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Section 1

The total size of the population of England and Wales in 1981
was 49 million (Great Britain 55 million)., The population of children

of different ages is shown below,

Great Britain England & Wales
N (milliom)% N (million)%

Total: 35.4 100 49,2 100
0 -4 4.1 7.4 3,2 5.8
5 - 14 7.9 14,3 7.1 1z2.8
15 - 19 4,5 4.1 4.1 7.4
0= 19 16.6 30.0 14.3 23,8

Indicators and health

1. Virtually the entirely population has access to safe drinking water
in the home.
2. The proportlon immunised agzainst various diseases was as follows
in 1981: Diphtheria 347,
Tetanus 837
Wheoping cough 457
Measles 35%
Poliomyelitis 827,

Rubella
(s:hoolgirls)

BCG 98,5%
(% vaccinated with negative skin test)

247

Virtually the entire population has access to local health care

within an hour's walk or travel,

All deliveries of newborn children are attended by trained personnel
except where delivery i{s concealed or unexpectedly precipitate,

In 1979, 97.4% births took place in an NHS hospital, and 1.4% at home.
The proportion of live births weighing less than K2.5 has been
relatively constant at 6.5% for some years,

Weight for age. No comparisons wiih WHO standards are available,

hut the U.K, vopulation is likely to be verv close to these standards,

which are based on American norms,
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In 1979 there were 14,6/1000 deaths in England and Wales
in the perienatal period, Infant mortality (deaths under
one year per live birth), was 12,6/1000 in 1979,

In 1980 the life expectamey at birth was 74,9 vears for
women and 68.7 years for men.,

The adult literacy rate defined as the number repctiing
difficulties in teadinz was found to be 47 in a generzl
nepulaticn study of 23 year olds born in 1933 (Adult
Literacy and 3zsic Skills Unit 1983),

The ztess nationmal product per head in 1979 was

approximately 6,100 dollars,
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Section 2

Sacin~cultural and Invironmental Factors

i. The most common type of family in England and Wales continues to be
of "nuclear”" type and to consist of two parents and two children. The
mean number of children under 16 years in families where there are such

children is 1.8,

Nevertheless, families with this structure, although the most
common type, do not constitute the majority (OPCS 1981), There is a
wide diversity of other types, especially imncluding twe paromts with
one child, two parents with three or more children, single parent
households (now constituting 6.37 of households with children under
16 years), two parents with another adult (usually a grandmother)
present ete. Thus only a minority of children live in the stereotyped

nuclear family with two parents and two children,

Further, the functioning of a family often involves other
fami{ly members even where these do not form part of the household.
For example Richman et al (1982) found that over 60% of mothers of
3 year plds living in a North London beorough saw their own mothers

2t least once a week,

The c¢hild-teating beliefs and practices of the population are
described best in surveys examining these issues, especially those
carried out in Nottingham (Newson and Newson 1965, Newson and Newson
1968), Space precludes a summary of their findings, but the most
salient trends involve shift towards greater involvement of fathers
in child-rearing, and a move towards a more chiid—centred upbringing.
Although it has not been well documented, there was also probably a
move towards greater permissiveness with less fimm and less physical
discipline in the 1960Us and 1970s. Nevertheless, the UK remaips the
only country in Europe in which teachers, who temporarily assume some
parental rights while the child 1s in school, are allowed to use
corporal punishment. Despite the changes that have occurred, role
definition between fathers and mothers remains reasonably clear in
most families with mothers taking the main burden of running the
household and looxing aftey the children, and father being the main

breadwinner.

(‘u




ii. The role of women. Until the recent financial recession, there has been
a2 continuing trend for mothers to be involved in part-time or full-time employment,
and the official figures probably provide an underestimate, Richman et al (1982)
found that 27% of mothers of 3 year olds worked at least part-time and 457 of
mothers of & yeatr olds. 737 of employed women said that their main motivation
for working was the earning of meney, but as secondary considerations, 207 said
that work provided company and 367 said they worked to get out of the house,
Despite equal opportunity legislation, women often work in jobs that are poorly
paid, oftsn on a casual basiz without union protection. In most arsas of work
women occupy fewer senilor positions than men. There is now an increéasing number
bringing up children on their own, The number of women who choose te produce

and rear a child on their own has also increased but remains very small.
Increasingly too, mothers are involved in acﬁivities confined to women, such

as feminist organizations, health clubs, and political organizations such as

the women's peace movement,

iii, Family size, composition ete, As stated above there Is a wide diversity

of family type and composition with the two=parent, two-child family counstituting

the most common but by no means the majority of families,

In 1920 the mean age of marriage of women who had not been married before was
22.9 years (24,6 years from 1941 to 1945) and the mean age of a woman 2t the
birth of her fivst live child was 25.0 years (26,3 years in 1941-453) {0PCS 1980).
6,37 of househclds containing children have only one adult, and in only about 11%

of single=-parent households is the single parent the father,

The rising divorce rate has certainly affected the lives of many children, 1In
1970 the number of children under 16 of couples who divorced in that single
yeat was 71,000 whereas in 1980 it was 163,000, a rise of 2307, It has been
estimated that about 1 in 4 children have parents who separate or divorce while

they are under the age of 16 years,
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primary te sccondary school usually takes place at 11 years, but a number of

authorities have other arrangements with, for example, middle schoels taking children

from 9 to 13 years, Most schooling is delivered free in state schools, with only

6% of children being educated at their parents expense in independent schools.
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Primary schecling {5 not selective and at secondary age a considerable
i majority of schools are "comprehensive” or non-selective, Though a
minority of education authorities have retained selected "grammar"
schools, There is/wide variety of provision of special schools
for children with special educational needs and this will be discussed
i in more detail below, In general, at primary level, class size is
: between 25 and 35 pupils, while at secondary level class size is
i between 20 and 23 pupils. Partly because of an increasing interest
in education and partly because of rising levels of unemployment,

an increasing number of 17 and 18 year olds/gggying on at school.

The influence of secondary schools om perscnality development,

truancy, behaviour and emotional problems and educational attainment

has been well documented by Rutter et al (1979) who have shown how (:
the academic ethos of the teachers, their puncruality at lessons,

speed of marking homework, and capacity to establish control by a

system of reward rather than punishment all ianfluence child behaviourx

and development,
v. Level of financial benefit and maternity leave,

There is a complex system of payment to families with children
i in the U.K. that is described below. The actual sums of money invelved
are not given as these vary, It is important to note that, although

§ ’ they are raised as the cost of living increases, none of the benefits

is index-linked, . C
; - A, Child benefit is a cash benefit payablelfpr "

all children under 16 years (or up to 19 years if in fullw
time education). Additional benefit is paid to single parents,
b, Child special allowance is payable to a woman with

dependent children who has been divorced and whose former hushand
dies (a substitute for maintenance payments).

¢, Family inceme supplement is payable to families with

children where the breadwinner earns only a low income,

e, N
- L

1.  Supnnlementarv bhenefit 45 a benefit for thosze an lew

income (unemployed or employed part-time)that is increased
depending on the number of children in the household.

For a divorced parent receiving this benefit, maintenance payments

may be collected by the benefit office.
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e Attendance allowance is payable to parents of children

aged between two and sixteen years who are severely disabled
and require a great deal of extra attention by day and/or

£, Paid maternity leave is payable to women for the first

six weeks they stop work, and a matermity allowance is

payable for up to 13 weeks, There is a small maternity grant.

8. Other benefits for those with children on supplementary

benefit or family income supplement include free travel to

hospital, free medicénes and apgl%ance;, free school mezls, free milk fc
expectanﬁ mothers and children tnder five,

/free school milk (in some autherities), school uniform and

clothing grants,
N.B, This list i{s not quite complete but covers the main benefits,
Rather complex rules are applied in each case (other than c¢hild

benefit) to determine whether the benefit is or is not payable,.

vi, Attitudes ro +he handicapped.

'By convention, defects are defined as intellectual or bodily
impairment which may or may not result in malfunctioming, Disabilities
are defects which do result in malfuncticning, A handicap is a disability
which, for a substantial part of a person's life unfavourably affects

normal growth or persom lity development, (Younghusband et al 1970).

There has been a gradual improvement during fhe past two decades
in community attitudes to the handicapped, both physical and mental,
and this has been reflected in legislation such as the 1970 Chronically
Sick and Disabled Person's Act which requires local authorities to make
specizl provision for handicapped people, and the 1981 Education

Act to be deservibed in the next seetion,

Two trends are discernible., First, there is a movement towards
the integration of the handicapped so that they can lead as normal
lives as possible. This is reflected in the policy to provide mental
health care for hoth the mentally handicapped and the psychiatrically
disturbed in the community rather than in lartge mental hospitals situated
at some distance from their catéﬁgggg ;igggf?egegggdfmgéggznféngﬂsuch pOIiiiggti
acknowledgement that, integrated or segregated, the handicapped need
more special provisiom to enable them to function as well as possible,

The provision of ramps and special toilet facilities in public places,




the legislation requiring large firms to employ a certain proportion
of handicapped people, and the special financial benefits (see above)

for the handicapped, are reflections of this trend.

Nevertheless, the picture, though improved, is far from

satisfactory, Many pre=-school playgroups will not tolerate

children with mental or physical handicaps; children with epilepsy

still meet with prejudice from members of the community; many publie
places still do not have 1ifts or ramps and are consequently inaccessible
to the handicapped. Attitudes and lack of resources and trained staff
arec obstacles to the integration of handicapped children in ordinary

schools in the community,




Legislation

1. Schooling.

Attendance at school is compulsory between 5 and 16 years., Non-attendance
may oceur for a variety of reasoms, of which a  uumber have mental health
implications, Both truancy and school-tefusal, unwillingness to attend by
virtue of anxiety, are now largely dealt with by firm encouragement to return
rapidly, linked to family counselling, Failure to return it school refusal
may be followed by referral to a child and family psychiatric department

or child guidance clinic: there is wide regional variation in service

provision.

By contrast, persistent truancy is more likely to lead to the child being
brought to court, If this occurs, those involved inm doing so have to decide
whether criminal proceedings against the parent or guardian in the adult
court, or "care” proceedings (Children and Young Person's Act 196%) in the
juvenile court, are to be taken. Juvenile proceedings would be brought oun
the grounds that the child is not receiving full-time education, and is in

need of care and control, Usually, if a case is brought, it is adjaurned

to see if the child will return to school before being brought back to court,

or the child is put ou a "supervision order", thus receiving more continuous
monitoring and counselling from an education welfare officer or social worker,
If this fails, the local authority may decide that the child's needs require

him to be placed in residential care,

2. Maternity leave,
Employed women are allowed paid matermity leave for six weeks (nearly full pay)
plus 18 weeks (maternity allowance). They are also allowed up to & months

unpaid leave,

3. Legal separation, divorce, custedy.

Parents who are separating have a duty to continue to provide adequate care

for their children, and if they appear not to be doing se, their children

may become subject to informal or formal assessment from a social worker (Childrem
and Young Person's Act 1969) as may apparently unprotected children in other

ciTcumatances.

The Matrimonial Causes Act (1973) requires divorce courts to consider the welfare

of any children under the age of 16 years or still receiving educatioen or training.




In practice welfare reports are rarely requested, and the
parents’ statements as to the future care of the children are usually
accepted, The court must award custody to one or both parents or,
if the court concludes that neither parent can provide adequate care,
the local authority must take actiom and, if necessary receive the
child into care, Any award of financial maintenance is made in the
same court proceedings.

If, as is usually the case, one parent (usually the mother
but occasionally the father) is awarded custody, that parent has,
for all intents and purposes, full parental rights and duties
invested in her or him, However the other parent is usually awarded
"access" to the children and this is legally enforceble. Disputes
regarding access may be settled informally or by recourse to the
courts., Under exceptional circumstances a child may be made a
ward of court and placed under the supervision of the family division
of the High Court.

4, Child protection, abandonment, child abuse, child labour.

i. Children may require special protection because their parents

are not gi ving them adequate care, because they have been lost or
abandoned, because they are at risk of injury, or have been injured
or sexually abused, or for a variety of other reasons. A complicated
system of legidation, of which the Children and Young Person's

Act 1969, is the most important, governs the actions of those involved

when these c¢ircumstances arise.

Informal protection is provided by enquiries which may be made on the
basis of information given by neighbours, friends, the police, or
parents and children themselves, This protection may be given by
both voluntary agencies such as the Natiomal Society for the
Preveation of Cruelty to Children (NSPCC) and local authority Social
Service Departments., Voluntary supervision may ensue, and voluntary
action may include, if the parents agree, reception of the child into

raesidential care.

In an emergency, when a child's safety is immediately in question,
a social worker may apply to a justice of the peace for a place of safety
order which allows a child to be kept in a safe place such as hospital
or children's home for up to 28 days,
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In less urgent cases, where it is believed that more formal action is

"care" proceedings

required in the best interests of the child, then
may be taken under Section 1 of the Children and Young Person's Act 1969,
This action is appropriate for a child who is:

a, Neglected or ill tresated.

b. Exposed to moral danger,

¢. DBeyond the contrel of parent or guardian,

d, Failing to attend school.

¢, DBelieved to have committed an offence other than homicide,

Care procesdings may nok be taken if voluntary =2ction is likely to meet the
best interests of the ¢hild, Following preceedings the child may remain at
home under formal supervision, or may be received into care, or a variety of
other arrangements,such as fostering, can be made. In recent years the number
of children received into residential care has decreased, reflecting a policy

by welfare agencies to focts on communlty rather than residential care.

ii, Child minding om a daily basis, is, in theory, regulated by the nurseries
and Child Minders Resulatien Aet 1948, amended by the Health Services andg

Public Health Act 1963, Informal arrangements in which a person uses their

private house mainly as a residence, but partly as a place for looking after a
child ot children on a dally basis, ars not regulated. If however a person is
using premises mainly for child-minding purposes, then she must become a
registered child minder, The premises must be inspected to ensure that they
reach appropriate standards and, in theory, but regrettably not in practice,

that she is providing adequate substitute care,

iii, Child labour. The employment of children and young people is regulated

by the Emplovment of Women, Young Persons and Children Act (1920) the Employment

of Children and Young Person's Act (1983), various education scts, and bye=laws
made by different local authorities, Weo c¢hild under 13 is allowed to work. Young
people between 13 and 15 years may work for ome hour a day after school, and up

to 18 hour§?§§1¥he holidays, Young people over 13 may wotk for 2 hours daily after

school and up te 35 hours a week during holidays,

5. Social Security. See under benefits (Section 2 (v).).

6. Fostering and Adoptien,

Permanent or semi-permanent substitute care for children is regulated mainly
by the Adoption Act 1958, the Children's Act 1958, the Children and Young
Person's Act 1969 and the Children Act 1975,
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Fostering is legally defined as the care and maintenance of
a child who is not a relative, guardian or custodian of the child.
The legislation lays down the duties of local authorities in relation
to foster children, procedures for fostering, and local authority

pewars to inspect premices and remove children,

For children whose natural parents have no prospect of providing
adequate care for them in the future, it is generally agreed that
adoption into another family is the most satisfactory procedure,
Adoption proceadings must be taken either by a local authority
social services department or by a registered adeption agency,
Legislation lays down the duties of these agencies in terms of
the enquiries they should make of prospective adoptive parents
and the legal procedures involving the consent of the natural
parents (which, under some special circumstances, may be dispensed
with). Once parents have adopted a child they have virtually the

same rights and duties as natural parents.

7. Juvenile offenders.

The Children and Young Person's ACT dl 9%}39 f:a?én : oa'.}n qursog:iecdeu £ 1952
for when a child is thought to have committed a criminal offence., If e
a child is thought to have committed an offence, the case must first
be proved in 2 juvenile court. Children under the age of 10 years
cannot be charged with an offence, As with non-attendance at school aze
(see 3.i. above,)if a child has committed an offence,. either criminalagainstiieﬂ
or care proceegﬂﬁffzgig éﬁ%%égg}d In either case a supervision order
or reception inte care may follow, since the adult courts often redirect cases to

the Juvenile court for further consideration.

If criminal proceedings are takedfnﬂﬁfs5%?%%%;%%52&%& in addition,
take one of a number of other courses of action, The child may he
conditionally discharged, the parents or child may be"bound over" with
their consent, the child may be fined (up to £50 up to 14 years, up to
£200 from 14 to 17 years), The child may be ordered to attend an
attendance centre, or (for 14=17 years) a detention centre, or a junior

borstal (for those aged over 15 years), or a community service scheme (for those
vears). Children who are already subieet to a care order may be ordered to Live

2 residential institutienm for up to 6 months. In exceptional cases any child or young persons®

Over recent years there has been an increasing tendency for young
offenders to be provided with 'Intermediate Treatment' involving obligatory

attendance during the day or in the evening at centres providing rehabe

ilatative activities and some counselling,

™over 10 years may be "detained at Her Majesty's pleasure” indefinitely,
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8. Handicapped children.

The 1970 Chronically Sick and Disabled Person's Act lays down
certain duties of local authorities to monitor the numbers and make
special provision for handicapped pecple, including children, in

their areas.

The 1981 Education Act lays down regulations concerning the

education of handicapped children, and these ate amplified in ecircular
1/83 (Department of Education and Seience). The Act requires local
authorities to consider the needs of all children with special educational

i

|

!

} needs, not just those requiring education not normally available in

§ ordinary schools, It also requites health authorities to notify the

i “ducation Department of any pre-school age children with special needs.
| :

[

-(: Aﬁter informal assessment in school, and the advice of

appropriate professionals has been tazken, the Act lays down the

formal procedures which have to be taken if the child does require
education mot normally available in ordimary school, A "statement”

| has to be made in which the child's special needs are formulated, and which
| includes any wmvidence leading to that formulation, Parents are

expectad to contribute to the statement and are given a copy of it,

The Act lays down an appeals procedure as well as arrangements fotr

;
% review and re-assessment of the child's needs,




Section 4

Patrerns of Health Care

#. The Department of Health & Social Security (DHSS) is the government
department most directly concerned with child mental health matters.
Other relevant government-departments include the Department of Education
& Science, and the Home Office (responsible for the police and system

of justice), There are no national mechanisms for linking government
departments, but ad hoc committees ete, are set up for this purpose,
Until its abolition in 1981, the Children's Committee (administared

by the DHS5) fulfilled this function. A new, independent coordinating
body has now been proposed,

b. England and Wales are divided for administrative purposes into
14 health regions, each of which is divided into a number of health
districts serving populations in the region of 100,000 to 200,000,

Each district has respomsibility for hospital and community health services.
Hospital services are centred in the district general hospital and usually,
but not always, hospital paediatric care is provided in this hespital,

Each district is served by a number of general family practitioners

whose list of patients is usually between 1500 and 3000 people of whom
just under a2 thivrd are likely to be children under the age of 16 years,
Each district also has a community health service, staffed by doctors,
nurses, speech therapists etc, which is the responsibility of the

district community physician. This provides surveillance services for
pre=school children and a school medical service, The surveillance

service is shared with general practitioners who provide a significant

contribucion (see below).

Coordination between health, social service and education departments
15 possible at district level by the existance of joint consultative

committees,
€, Amount and type of health facilities,

Ant2-natal care is provided by gemeral practitioners and by
obstetric departments in district general hospitals., Some, but not all,
obstetric departments provide ante-natal instruction in groups or for

individuals,
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As already stated, virtually all deliveries take place in NHS

g hospitals with qualified attendants present, There is a move to nale

. it easier for mothers to have their babies at home, but this is
currently opposed both by professional opinion and government pelicy,
Mothers are discharged from hospital after a variable period, usually
between two to four days after delivery, but this varies from 6 hours
to 6 days, Babies requiring intensive care because of prematurity ot
other complications are likely to be able to receive some special care
at their place of birth, but may require transfer to a more specialised
unit. Some, but not all such units have residential accommodation for

mOLhET 5.

Once the baby has returned home, the health visitor has 2

! statutory duty to visit and check on the health of mother and baby

in the first 10 days of the haby's life, Subsequent health checks

are carried out at ¢hild health clinics that maybe zun by the local

authority or by the family general practitioner. Surveillance i3
: carried out systematically, and, in younger children, the baby's weight,
vision and hearing are routinely checked, Cpportunities for discussion
of child care vary considerably. The Court Committee (DHSS 1976)
recormended that therz should be further chacks on the baby's hzalth
and development at 6 weeks, 7 to 8 months, 18 months, 2% to 3 years,

and 45 to 5 years,

E(; Primary care for illness is provided by general préctitioners
i and is freely used by patents. On average, preschool children are
! raken to their doctors & to 6 times per year and 5 to 14 year old children

2.1 times (DHSS 1976). In inner cities a significant proportion of

non-emergency primary care is provided in accident and emergency departments,

though it is genmerally agreed that this Is undesirable.

1f more specialist advice or treatment is required, the child

is referred to a paediatrician or other specialist at a district general

! hospital, Children are usually seen and referred baek after investigation
to their general practitionmer with a letter containing information and
sdvice, A proportion of children is admitted, usually o a bod an ot
children’s ward - the total number of available beds in England and Wales
were 7,295 in 1973, Childre requiring yet more specialised services
are referred for investigation and treatment to tertiary referral

services usnally existing in a major children's hospital in one of the
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laxge cities. All health regions have a specialist centre of this type.

Accident and emergency care for children is usually provided in
the general accident and emergency department of a general hospital,
but occasionally in a children's hospital. The provision of "out of
hours care" for children with urgent health and social needs has been

2 matter of concern.
j d. Number of professionals in England and Wales.

! Information fggcggilth professionals is provided in the
Health and Personal/Service Statistics for England (DHSS 1982).

1 Numbers available are as follows:

General medical practitioners 24,359

Total nursing staff in primary health care services 32,747 (‘
School nurses 5,382

Consultant paediatriciams 498

| Paediatric senior registrars (in training) 144

Consultant child and adolescent psychiatrists 295

Child and adolescent psychiatry senior registrars (in training) 83
Paediatric surgeons 40

Paediatric neurologists 7.

. Numbers of other relevant professionals include:

E R Educational psychologists, about 1,100

Clinicd psychologists working with children, about 400: many workw:%{hagdgﬁgfeagn.
Teachers in maintained schools for maladjusted 1604 (399 specially qualifted)
Teachers in non-maintained schools for maladjusted 169(23 specially qualified),
The number of community social workers working with children is not known, as
the majority of soclal workers carry out "generic" or non-specialised work.
social workers employed by social services departments
Residential social workers in children's homes
Social workers in community homes (education)

Youth workers.

e, Proportion of children seen by health workers atec.
As already indicated, all babies are seen in their homes by a

health visitor in the ten days after birth, and this is a statutory

requirement,




A high proportion of children are seen for surveillance by

. a doctor and/or health wvisitor in the first year of 1ife, approximately
! 897 in 1980 (DHSS 1982). A somewhat smaller proportion (approximately

847.)are seen for surveilllance in the second year of life., Subsequently
the proportion drops, but a significant number are seen for surveillance

between two and five years before school entry, Surveillance is provided

by elinical medical officers, general medical practitioners and health
visitors, some of whom work in child health c¢linics and others are

} attached to general practice, OQf 360,000 surveillance sessions carried
| put in 1980, clinical medical officers carried out 55%, general

practitioners 13%, and health visitors working alome 31% (DHSS 1982).

3(: The school health service is staffed by school nurses and clinical
| medical officers with 2 varjety of other health staff, physiotherapists,
: speech therapists etc, working mainly 4n special scheols. Education
welfare officers are frequently attached to secondary schools and

; social workers mainly to special schools., Although all
children receive a health check on school entry, subsequent surveillance

is increasingly provided on a selective basis,

f. Voluntary organisations.

i, Health, The role of voluntary organisations is relatively small

in the delivery of health care, greater in education and more substantial
still in social welfare, Very few health activities are dependent on

E voluntary activity in any way, although the provision of play staff om
E(; children's wards, some additional amenities and hospital transport have
benefitted from veluntary activity., There is a large number of parents

organisations linked to particular handicaps, acting as pressure groups,

but alse often taking on an active role in other activitigs such as

the promotion of research and the dissemination of information, Some

of these are mentioned in section 10 below. Tt is the present government's
intention that the contribution of voluntary agencies to health care

should increase,

ti. Education. Voluntary organisations have played a more prominent
part in the develonﬁ?ntof educational services., Such organisations
have actad az pressura groups on local authorities to snsure thay
fulfil their responsibilities and have also often been responsible
for the development of new types of schools or other educational
ventures., Thus, the National Association for Mental Health (now

; MIND), set up schools for the maladjusted, and the National Association

for Autistic Children has established a considerable number of specialist
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schools for the education of children with severs communication disorders

over the last 15 years,

iii. Social welfare. There is a long tradition of voluntary
activity in the sphere of social welfare dating back to the 19th
century, Bodies such as Dr. Barnarde's, and the Church of England
Children's Society have provided residential care for ccphaned
children and those for whom parental care is inadequate, The
National Society for the Prevention of Cruelty to Children has
been active for many years in service, teaching and research in
the field of child abuse,

iv. Coordination of veluntary activity. The National Children's
Bureau, itself an outstanding example of a voluntary organisation
established to conduct research and disseminate information, was
instrumental in the setting up of ihe Voluntary Council for
Handicapped Children, a body enabling some degree of coordinmation

of activities among voluntary bodies,
2. The 5chool Health Services, (See 2(b) and (d) above.

1. Traditiomal systcms of prevention and treatment,

There 15 no established, alternative traditicnal system of
delivery of health care to children as is the case ia many developing
countries, Nevertheless, it is very likely that traditional beliefs
remain important in child health care in many pazts of the CoOuntry.
The use of herbal remedies, and, meore especially, cough mixtures,

elixirs and tonics of no proven scientific value is widespread,

The rtole of the clergy has probably diminished over the past
few decadas, but, for a significant proportion of the population,
the local vicar, priest or minister remains an importsant and conzoling

figure in times of c¢risis and ill health.

Often under-rated in the delivery of health care is the local
pharmaceutical chemist, whose advice on medication, especially for minor
disorders affecting children,may often be as important, if mot mora

P

important, than that given by the fuaily dector or Lealsh vizitor,
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Section 5

Ratesof Child Mental Health Problems, their types and causes,

A. Emotional and behavioural problems.

It is - agreed that psychological disorders in children
in genetral represent deviations from the norm rather than qualitatively
distinet phenomena, Therefore the distinction that has te be made
between the presence of a significant problem and its absence is
necessarily an arbitrary one, 1In order to obtain 2 sense of the
saverity of the disorders whose rates are described in this section,
it is necessary to vead the case descriptions provided in the studies

to which reference will be made.

Qverall prevalence,

i. Preschool problems, A study of a total population of 3 year
olds in a North London borough suggested that 17 suffered severe, 67

moderate and a further 157 mild problems (Richman et al 1982).

ii. Problems of the middle school years., A comparative study of

10 year olds (Rutter et al 1975) suggested that the overall prevalence
of psychelogical disorder was 25% in an inner London borough and 12%
in the Isle of Wight, a2 semi-rural area with most of the pepulation

living in small towns.

1ii. Adolescence, A study of 14 year olds living in the Isle of Wight

(Rutter et al 1976) supgested a prevalence of 20% of psychological
problems in this age group. A roughly similar figure was obtained

for 13 to 14 year olds living in a Northern English city(Leslie 1974),
There are no satisfactory figures available for rates of disorder in

later adoleszcence,

Prevalence of specific problems,
i. Autism, The rate of childhood autism is 3 to 4 per 10,000 children
{Lotter 19 66 ). .

ii. Anorexia mervoza. This occurs in 1% of older adolescents attending
school (Crisp 197¢ ).

iii, Emotional disorders. These constitute just under half the overall
prevalence rate of children in their middle school years and adolescents

(Rutter et al 1970).
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iv. Conduct disorder, These zlso constitute just under half of children
in their middle school years and adolescents who show significant
psychological problems (Rutter et al 1970).

V. Enuresis. At 5 years, 13% of boys and 147 of girls wet their beds
at least once a week, At 10 years 9% of boys and 7% of girls, and at
14 years 3% of boys and 2% of girls wet their beds at this frequency
(Rutter et a2l 1973),

vi. Enco presis, At 10 to 12 years, 1.3% of boys and 0,37 of girls
are spiling themselves at least once a month (Rutter et al 1970).

vii, Hyperkinesis, The prevalence in the age period of maximum
occurrencel(B to 7 years) is unknowm, but at 10 to 11 vears, hyper-
kinetie syndrome is rare, occurring in only about 1 per 1000 children
(Rutter et al 1970).

B, The Stresses Pacing Children,

Any description of environmental factors and their influence on the
development of psycholozical problems must mention that stress

rarely acts in a uni-causal manner., Most adverse environmental factors

are related to each other, and in considering their impaect, it is

important to be aware of the importance of factors within the child,
especially his or her own temperament and coping mechanisms, and the

way these interact with stressful circumstances. The following stress N
factors have been demonstrated to be of importance in the development

of emotional and behaviour problems in British children:

i, Family factors. Disturbed relationships within the family, including
negative attitudes of parents towards their children, Intra-familial (;
violence, Parental mental illness and personality disorder. Parental
separation and divorce, In 1980 there ware appréximately 10,100 children
under the age of 5 years in the care of local authorities, 62,100 aged

5 to 15 years and 23,000 aged 16 years or over (DHSS 1982), These children

are at high risk for the development of psychological problems, In 1930
there were 2,600 children in care in England and Wales because they

had been abandoned or lost,

boawon

1i. Schoel facters. Lack of or poorly formulated education objectives,
Emphasis on deterrent and punishmenf rather than reward., Teacher time=
keeping and prompt marking of homework. Failure to share responsibility
among pupils.

iii, Physical illness in the child., All chronic physical {llpesses

are associatedwith high rates of problems, but this is especially marked

with cerzbral disorders such as epilepsy and cerebral palsy.
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iv. ZEavironmental factors, Overcrowded housing circumstances,
Tower block accommodation (for younger children), Inner city
environments,

v. Educatiomal failure in the child, Children of very low
ability and those of normal intelligence but with specific
retardation in reading are especially likely to show psycholegical

disorders.
€. Reactions to Stress,

Reactions to stress seen in British children depend especially
on the age of the child concerned. Prescheol children are likely to
show management problems characterised by irritability, temper tantrums,
feeding and sleeping problems, withdrawal, shyness and general miéery.
Children in the middle school years tend to show either conduct problems
such as aggressiveness, bullying, truancy, stealing and lying; emotiomal
problems such as depression, anxiety, fearfulness, withdrawal and
shyness; or a combination of these, Adolescents react much as do
children in theirt middle school years, but also begin to show adult-
type problems such as more clearly defined depressive reactions and
anxiety states. Throughout the whole period of childheod and adolescence,
children prone to react to stress with physical symptomatology such as
asthma, headaches and abdominal pain will tend to show these character- "t

istic somatic¢ responses,

In general, severe reactions to stress are merely exaggerations
of those seen in ordinary childrem, but characterised by greater

severity and persistence,

In order to understand the emotional reactioms of children from
different sub-groups, such as West Indian and Indian migrant children,
it is necessary to have a good understanding of the special problems
such as racial prejudice and harrassment which they face in their lives.
There is however no good evidence that the type of problems shown are
different in nature, nor that there are any culture based psychiatric

syndromes in childhood occurrting with any frequency in this country.
b. Mental Retardationm,

i. Severe mental retardation, Children with IQ below 50 continue

to appear at a Tate of approximately 3 per 1000 (Laxova 1977). Approximately

one~third are due to Down's Syndrome, one-third due to other established causes,
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and one third are of unknown origin, Of known causes othcr then
Down's Syndrome, single=-gene condirions (deminant, recsssive or
X «linked) account for 15% of the total, environmentazl factors
(including maternal infection, post-natal injury and infection)
account for 3% and multi-facterial causes (e.g, developmental

anomalies with trauma) account for a further 12%.

ii. Mild mental retardation (1.Q. 50-70), occurs in approximately
2.3% of the population and is due largely to multi-fzetorial

influences especially socinl disndvantagze, dut ineluding pely genic
inheritance, Children with this level of intelligence are likely
tn the U.K, o come from larze, lower social class families living

in poor housing circumstances (Rutter et al 1970),
¢. Learning difficulties,

Children of nommal ability with specific learning problems
are common in the U.K, Using a criterion of 2 standard deviations
(er approximately 2 years retarded) below expected reading age,
specific reading retardation has been found to occur in ahout 10% of
inner London children and about 3% of Isle of Wight 10 year olds
(Berger et al 1975). The causes atre probably multi-factorial and
include especially poor early home stimulation, inadequate teaching,

lack of home=-school cooperation and gsnetic factors,
d., Epilepsy

. Febrile convulsions, which are usually, though not always of
transient significance, and are partly genetically determined, occur

in about 57 of children,

The prevalence of epilepsy has been established a:s between & and
8 per 1000 children {Ross et al 1980, Rutter et al 1970), depending

on the degree of substantiation required for the diagnosis to be made,

In the Isle of Wight study, almost exactly three-quarters of a
total pOpulation'of S‘ioyeiaar vld children with epilepsy had no other
evidence for brain damage or dysfunction, and, in the other quarter,
the fits were associataed with cerebral palsy ot other evidence of
structural brain disorder (Rutter et al 1970b). In three-quarters

therefore the aetiology is unknown. Of the causes of epilepsy associated
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with cerebral disorder, developmental anomalies, abnormalities
of birth and post-natal conditions such as infantile spasms are

of greatest impertance,
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Section 6

Delivery of Mental Health Services to Children

1. HMost mental health problems of mild or moderate severity are not
seen, assessed or treated by trained professionals in the health,
education or secial welfare services, This is especially true

for emotional and behaviour problems, mild mental retardation,

and mild and moderate specific learning difficulties (Rutter et al 1970).

Probably virtually all cases of epilepsy are seen by medical practitioners.

ii. First line assessment and treatment for different types of mental
health problems is mainly provided by general practitioners, teachers
in ordipary schools and social workers, Thus, for example, Bailey et
al (1978) showed that in a quarter of c¢hild consultations with G.P.s a
psychelogical component to the presenting problem existed, It Is
probable that children who arek?ownto social workers also show at least
as high rates of mental health problems. The system of child health
sutveillance described in section 4 above provides an opportunity for
first line assessment, This is likely to be effective in relation

te physical problems including sensory deficits and severe developmental

delays, but less so in relation to other mental health problems,

11i. More specialist care for children with mental health problems

is provided in a variety of ways which vary depending on the nature
of the difficulty,

a., Emotional and behaviour problems. _

These are likely to be identified by parents or teachers,
From home the child {s likely to be raferred to a general practitioner
who, if the problem is severe, will refer to 2 child and family psychiatric
¢linic either in the community or functioning as a hospital department,
Such clinics are staffed by a multi-disciplinary team consisting of

psychiatrists, psychologists, social worker and (in the London area)

psychotherapist, From school the child is likely to be referred to an educational

psychology service. 1In some areas this service will be part of a multi-
disciplinary team, in others it may link to hospital service,

Children with severe prﬁblems may be admitted to a psyechiatric
day centre or to an in-patient unit, In 1974 there were 65 inepatient
units specifically available for the treatment of approximately 1083
pre-adolescent children, adolescents of school age and older adolescents
(DHS5 1976).
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There is a wide range of special educational provisien for
children with emotional and behaviour problems, including tutorial
classes, units for distuptive childrén, special day and residential
schools for maladjusted children, and day and residential schools
for autistic children, There were, for example, in 1982, 199
maintained and 20 non=-maintained schools for wmaladjusted children
in Englaud and Wales., Children are referred for special educational
provisions after assessment by educational psychologists and,

in many instances, by social wotkers and psychiatrists,

There is alse a range of social welfare provision for children

. . behaviour . . .
with zmotional and/probléms, especially intermediate treatment centres

with \
(see above) and CHES or Community Homes / education, Attendance at
these facilities usually follows either criminal or care proceedings

in a juvenile court {see section 3).

b. Specific learning difficulties,

Severe retardation in reading ability in children of normal
intelligence is usually provided for in part-time remediz]l classes
in ordinary schools. However some local education authorities run
separate remedial education units which children usually attend on

a part-time basis.
c., Mental retardation,
Children with severe retardation (I.Q. less than 50) virtually

always receive special education in a school for the educationally

subnormal (severe) = ESN (S), A minority attend such schools on

a residential basis, Following the passage of the Fducation . {Handicapped

Children) Act 1970, all sueh children ave Tetained within the education
system and receive instruction from teachers, no matter how profoundly

retarded they may be.

Children with mild or moderate degrees of mental retardation
(IQ 50 to 70) usually attend special schools for the moderately
educationally subnormal (ESN(M)), especially if they are at the lower
end of the IQ range and/or if they have associ{ated secial disadvantages
or health problems, A considerable numbar nf children at the ppner and

of this ability range are in ordinary schals, usually in the lower

streams or in remedial or "opportunity” classes,
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d. Epilepsy.

Nearly all children with epilepsy are seen by their general

practitioner and most are referred to hospital paediatric departments

for initial investigations and treatment, Assuming the epilepsy is
not symptomatic of an underlying treatable medical conditiom,
subsequent management is undertaken either by the general practitioner

or hespital prediatrician.

If the epilepsy is severe and intractable to treatment,
the child may be placed in a special schoecl for physically handicaoped
children. There are, in addition, three residential schools or
hospital schools specialising 4n the residential care of children
with epilepsy, There is 3 National centre for the assessment and

management of children with epilepsy at the Park Hospital, Oxford, (
Methods of Prevention and Treatment,

These are difficult to summarise, but the following is a

brief outline.

i, Emotional and behaviour p-oblems, Most centres are f{amily-orientntad,
and combine a psyche~-dynamic approach with the use of bhehavioural methods
in seleacted cases, Medication is litrle used, and is rezerved for the
treatment of severe hyperactivity, "endogenous" depression, adult-type

psychotic disorders, and, cccasionally,nocturnal enuresis,

ii, Learning difficulties and mental retardatiou. Whether or not

health professionals are involved in assessment, -treatment or remediation
is likely to depend almost entirely on the use of special educational

me thods,

iii, Epilepsy. Recurrent epileptic attacks are treated with a variety
of types of anti-convulsant medication, A very small number of selected

cases are treated surgically,

A number of evaluative studies of treatment have been carried sut
and these have established the efficacy of some school=-based counselling
and group work, the bell and pad in the treatment of bed-wetting, structured
educational methods for autistic children, family therapy for asthmatic
children, Evidence for the efficacy of stimulant medication for

hyperactivity and short-term psychotherapy for emotionazl disorders is
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available from studies carried out in North America..
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Training

Non Child Mental-tHealth Professionals.

Host non-mental health professionals dealing with children receive
inadequate instruction in the psycholegical aspects of child development
and family life, aven though much of their time iz token up in dealing
with problems in this fisld, Thete is little systematic Information
on the quantity of instruction ziven on 2 national bosiz, and only 2
tirtle more from curricula of particular courses, The fallowing

however 1s thought to be relevant information:-

1. Medical students. Most medical students receive instructionm in
child psychiatry either during their attachment to paediatrics or
national (,\
psychiatry or both, A/ survey of c¢hild psychiatry instruction for
medical undergraduates was carried out in 1977 by the senior lecturers ,
in child psychiatry in Lomdon, The position hes probably not changed
much since then, Medical schools offered on average abou 8 half days

in all, and the maximum offer=d was 5 full days.

2. Padiatrics., Training in child psychiztry is regarded by the
British Paediatric Association as desirable for paediatricians, but

in fact, it is only rarely provided. As far as we know, only the
Hospital for Sick Chi'lren, treat Qrmond Street, has a regular rotation
for paediatricians through child psychiatry, and even there, by no means

all senior registrars obtain this experience,

3. General Psychiatrists., It is the policy of the Royal College of
Psychiatrists chat all general trainees should spend time in a

child psychiatry placement. 1In fact, only a aminority do so, though

there has been a definite increase in the proportion obtaining this

experience over the past five years.

4, Paediatric nurses, Child development and psychological disorders
of childhood are prominent in the curricula of paediatric nurses,
No information is available ¢n the precise amount provided onm different

courses,

5. Teachers. There is no national information on the amount of teaching
on psychological problems, though this is now being collected. At the

Institute of Education, about one in four of the secondary school teschers-in-
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training do a Psychology Foundation Course consisting of 4 lectures,
About half the students attend a series of 17 workshops on the
identification of special needs with emphasis on learning and
behaviour difficulties, A minority of secondary school teacher
students obtain Special experience in some remedial wotk, Primary
students have four lectures on various physical, sensory and learning

difficulties, and two sessions on reading difficulties,

6. Social workers, Social work trainees receive a variable number
of lectures in child development aud child psychological problems,
A mumber will have had pre-course experience in residential cave
settings for children and in other c¢hild care situations, A number
will also experienced a specialised placement in work related to
children, such as child guidance clinic or assessment centre during

their course,
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Section 8

Special Developments and New Prowrvammes

It is an invidious task to pick out special developments
in England and Wales of special relevance to child mental health,
but the following would appear to those who have prepared the

study to be worthy of special note,

i. The National Children's Bureau was founded over 20 years ago

under the directorship of the late Dr, Kellmer Pringle.. This

independent organisation has acted as a focus for voluntary activity

relating to many different aspects of child care, and has pressed

for progressive legislation. It has been responsible for the conduct ‘:
of one of the three National cohort studies which have provided a mass

of information of relevance to service planmers.

ii., The Department of Child Psychiatry at the Institute of
Psychiatry, London, directed by Professor Michael Rutter, has
conducted a wide variety of research investigations. These have
included epidemiological studies into the incidence and prevalence

of child mental health problems and the overlap batween them, studies
of the ways in which school factors influence child behaviour and
studies of the effects of an institutionmal upbringing on later

behaviour,

iti. The Hester Adrian Research Centre, University Ef Manchester,
until now under the direction of Professor Peter Mittler, hLas for

some years conducted research into the development of mentally
handicapped children and the ways in which this can be enhanced,

The Centre has also been particularly active in promoting improvements

in the training of teachers of the mentally handicapped.

The names of organisatioms, both governmental and independent,

of particular relevance to child mental-health are provided in section

10 Relow,

As far as the authors of this report know, there are no special

programmes or projects currently being undertaken under the auspices

of WHO, UNICEF or other international aAgency.
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i Sugrestions for Action

There are many fields of action in which the injection of
| additional resources would act to the benefit of children and promote
J their mental health. The following is a list of possible activities
i which seem to the authors of this study to be of special relevance.
1 Nome of them is particularly novel - all have been suggested by many
! others working in the field: -
i} The establishment of family courts, especially to deal with
problems relating to the custody of children of divorcing parents.

? The present adversarial approach is detrimental to the welfare of children.
l

(j in extension of the few existing divorce coneciliation services would alse ?ﬁ )
elp

ii) Research into the effectiveness of special schooling for children
with emotional and behaviour problems, All forms of special education are

particularly poorly evaluated at the present time,

iii) Study of good practice in child mental health facilities. There

is a comsiderable amount of confusion over the appropriate toles and

functions of different mental health professionals. Some clinics and
; departments have however established good working relationships and
i effective working methods, There is a need to disseminzte information :

concerning their organisation and practice,

1

!(; iv) The management of severely disturbed adolescents causes major

| problems. There is a need to identify apprepriate metheds of working
and facilities to deal both with psychotic and severely aggressive

teenagers.

v} Most mental health problems are not seen by mental health professionals,

but by primary wotkers. There is a need to test the feasibility of

establishing reasonably brief methods of assessment and treatment of

emotional and behaviour problems by health visitors, general

practitioners, teachers in ordinary schools and social werkers,
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The authors of this report are unCartain to what degree it would
be possible for WHO and other international agencies to assist in these

various developments, They suspect that resources will have to be

found nationally if progress is to be made.




Relevant Agencics and Qrzanizaticns

The following list 1+ certainly incomplete, but sesn to the authors of this

study to contain most of those particularly relevant to the field of c¢hild

memtal kzalth,

A. Covernment Departments,

Depsrtment of Health and Sociazl Security, Alexander Floming Houss,
Elephant and Castle, tondon, SEl Tel: 01 4C7 5522

Department of Zducation and Scisnce, Elizabeth House, Yor% Road, London, S5Z1
Tel: 01 928 0222

0ffice of Population Censuses and Surveys, 10 Kingsway, London, WGI
Tel: 01 242 0262

3., National Associations = General,

isseciation for Child Psychology, Psychiatry and Allied Professions,
4 Southampton Row, London, WC1  Tel: 01 405 0351

Natiomal Children's Bureau, 8 Wakley Street, London, EC1. Tel: 01 273 94il
MIND, 22 Harley Street, Londom, Wl Tals 01 637 Q741

Family Policy Studies Centve, 3 Park Road, London, NW1 6XN  Tel: 01 486 8211
Child Poverty Action Group, 1 Macklin Street, London, WC2 Tel: 01 242 3225

National Council for One Parent Families, 755 Kentish Town Road, London NW5
Tels 01 267 1361 B

National Council for Voluntary Organizations, 76 Bedford Square, Londom WC1
Tel: 81 636 4066

¢, National Associations for Special Mental Health Problems

Royal Society for Mentally Handicapped Children, (MENCAP), 123 Goldem Lane,

London, ECI Tel: 253 9433

British Epilepsy Association, New Wokingham Road, Wokingham, Surrey.
Tel: Crowthorne 3122

Spastics Seeciety, 12 park Crescent, London, W1  Tel: 01 £36 5020

National Society for Autistic Children, l1a Qolders Green Road, London, NW11
Tel: 01 458 4375

British Dyslexic Association, &4 Hobart Place, London, SW1 Tel: 01 235 8111

D, MNational Professional Organizations

British association for Jocial Workers, 16 Rent Stroch, 3irminghem 50 Tol: 020 6227

Association of Child Psychostherapists, Bur gh House, New End Square, London, NW3
Tel: 01 794 8881 ‘

Royal College of Psychiatrists (Child & Adolescent Psychiatry Section)
17 Belgrave Square, London, SW1 Tel: 01 235 2351

fwitiat, Downhaleaciral Sncietv. St. Andrews House, 48 Princess Road East, Leicester.
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Recant publications and journals of special relevance to child mental

health problems, o

Department of Health and Social Security (1976) .\ report om child health
services - the Coutgt Report, HM50, Llondon.

Department of Education and Sclence (1978} Report of the Committee

of Enquiry into the Education of Handicapped Children and Young People -
the Wamnock Report, UMS0, Londeon

Journal of Child Psychology and Psychiatry

Bulletin of the Association for Child Psychology, Psychiatry, & Allied
Professions.
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