES Li [ 



ASTERN HEALTH BOARD 
0 . . _ „. _ ,,,,,, 	,..„,;,,,•;-, ,-..'.:A, .. . .... .„ ....., .., -.,,,., .:-:4,- ; .;.1. 6,....",: ';',, ,.:_,, ,. : ... , : ;..... N....,,,,:,... 	1.4.:::-.4...,. , ...-.4...Z... .2. t....,....1t ,-..,,,Z...i.F...!.4*.prK . 

If you wish to avail of hospital out-patients' services, which are free of charge, this voucher must be signed and presented 
at the hospital named below, HAVING FIRST MADE AN APPOINTMENT Eligibility for in-patient services, if necessary 
is dependent on parent's eligibility for these services un the Health Act 1970. 

Yours sincerely, 

Area Medical Officer 

To Parent/Guardian 

I wish to have out-patient services made available to the child referred above at 	  

	  hospital. 

Agned 	  Parent/Guardian. 

To Doctor in Charge 

Hospital. 

This child is referred for examination and/or treatment, suffering from or suspected to be suffering from: 

Signed 	  
Area Medical Officer 

NB. Please note that eye-clinic services under the Health Acts 1953 — 1970, are NOT available at 
Harcourt Street Hospital, Adelaide Hospital or the Meath Hospital. 

m/65b/86 

SH 
Voucher No. 

1  CH 	  

COMMUNITY CAREAREA 4 
Health Centre 

Old County Road 
Crumlin 

Dublin 12 
Telephone 542511 

Date 	  

Name 	  Date of Birth 	  

Address 	  
.0 

1 

School  	Clinic 	  

Dear Parent/Guardian 

At a recent health examination held at the above school/clinic, your child named above was found to have — 
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"dr SCHOOL HEALTH EXAMINATIONS 

(See Note 16) 

TABLE 8 

I. School: 

Principal: 

A.M.O.: 

Date Completed: 	  
• 

No. of Pupils 	 

• P.H.N.. 

 

  

c7Z,7 OF cCHOOL 

UNDER 50 
PUPILS 

OVER 50 
PUPILS 

_ 

TOTA1  

Number of parents questionaires completed 

, 	Number of pupils examined: 

(a) New Entrants Medical Exam 
rr'l 	(ie. 	1st Class) 
•.,/ 

(b) Selective Medical Exam. 
(le. 5th Class) 

(c) Other ExAmination 

• 

(ie. 	only children seen 
outside 1st & 5th Class) 

TOTAL 

, 

;e. 	Number of pupils found to require 
further attention (including those 
referred for further observation 
)Alowing findings at school (  

\dical exam.) following : 

.(a) New Entrants Medical Exam. 

(b) Selective Medical Exam. 

(c) Other Medical Exam. 

TOTAL 	• 



TABLE 9 

Referral Action tEken in respect of children who were suspected for the first time 
at School Hea.th Examinatidns as having a condition requiring further attention.and 
also children already under observation or treatment. 

(See Notes 17, 18, 19 & 20) 

NUISER RE:FI:RRED TO: 
NEW ENTRANTS 

EXAMINATION 
SELECTIVE 

EXAYaNATION 
OTPER 

EXAMJNATION 

(a) Specialist: 

(2nd level referral) 

(eg. hospital cons.aant, 
speech therapist, 
psythologist etc.) 

(b) Family Doctor: 

(c) Further Observations: 

) Already under 

treatment. 

TOTAL 



, NUMBER OF CHILDREN WITH SELECTED SIGNIFICANT CONDITIONS CONFIRMED 
• IN 	(FOLLOWING SCHOOL HEALTH EXAMINATION IN 	') 

(SEE NOTES 21 and 22) 

NEW 
,,•CONDITIONS. 	

ENTRANIS SELECTIVE 

ba 

	 Head Infestation 

-Scabies 

EYES 	
-Squint 

.+ Vision (6/12 or less in either eye) 

EARS 
	-.Impaired hearing (Bilateral loss Of 

. 30'db + unilateral loss of 50 db+) 

- Chronic Respiratory.Tract_Infection 

- Asthma 

ORGANTC 	- Congenital. 

DISEASE 	- Acquired 

NUTRITICN - ?brked abnormalities of Weight and height 

-Hernia 
NO 

- Undescended Testicle(s) 

- Perthes Disease 

ORTHOPAEDIC 	- Scoliosis 

- Foot Defects 

SPEJ 	- Marked Defect 

- Epilepsy 

HEART 

NEUROLOSICAL 
- Minimal Cerebral Dysfunction 

MENTAL 	- Mild 
HANDTCAP 	- Moderate 

EDUCATIONAL RETARDATION 

- Specific Learning Disroders 

- Hyperkinesis 

- Social & Emotional Problems 

- Learners (Dull Non, ) with Vision Defects 

- Learners (Dill Noinel) with Hearing Ifts 

- Other Slow Learners (DUll Normal) 

-Enuresis 
- OMER 
(Please 
specif)') 

GENERAL COMMENTS OF DIRECTOR OF COMMUNITY CARE AND MEDICAL OFFICER OF HEALTH ON THE 
SCHOOL HEALTH SERVICE: 
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SCHOOL HEALTH SERVICE 

RETURN FOR 199 

KEALTH BOARD: EASTERN 

  

COMUNITY CARE AREA: 



• 
TABLE .8 

SCHOOL HEALTH EXAMINATIONS 
(See ticte 16) 

Size of School 

Under 50 i Over 50 
Pupils 	I Pupils 

Total 

  

_ 

1 ). 	
Number of Schools in Area 

2. 	Number o. 	Schools in which Medical 	, 
=xaminations were held 

1 	  
3. 	Number of parents questionnaires completed 

4. 	Number of 	Pupils 	examined 	...t: 

School Entrants Examination (a) Full 

Selective Medical Examination (b)  

Medical (c) Other 

TOTAL . 

5. 	Number of pupils found to require further 
attention following: 

Full School Entrants Medcal Examination 

. 

(a)  

Medical Examnaton (b) Selective 

Other Medical Examinaton (c)  

TOTAL 

TABLE 9  

F..,-,'erral Action taken in respect of children who were suspectd for the first 
time at School Health Examinations as having a condition requiring further 
attention. 

(Seetes 17,1E,',3 and 20) 

- r,eze_ec to: 
New ---nt--ant : Selective 
Exam. 	.Exam. 

Other Ll..1 --eady under 
'c-cervation Cr 
!treatment 

(a) Spec= -H=t 

.(b) Family.Doctor 

(b) Furthr Cb=4-rvat'on.' 



1 TABLE 10  

OF CHILDREN WITH SELECTED SIGNIFICANT CONDITIONS CONFIRMED IN 1990 
..;t FOLLOWING. SCHOOL HEALTH EXAMINATION IN 1990 OR -PREVIOUS YEAR(S) ) 

(See notes 21 & 22) 

Wil 
• 'EXAMINATION 

CONDITIONS 
.. 

NEW 
ENTRANTS SELECTIVEiTHER 

I 	1 
TOTAL 

. 	.  
----- 	.,-" 

 

JHeaci 	infestation 	
. 

SXIN 	
....:• . I 	

I 

-Scabies 1 	1 
1 	. 

7Vision 	t6/12 or less 	in either eye) 

EYE 

' 

-zo.,;int 1 
1 

-7moaired he-=ring 	(5lateral 	loss 	of 

EARS 	' 30d3 4- 	or .L:nilateral 	loss 	of 	60dE+) 
1 , . 
! 

'-Chronic Respiratory Tract infectio 

7.UNGq 	
!  

-Asthma ! 

ORGANIC 	-Congenital 

HEALTH 

1 	- 
! 

7,7:-.7 -Ac.-: 	-Accl:ired 	 . . i 

NUTRTTION-Marked Abnormalities of Weight & Height{ 

.,---) 	-Hernia 	 i 

1. 
I 	. 

	

-UndE--.scended 	Testicle( s) 	Query i 
(Referred 	fur 	frt:ner 	c7.c.n) 	 !  i 

-Ferthas 	Disease 	 . 
I 

ORT:-iOPAEDIC 	-Scolicsis 

-Foot Defects ; ! 

SPEECH 	-Marked Defect 

-77;1..:-.cy 

NEUROLOGICAL 

I 
i 
1 

-mal Cerebral Dysf. ction 

M7NTAL 	-Mld 

HANDICAP 	-Moderate 

.0 =D...,_,TTONAL RETARDATION: 

-Specific Learninc Disorders 

-Hyp rkinesis 

-Social 	& 	Emotional 	Frobl,.ms 

-Slow Learners 	D1;11 Normal) 	with Vision 

7..fects 

-Slow 	Learners 	:-..-11 	,,:rmal) 	with 	Hearing 

Defects 

-r:ther 	Slow Learners 	(D,:1 1 Normal) 



••• 

EXAMINATION 

ONDITIONS 

NEW 	• 
ENTRANTS  SELECTIVE OTHER TOTAL 

• 

THER 
PT..-7-Acv 
PECIFY) 

7N7=RAL COMMENTS OF DIRECTOR OF C01.21JUNITY CARE AND MEDICAL OFFICER OF HEALTH 
N THE SCHOOL HEALTH SERVICE: 

• • 
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, • SCHOOL HEALTH crRVICE  

Proo:sed plan for School-Yeer startint 1SES 

  

Introtucton 

On review of lest year's protramme what we had cet out to do was more or 

less achieved with one or two exceptions where the dootcr Cid not oat into the 

school to do the full S.M.I. These schools (Mar:Et, Clothe: Rd. end St. Kevin's, 

Kilnamanegh) will be visited by the relevant A.M.0c  firet thine in September. 
However, in ec!-.::EVirl: the plan set out for 1353 all the staff concerned were 

workint unter E lot of pressure end also the time civen to the schools was very 

.hith_in proportitn to other El'EES of work which needed to be attended to. It was, 

therefore, felt that some alteration in the plan neeted to be implemented for 1E3. 

In teneraI, however, the policy of visit:no each school once a year was felt to be 
very wort,hwhile in that it tid cut down the overall lencth of time needed to be 

spent in each school and it also createde much create: liaison with the schotl. 

The three main aims in a School health Service a:s: 

(1) Screenint of hearino and vicion. 	(2) See:no children with very 
specific problems and referrino them to the appropriete services (2.) Dealing 

with teneral health issues as seen appropriate in the school and in a manner 
decided by the personnel -tin,  into that school.. 

Havino considered all these factors some alterations were mate for the 
service for the tomino year. 

	

The clan for 13ER is as 	

(1) All children in the let and 5th class will have vision screened. 

(2) All children in the let class will have hearino screened. 

() Children in the let class in all schools will be offered a full medical 

examination et the discretion of the Area Metical Officer ocino into that school. 

selection will be based on the same criteria ES last veer i.e. 

(a) The parent's questionnaire/consent form 
(b) Result of hearino and vision screenino 
(c) Public health Nurse's knowlette of the family 
(t) Teacher's report 

The A.M.O. will also have to decide how much time she can give to each school 

takinc into consideration the total number of schools which are her responsibility 
to visit for the year. 

.(4) Other children over which the Principal has a particular concern (including }

thcse receivino remEoial help or those in a Special Class) will acain be seen at 
the tiscretion cf the Area Metical Officer. 

(5) UhEn a schttl is completed the Area Metil:al Officer will give to the clerk 

concerned a list of children referred with hearino problems from the 1st class. 

These carts will then be oiven to the Area Medical Officer the followino year 
so that she can follow-up, at her ciccret c'O'n, to ensure that all children with 

hearint tefetts have been seen appropriately. If the Area Medical Officer wishes 
_to  

 other referrals in the chec'King process, she may do so. 

(5) There are two Special Schools in the area, St.. Dcseoh's Talleoht end Sccil 
Coin, Armeth Rt. Or. r 11  visits Et. Occeph's end up until now Ectil Coin hes 
been dome by 07. Rowland. Tcoether, Dr. McGill and Dr. Molony will now take 

responility for these two schools and will work out what service it is 	 for we to offer to them elom: withE. Key Lee, P-'
1 :- '!',eCt!) Nuree with special :espor.c:" 1 :ty fc: the mentany 



Measuring Techniques 

Photograph: © Institute of Child Health, London 
1 Supine length (recommended up to the age of 3 so that there is overlap with 

standing height at 2 to 31 is taken on a fiat surface, with the child lying on his back 
One observer holds his head in contact with a board at the top of the table and 
another straightens the legs, turns the feet upwards to be at right angles to the legs 
and brings a sliding board in contact with the child's heels. 

Standing height (recommended from age 2 onwards) should be taken without 
shoes. the child standing with his heels and back in contact with an upright wall. 
His head is held so that he looks straight forward with the lower borders of the eye 
sockets in the same horizontal plane as the external auditory mead (i.e, head not 
with nose tipped upwards). A right-angled block (preferably counterweighted) is 
then slid down the wall until its bonom surface touches the child's head, and a 

Photograph: © Institute of Child Health, London 
!scale fixed to the wall is read. During the measurement the child should be told to 
stretch his neck to be as tall as possible. though care must be taken to prevent his 
heels coming off the ground. Gentle but firm pressure upwards should be applied 
by the measurer under the mastoid processes to help the child stretch. In this way 
the variation in height from morning to evening is minimised. Standing height 
should be recorded to the last completed 0.1 cm. 

Weight should be taken in the nude, or as near thereto as possible. If a surgical 
gown Of minimum underclothing (vest and pants) is worn, then its stimated 
weight (about 0.1 kg) must be subtracted before weight is recorded. Weights are 
conveniently recorded to the last completedrl kg above the age of six months. 
The bladder should be empty. 

Notes on the use of Height and Weight Standard Charts (1986) 

Height and weight attained charts distance 
The black lines refer to children whose tempo of growth is average, that is 
to say. children who pass through puberty at the average age. On the height 
attained charts the solid red line refers to the child of average height who 
is 2 standard deviations early (about 2 years) in growth at puberty and the 
solid green line refers to the child who is average in height but two years 
late in puberty. The dotted red line refers to the child of 97th centile height 
with maturity two years early and the dotted green line to the child of the 
3rd centile height maturing two years late. As a rough guide. however, one 
might say that children outside the area of the tenth to ninetieth percentile 
range for the average developer should be regarded with slight suspicion. 
and those outside the third to ninety- seventh range as unhealthy until proved 
otherwise. 
Height Velocity 
The standards are appropriate for velocity calculated over a whole year 
period, not less, since a smaller period required wider limits (the 3rd and 
97th cen17-7whole year being roughly appropriate for the 10th and 90th 
centiles over six months), the yearly velocity should be plotted at the mid-
point of a year. The centiles given in black are appropriate to children of 
average tempo, who have their peak velocity at the average age for this event. 
The red line is the 50th centile line for the child who is two years early in 
maturity and age at peak height velocity, and the green line refers to a child 
who is 50th centile in velocity but two years late. The arrows mark the 3rd 
and 97th cenriles at peak velocity for early and late maturers. 

Stages of Puberty 
Ages of attainment of successive stages of pubertal sexual development are 
given in the 'distance' charts. The stage Pubic hair 2 + represents the state 
of a child who shows the pubic hair appearance stage 2 but not stage 3 (see 
below). The centiles for age at which this state is normally seen are given. 
the 97th centile being considered as the early limit. the 3rd centile as the 
late limit. The child's puberty stages may be plotted at successive ages 
(Tanner. Growth At Adolescence. 2nd ed.. 1962). 
Sources of standards 
The details of the source data and of the construction of these standards 
are set forth in Hilary Hoey. J. M. Tanner and L. A. Cox. in 'Irish Clinical 
Growth Standards' (Archives of Disease in Childhood: in press). The heights 
and weights.for the ages 5-19 years are from the Irish data, and for the ages 
2-4 years from the British standards of J. M. Tanner. R. H. Whitehouse and 
M. Takaishi. Archives of Disease in Childhood 1966 Volume 41. 

Genital (penis) development: 
Stage 1. Pre-adolescent. testes, scrotum and penis are of about the same 

size and proportion as in early childhood. 
Stage 2. Enlargement of scrotum and testes. Skin of Scrotum reddens 

and changes in texture. Little or no enlargement of penis at 
this stage. 

Stage 3. Enlargement of penis. which occurs at first mainly in length. 
Further growth of testes and scrotum. 

Stage 4. Increased size of penis with growth in breadth and development 
of glans. Testes and scrotum larger: scrotal skin darkened. 

Stage 5. Genitalia adult in size and shape. 

Pubic hair 
Stage 1. Pre-adolescent. The vellus over the pubes is not further 

developed than that over the abdominal wall. i.e. no pubic hair. 
Stage 2. Sparse growth of long, slightly pigmented downy hair, straight 

or slightly curled, chiefly at the base of the penis. 
Stage 3. Considerably darker, coarser and more curled. The hair 

spreads sparsely over the junction of the pubes. 
Stage 4. Hair now adult in type, but area covered is still considerably 

smaller than in the the adult. No spread to the medial surface 
of thighs. 

Stage 5 Adult in the quantity and type with distribution of the horizontal 
(or classically 'feminine') pattern. Spread to medial surface of 
thighs but not up linea alba or elsewhere above the base of the 
inverse triangle (spread up linea alba occurs late and rated stage 
6). 

DECIMAL AGE 
The system of decimal age has been used in all charts. Thus the year is 
divided into 10 not 12. Each date in the calendar is marked (from the table 
on front page) in terms of thousandths of the year. Thus January 7th 1962 
is 62.016. The child's birth date is similary recorded e.g. child born on June 
23rd 1959 has the birthday 59.474. Age at examination is then obtained 
by simple subtraction. e.g. 62.016 — 59.474 = 2.542. and the last figure is 
rounded off. This system greatly facilitates the computing of velocities. since 
the proportion of the year between two examinations is easily calculated. 
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Notes/Treatment 	  • 

Forename 

Date of Birth I I 
Decimal Yr. 
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Irish Clinical 

Boys: 
Height 
HOEY, 

Ref. 311 

Growth Standards 

Birth-19 years 
and Weight 

TANNER AND COX (1986) 

INTEGRATED SERIES 

it 

Date of Examination 

Age 

! 	Height 	cm/in 

Height Percentile 

Height Velocity 	cm/yr 

Weight 	kg/lb 

Weight Percentile 
.. 

. 	Weight Velocity 	kg/yr 

Weight-for-Height Percentile 

Head Circumference 	cm/in 
_ 

Head Circumference Percentile i 
v 

Bone Maturity Score 

Skeletal Age 

Genitalia 

Puberty 
' 	Ratings 	Pubic Hair 

Axillary Hair 

I 

of 
1 

JAN. 
2 

FEB. 
3 

MAR. 

TABLE OF DECIMALS OF YEAR 
4 	5 	6 	7 	8 

APR. 	MAY 	JUNE 	JULY 	AUG. 
9 

SEPT. 
10 

OCT. 
11 

NOV. 

111% 
12 

DEC. 

1 000 085 162 247 329 414 496 581 666 748 833 915 
2 003 088 164 249 332 415 499 584 668 751 836 918 
3 005 090 167 252 334 419 501 586 671 753 838 921 
4 008 093 170 255 337 422 504 589 674 756 841 923 
5 011 096 173 258 390 425 507 592 677 759 844 926 

6 014 099 175 260 342 427 510 595 679 762 847 929 
7 016 101 178 263 345 433 512 597 682 764 849 932 
$ 	019 104 181 266 348 433 515 600 685 70 852 934 
9 022 107 184 268 351 435 518 603 688 770 855 937 

10 025 110 186 271 353 433 521 605 690 773 858 940 

11 027 112 189 274 356 441 523 608 693 775 850 942 
12 030 115 192 277 359 444 526 611 696 778 863 945 
13 033 118 195 279 362 447 529 614 699 781 866 948 
14 036 121 197 282 364 449 532 616 701 784 868 951 
15 038 123 200 285 367 452 534 619 704 786 871 953 

16 041 126 203 288 370 453 537 622 707 789 874 956 
17 044 129 205 290 373 45.3 540 625 710 792 877 959 
18 047 132 208 293 375 . 460 542 627 712 795 879 962 
19 049 134 211 296 378 463 545 630 715 797 882 964 
20 052 137 214 299 381 466 548 633 718 800 885 967 

21 055 140 216 301 384 468 551 636 721 803 888 970 
22 058 142 219 304 386 471 553 638 723 805 890 973 
23 060 145 222 307 389 479 556 641 726 808 893 975 
24 063 148 225 310 392 477 559 644 729 811 896 978 
25 066 151 227 312 395 479 562 647 731 819 899 981 
26 068 153 230 315 397 482 564 699 734 816 901 984 
27 071 156 233 318 400 483 567 652 737 819 904 986 
28 074 159 236 321 403 488 570 655 740 822 907 989 
29 077 238 323 405 490 573 658 742 825 910 992 
30 079 241 326 408 493 575 660 745 827 912 995 

N.  31 082 244 411 578 663 830 997 ,  

; • 



11111111111 

e 

11.11111111112111111111111111•11 

14 

         

  

. 	. 

- 	• 
S:iithaint 

  

Irish Clinical Growth Standards 

Boys: Birth-19 years 

Height Velocity 
HOEY, TANNER AND COX (1986) 

 

ere 

 

Forename 

  

  

Hospital/Clinic Name Date of Birth - / • 
Decimal Yr. 

 

Ref. 313 	INTEGRATED SERIES 

   

cm 
yr 

2 3 4 5 6 7 . 8 9 10 11 12 13 14 15 16 17 18 19 
. T 

Mgi 

27 

25 

23 

21 

19 

18 

17 

16 

15 

14 

13 

12 

11 

10 

9 

8 

7 

6 

5 

4 

1111112111011111 

1111111•1111UNTIM1111111111 

Gentiles for boys 
maturing 
at average time 

97 and 3 centiles at peak 	A 
height velocity for 
Early (+2SD) maturers --•—••- 50 
Late (-2SD maturers —•—•— 50 

KLIEN 

MOM. MI 

141=

7:7 

tve1oc 

-t 

Publohed 

Castlemead 
PUBLJCA11ONS 

I Little Mundell>, Wel.en Carden Cav, 
Henlredshm,  AL? iBe 

Chart prepared by Hilary Hoey, 
National Children's Hospital 

University of Dublin and 
J. M. Tanner and L. A. Cox 

Institute of Child Health 
University of London 

©Castlemead Publications 1986 
All nghts are teserved No pan ol this chart may 
be reproduced. stored in a lame., system, or 
nansnuned u any lorm or by any means. net  
tron? elettrostatu. magnet? tape. methemcal 
photoropymg. 1.(01d1119 om otherwoe without 
pettnrwon 	taming from the ropyrght on. 
All enpumes should be addressed to the 

pubIrshets 
Printed In England by Fullptient Press 

1111111111.111111MIMMIll 

11111111111111M 
11111111•11111111 

11111111111MONI 

N 
, —A— 

WW1. A\ .1== 

2 

f  
.L 

A 

9  =nom 
ifforom 

2 3 4 5-'6-7 8 9 10* 11 12 13 14 15 16 17 18 19 



Measuring Techniques 

Photograph: © Institute of Child Health, London 
Supine length (recommended up to the age of 3 so that there is no overlap with 
standing height at 2 10 3) is taken on a flat surface, with the child lying on her back. 
One observer holds her head in contact with a board at the top of the table and 
another straightens the legs, turns the feet upwards lobe at right angles to the legs 
and brings a sliding board in contact with the child's hee.s. 

Standing height (recommended from age 2 onwards) should be taken without 
shoes, the child standing with her heels and back in contact with an upright wall. 
Her head is held so that he looks straight forward with the lower borders of the eye 
sockets in the same horizontal plane as the external auditory meati (i.e. head not 
with nose tipped upwards). A right-angled block (preferably counterweighted) is 
then slide down the wall until its bottom surface touches the child's head, and a 

Photograph: (0 Institute of Child Health, London 
scale fixed to the wall is read. During the measurement the child should be told to 
stretch her neck to be as tall as possible, though care must be taken to prevent her 
heels coming off the ground. Gentle but firm pressure upwards should be applied 
by the measurer under the mastoid processes to help the child stretch. In this way 
the variation in height from morning to evening is minimised. Standing height 
should be recorded to the last completed 0.1 cm. 

Weight should be taken in the nude, or as near thereto as possible. If a surgical 
gown or minimum underclothing (vest and pants) is worn, then its estimated 
weight (about 0.1 kg) must be subtracted before weight is recorded. Weights are 
conveniently recorded to the last completed 0.1 kg. above the age of six months. 
The bladder should be empty. 

Notes on the use of Height and Weight Standard Charts (1986) 
Height and weight attained charts distance 
The black lines refer to children whose tempo of growth is average, that is 
to say, children who pass through puberty at the average age. On the height 
attained charts the solid red line refers to the child of average height who 
is 2 standard deviations early (about 2 years) in growth at puberty and the 
solid green line refers to the child who is average in height but two years 
late in puberty. The dotted red line refers to the child of 97th centile height 
with maturity two years early and the dotted green line to the child of the 
3rd centile height maturing two years late. As a rough guide, however, one 
might say that children outside the area of the tenth to ninetieth percentile 

, 

	

	I range for the average developer should be regarded with slight suspicion, 
and those outside the third to ninety- seventh range as unhealthy until proved 
otherwise. 
Height Velocity 
The standards are appropriate for velocity calculated over a whole year 
period, not less, since a smaller period required wider limits (the 3rd and 
97th centile for whole year being roughly appropriate for the 10th and 90th 
centiles over six months), the yearly velocity should be plotted at the mid-
point of a year. The centiles given in black are appropriate to children of 
average tempo, who have their peak velocity at the average age for this event. 
The red line is the 50th centile line for the child who is two years early in 
maturity and age at peak height velocity, and the green line refers to a child 
who is 50th centile in velocity but two years late. The arrows mark the 3rd 
and 97th centiles at peak velocity for early and late maturers. 

Stages of Puberty 
Ages of attainment of successive stages of pubertal sexual development are 
given in the 'distance' charts. The stage Pubic hair 2 + represents the state 
of a child who shows the pubic hair appearance stage 2 but not stage 3 (see 
below). The centiles for age at which this state is normally seen are given, 
the 97th centile being considered as the early limit. the 3rd centile as the 
late limit. The child's puberty stages may be plotted at successive ages 
(Tanner, Growth At Adolescence, 2nd ed., 1962) 
Sources of standards 
The details of the source data and of the construction of these standards 
are set forth in Hilary Hoey. J. M. Tanner and L. A. Cox. in 'Irish Clinical 
Growth Standards' (Archives of Disease in Childhood; in press). The heights 
and weights for the ages 5-19 years are from the Irish data, and for the ages 
2-4 years from the British standards of J. M. Tanner, R. H. Whitehouse and 
M. Takaishi, Archives of Disease in Childhood 1966 Volume 41. 

Breast development: 
Stage 1. Pre-adolescent: elevation of papilla only. 
Stage 2. Breast bud stage: elevation of breast and papilla as small 

mound. Enlargement of areola diameter. 
Stage 3. Further enlargement and elevation of breast and areola, with 

no separation of their contours. 
Stage 4. Projection of aerola and papilla to form a secondary mound 

above the level of the breast. 
Stage 5. Mature stage: projection of papilla only. due to recession of 

the aerola to the general contour of the breast. 

Pubic hair 
Stage 1. Pre-adolescent. The vellus over the pubes is not further 

developed than that over the abdominal wall. i.e. no pubic hair. 
Stage 2. Sparse growth of long, slightly pigmented downy hair, straight 

or slightly curled, chiefly along labia. 
Stage 3. Considerably darker, coarse,  and more curled. The air spreads 

sparsely over the junction of the pubes. 
Stage 4 Hair now adult in type. but area covered is still considerably 

smaller than in the the adult. No spread to the mdeial surface 
of thighs. 

Stage 5 Adult in the quantity and type with distribution of the horizontal 
(or classically 'feminine') pattern. Spread to medial surface of 
thighs but not up linea alba or elsewhere above the base of the 
inverse triangle (spread up linea alba occurs late nd rated stage 
6). 

DECIMAL AGE 
The system of decimal age has been used in all charts. Thus the year is 
divided into 10 not 12. Each date in the calendar is marked (from the table 
on front page) in terms of thousandths of the year. Thus January 7th 1962 
is 62.016. The child's birth date is similary recorded e.g. child born on June 
23rd 1959 has the birthday 59.474. Age at examination is then obtained 
by simple subtraction. e.g. 62.016 — 59.474 = 2.542. and the last figure is 
rounded off. This system greatly facilitates the computing of velocities, since 
the proportion of the year between two examinations is easily calculated. 
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