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8. Speech Therapy. (Table 7).

During the year, the establishment was increased to the equivalent of six full-time
posts. There are now four full-time and five part-time speech therapists making this estab-
lishment complete. At the present time 1,198 children are known to be speech defective, and
of these 650 are receiving treatment whilst 548 are awaiting appeintments.

g It is possible that more specch therapists will be necded so that the number of children
awaiting treatment can be reduced and more preventative work with pre-school children under-
taken,

%. Child Guldance Clinics. [Table 8).
(Prepared in conjunction with Dr. P. G. Woovrg, Consultant Child Payehiatrist).

: Th-alchild psychiatric work in the County has been covered by four consultant psychia-
trists. Besides the out-patient clinics, the child psychiatric work has included care of children
in the psychiatric in-patient unit, regular visits for consultation and treatment to the County
Special School for Maladjusted Boys, and consultation and assessment of chilidren in remand
homes, children's homes, and other institutions. There is a very close link between the hospital
and county services and psychiatrists concerned are on the staff of Central Hospital,

The chief out-patient clinicz comprise local authority clinics at Nuneaton, Solihull
and Sutton Coldfield and hospital clinics at Leamington and Rugby. The psychiatrists con-
ducting the latter, experience difficulty in doing child psychiatry in the setting of a busy adult
psychiatric clinic of a general hospital.  Child psychiatric cases need more time for full investi-
gation than can easily be provided in such clinics. During the last year there has been an
increase in the number of children seen by appointment at the Stratford Children's Recovery
Hospital where there is a small in-patient unit. This arrangement has helped families from °
the south of the county.

Classification of cases according to the referral symptoms has only a limited meaning
as these are often vague and any svmptom may be found to have a different significance for
one patient than for another. Often it transpires that the original symptom is not the centre
of the patient’s difficulties, and frequently it emerges that another member of the referred
patient’s family i equally, or more, in need of help,

Classification of cases according to the source of referral showed some points of imterest.
It may be said that school medical officers tended to refer a higher proportion of scholastic
and anti-social problems than did general practitioners, who meore often referred children for
subjective symptoms such as depression, anxiety or obsessional tendencies. Naturally in
Court and Probation referrals, problems of continued delinquency were prominent. Probably
the numbers of children referred to child guidance clinics represent only a proportion of similar
bm'l,:lmls within the community. One reason is that it is not just symptoms, but symptoms
within a social setting of home, school and/or community which determine whether help iz
felt necessary.

The full and willing co-operation of parents is of the greatest importance, and often

ient preparation is necessary before they can come to accept the need for referral to a child
psychiatrist. In our experience the help of the general practitioner at this stage is invaluable
because he i8 regarded above all as the doector to the family as a unit.

Most children referred have been assessed from the educational aspect by a county
eduocation psychelogist or a clinical psychologist from Central Hospital. Social workers from
the Central Hospital have attended the elinics and taken an essential part in investigation
and subsequent work with parents. Psychotherapy has only been possible to a limited extent
because of constant prissure of waiting lists, relative infrequency of clinics (which are mostly
one session per week) and lack of psychotherapists as members of the clinical teams. Extension
of treatment facilities is inevitably hampered by the difficalty experienced in recruiting trained
professional workers of all the disciplines which combine to form the Child Guidance Team.

1f. Minor Allmeni Clinles. (Tables 17 and 1%).
Slightly more children attended minor ailment clinics during the year, 2,046 compared
with 2 800 last vear. The slight increase in cases was confined to the North-Eastern area of

the County.
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11. The following report was supplied by the Principal School Dental Officer. (Tables %, 10
and 11).

Very little change has taken place in the dental service sinee reporting last year. The
salary award then referred to does not appear to have stimulated recruitment of dental officers,
though it may have retained some in posts who would otherwise have looked for more remunera-
tive work. The total number of attendances for treatment fell slightly as did the number of
treatment sessions. The number of treatment sessions represents the strength of staff over
the whole vear, and is the true base line against which the amount of treatment is to be
measured. There was a considerable decrease in the number of routine cases completed, but
this was somewhat counter-balanced by an increase in the number of emergency cases. This
undesirable trend is another reminder of the way that the dental staff is being overwhelmed
by the steady increase in school population. We still have fewer dental officers than in 1948
although the number of school children has meanwhile nearly doubled. During this period
the number of general dental practitioners in the National Health Service in the Administrative
County has shown very little increase, so that the ratio of dentists to overall population has
decreased from 1: 5322 to 1: 6,350 in 1961, and this explains why dentists in practice are
unable to help in the school service.

This serious state of affairs cannot long continue without a complete breakdown in
the school dental service. Interest will, however, shortly be focussed on the scheme being
organised under the direction of the Privy Council to train auxiliaries to undertake selective
procedures in the School Dental Service. The training being given is of a standard equal to
that of the dental surgeon in a limited field, and auxiliaries will carry out treatment under
the direction and supervision of a dental surgeon.  As only a very small number of the awxil-
ianes will be available for distnbution in the first few vears to Local Education and Health
Authorities thronghout the country, no immediate easing of the situation can be expected,
but, if this pilot scheme is successful it should eventually make possible an enlarged School
Dental Service which will be able to give complete treatment.,

A greater understanding, by parents and children, of the structure and care of the tecth
is essential. During the vear the following memorandum, prepared by the Principal School
Dental Oificer and mysell, was aceepted by the Teachers” Consultative Committes and was
circulated to all head teachers :—

“GOOD TEETH IN CHILDHOOD AND THROUGHOUT LIFE.

The length of life and effectiveness of teeth are basically dependent on their construction
and the care with which they are shielded from destructive forces. We have more acourate
and detailed knowledge now about both the constructive and destructive processes than we
had twenty years ago, although, of course, much of this knowledge has been sensed vaguely
land used successfully) by enterprising and health minded persons for years.

The first teeth are laid down in the baby's jaw before birth. These teeth come through
between the sixth and thirticth month of life, after which, second or permanent teeth are laid
down. ' Permanent ” is a pathetically inaccurate description when applied to the majority of
the children’s teeth, at least 909, of children have a serious amount of caries at the age of
twelve—a finding confirmed in the County by our survevs at Nicholas Chamberlaine Compre-
hensive School and Kineton High School.  Defective hereditary influences are very rare indeed,
but defective nutrition, lack of essential vitamins and minerals, etc. are generally becoming
less commen (with the exception of one mineral) owing to more accurate knowledge and its
application in the diets of growing children. Unfortunately, the majority of children still lack
one of the minerals—fluorine—Dbut it is hoped to remedy this by raising the present very low
content in the drinking water supplies of this County to an optimum concentration of one part
Muorine to a million parts of water. When this has been done a substantial reduction of dental
caries of the order of 60%, is expected.

DestrucTion ofF " PERMAXENT © TEETH.

The better the tooth has been built the better it can resist destruction, but even some
of the finest teeth can unfortunately be disintegrated. The enamel on the outside of the tooth

is extremely hard, but is easily dissolved by weak acids. Processed carbohydrates (as in biscuits)
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and refined sugar (as in sweets) stick to the surface of the teeth and are broken down to acids
by bacteria in the mouth in about twenty minutes. These acids dissolve the inter prismatic
substance which holds together the prisms of dental enamel. Once this hard, protective covering
is penetrated, decay spreads rapidly into the softer dentine underneath.

This has been general knowledge for years, but recently the process has been more
accurately observed in experimental work carried out at Birmingham University Dental School,
and arising out of these studies we realise that the process is very much faster than used to
be supposed.

The first indication of this followed dental studies during and after the last war—when
it was found that there was much less dental decay during the war (when sweets and biscuits
were in short supply) and that dental caries increased after the war as sugar and biscuits became
more plentiful. The consumption of refined sugar has risen from 20 lbs. per head per year in
1830 to 96 lbs. per head in 1939 and 110 [bs. per head in 1057 (Hardwick)®., Duoring the second
world war, due to rationing, the figure fell ta 85 Ibs. per head.

What was remarkable was that many children who ate these substances still suffered
l:mm. increased caries, notwithstanding the fact that they were known to have cleaned their
teeth night and morning. This led to a detailed and intensive study. In a large series of
children a survey was made; the production of acid on the surface of the teeth and gums
can be shown clearly by painting them with a harmless substance which iz known to turmn red
immediately acid is formed. After the teeth had been painted the children were allowed to
eat sweets and biscuits if they so wished. [In about twenty minutes only, those children who
ate these foodstuffs showed a reddening of their teeth and gums.

The relation of sweet and chocolate consumption to dental caries was investigated in
Ayrshire in 1958.4 The children were classified into four groups. Group one ate less than
4 ozs. of sugar and chocolate a week and averaged 9.3 decayed, missing and filled teeth. (D.M.F.
rate). Group two consumed 4-7 ozs. per week and averaged 9.7 D.M.F. teeth ; group three
consumed 8-16 ozs. per weck and averaged 10.68 DALF. teeth, and group four consumed over
16 ors. per week and averaged 11.56 DMLF. teeth.

The children were again divided into groups according to their standard of oral hygiene.
Those with good oral hygiene showed 9.58 DLLF, teeth, with fair hygicne 10.18 D.M.F, tecth
and with neglected oral hygiene 11.47 D.M.F. teeth.

We hope that this outline of the part played by sweets and bisenits in the development
of dental caries will be of general interest, and urge that schools and school tuckshops encourage
the conservation of good, natural teeth by the sale of apples and other fresh fruit and nuts,
in preference to such destructive substances as sweets and biscuits.”

* Hardwick J. L. British Dental Joumal Vol. 108 Ne. 1.
t Mansbridge J. N. ., 7 w Vol 108 No. 9.

12. Poliomyelitis.

No case of poliomyelitis occurred in the County during the year, although outbreaks
occurred elsewhere in England and Wales. The number of cases for England and Wales as a
whole, showed an increase on the preceding vear, a point which emphasizes the need for keeping
immunity levels at a high rate.

The two-injection vaccination level in children of school-age remained at the 809, level
and the majority of these children had also completed their third injection. During the year,
fourth re-inforcing injections became available for children aged five years to under twelve
years, and these could only be undertaken if twelve months had elapsed from the third injection.
This fourth dose was considered adwvisable in view of the greater risk of infection to which schoal-
children are exposed. A total of 45,242 fourth injections were given, mainly during the firat
half of the year. Sabin oral vaccine is now being brought into use.

13. Tuberculosis.

{a) Pulmonary.
Twelve new cases of pulmonary tuberculosis were notified in children of school-age
during the year. Although this was the same number as last year, this represented a slightly
lower incidence in view of the increasing child population. Fortunately most of these cases
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cases. The genetic change in mongolism is frequently associated with certain types of heart
defect. Some families seem to be prone to heart abnormalities, often to a particular sort.  As
vet though, little is known of the cause of the majority of congenital heart delects. Serious
defects may result in the baby being stillborn,  Some may not alfect the child until the circula-
tion is no longer dependent on the mother and has to become self-suificient. Other defects
may be compatible with a relatively normal existence.

The valves in the heart, or the blood vessels connected with the heart, may be defective,
There may be holes between the two sides of the heart (sometimes resulting in mixing of the two
main streams of blood) or there may be a combination of different errors of development.
Three main types of disability may result from these defects. First, the heart pump may
become mechanically inefficient, and the circulation may fall.  Secondly, there may be a mixing
of the used, de-oxygenated blood from the body, with the freshly exygenated blood from the
lungs, so that blood supplied from the heart to the body containg lessz oxygen. Thiz results in
diminished tolerance of exercise, greater susceptibility to infections, and a liability to the forma-
tion of clois in the arteries to the brain. Thirdly, the heart defect may set up changes in the
lungs, which may then further affeet the heart. A severely affected child may remain small
in stature.

An attack of rheumatic fever does not necessarily affect the heart, but the illness tends
to reeur and it i2 then more likely that the heart will be damaged. Attacks are wsually pre-
ceded by a streptococcal throat infection. A child who has had rheumatic fever, should receive
regular doses of penicillin or sulphonamides to prevent recurrence. This treatment must be
continued daily until the child has left school—or even longer, depending on the family doctor’s
advice. -

‘If the heart is involved, the most important damage is to the valves, though the muscle
iz alzo affected. The valves may be narrowed, partially obstructing the blood-flow, or they
may be distorted so that they do not fit properly, in which case there is often a flow back or
* regurgitation ' of the blood. These cffects may get worse, causing breathlessness and later,
swelling of the legs. Often, the heart damage causes little difficulty in childhood, but surgical
treatment becomes necessary in aduolt life.

Congenital heart defects do not usually become worse as the child grows older, but the

effect becomes more apparent as the child increases in size. The rhenmatic disease process,
unfortunately, may be progressive in the heart itseld.
_ Children with heart disease are as intelligent as healthy children. Although lack of
oxvgen is believed to damage the brain cells when they are dividing and multiplying before
hirth, diminution of the amount of oxygen in the blood affer birth (caused by heart defects)
does not usually produce any impairment of intelligence. Those who have congenital heart
disease should be treated in as normal a way as possible and should attend an ordinary school,
even if they have to limit their activity. Children who are * blue,’ becanse of the mixing of
the two streams of blood, will limit their own exertion. They must be allowed to rest if they
find any activity too much effort. Teachers are remarkably understanding if they are given
definite medical advice.

Children with defects which do not make them ° blue * can usnally lead a normal life.
Periodic observation by their school doctor is an added insurance. There are very few children
who have appreciable heart strain without obvious disability. COccasionally, a child may appear
normal, though the heart is strained. This may cccur if the valve between the heart and the
main artery (the aorta) is seriously narrowed, or if the aorta itself fails to develop properly
and so provides an obstruction. [In these circumstances a child may be advised not to engage
in competitive games, though he may be able to take part in informal games where he can stop
immediately he wishes.

Children in senior schools can be relied npon to manage their own activity without
supervision, again, providing their teachers are given definite medical advice. Among young
children, however, the great pressure to conform, especially in play, makes them feel obliged
to over-exert themselves and they should be unobtrusively supervised by their teachers.

Day school is preferable but occasionally it is necessary for a child to go to a residential
school. One child, who was seriously disabled, was also mentally retarded through her lack
of activity, though she was of normal intelligence. Her parents would not even attend the
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hospital out-patients department with her, despite the persuasive efforts of her general practi-
tioner, the paediatrician and a health visitor. Four years later, her parents met a child whe
had undergone cardiac surgery. This chance meeting made them change their minds and they
allowed their daughter to be operated upon.  She was then nine years old.  She can now walk
half a mile and aseend stairs without difficulty. She has been admitted to a special residential
school because of the extra educational attention she requires, and because she lives too far
away for daily attendance. It is hoped that she will attend an ordinary secondary school
later.

Rheumatic heart disease presents a different educational problem becaunse of the recur-
rent and variahle nature of the disease process. Rhenmatic fever or 5t. Vitus dance (chorea)
does not always affect the heart. However, if the heart is seriously affected, or if further
attacks occur causing frequent interruptions in schooling, it may be desirable for the child to
have tuition at home or to spend some time at a special school.  When children return to ordi-
nary school after an attack of rheumatic fever involving the heart, it is usual to excuse them
games and gym for a time and to avoid competitive games for a further period.

On leaving scheol, the prospecis of employment will naturally depend on the degree
of physical incapacity, and on the likely course of the heart condition in future years. Most
of theze children can de a sedentary job perfectly well. Each child should be mest carefully
asscssed so that advice may be given about suitable types of job and about transport to and
from work. The Youth Employment Service can be of great assistance in finding the actual
job as they know the local employment situation, and if necessary, can arrange for the child
to be placed on the Disabled Persons’ Register.

Perhaps the disabled child’s most vital problem lies in his personal relationships. Just
as children acquire an anatomical body image, so they acquire a concept of their eapacity for
physical activity—a physiclogical body image. This is normally only appreciated when things
go wrong and the individual cannot do something which he could do before. It is very difficult
for a normal adult to realise that a handicapped child in his early years, has no idea that there
iz anything wrong with him. [t is only when he begins to compare himself with other children
that he is required to accept a new image of himself.

The child is not isolated in his adjustment. Inseparable from it, is the parents’ reaction
to the situation. Their attitude may be coloured by an illogical guilt, or by a sense of personal
failure. They may react by ' withdrawal.' or by over-compensation. Sometimes they maintain
that * there is nothing wrong with my child ™ (even to the extent of refusing all aid and treat-
ment), or they may not allow the child to do things of which he is fully capable. They may
neglect the rest of their family so as to provide for the handicapped member.

The child’s teachers also have an important part to play. Their attitude to his abnor-
mality, like his parents’ reactions, may be harmful. Lacking sufficient knowledge of hus abnor-
mality and fearing that he may become suddenly ill, they may * wrap the child in cotton wool °
or mistakenly insist on his being treated as completely normal. The child eventually learns
that he is aod normal, and is unlikely to adjust himself to his handicap if he is bolldozed into
accepting a false premise. The behaviour of other children is also very important. They are
ruthless about any abnormality, unless they receive careful instruction, but when it has been
given they easily accept the situation.

The parents’ image of childhood is partly conceived from memories of their own normal
experience.  The teachers” outlook is based on large numbers of normal and apparently normal
children. Objective concepts of the abnormal are essential for parents and teachers who are
living and working with children who have disabilitiecs. They need these for personal under-
standing of the child and to enable them to make quick decisions on the childs adaptation to
the stress of life.”

Several teachers have told me how they wish to have more information on the physical
development of children and that articles like the above help towards this end.

1. Deaths of Schoolehildren.

Deaths from accidents and malignant disease (ineluding lenkaemia) continued to account
for a large proportion of deaths in schoolchildren during 1961. Of the thirty deaths which
occurred, cleven were due to accidents and seven to malignant disease (including leukacmia).
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SCHOOL DENTAL SERVICE.

L]
3
TAELE 10,
| Laner-
| ToTaL Sessioms. Roorine Cases. | gency
| — cages Tal
[ Found Cases Jfor which  agtiend-
dmipec. | Treai- Imspec- | lo reguire Hajnmf | Jor whick | freatmand ances mads]
tfion. | e, 1z frear- far tréalmeni | was | for
| fRT T | d‘r-rﬂnunl’ W-Pm mn?hld;ﬂ'. | dreaimeni,
Sutton Coldfield M.B.| 13 | G686 871 G40 ! 458 | 350 1,136 3611
Solilull M.BE. e 19 1,020 2630 | 1, ?33 LG22 | a0 1,262 5,080
Nuneaton M.B, —_ 235 - | = — T05 1.739
Atherstone/ | |
Bedwaorth Area .. 19 | 387 1,798 | 1245 | 1 ﬂl!] 405 506 2. 755
Eastern Area 15 847 1,102 070 435 | 1,108 | 4,618
North-Western Area | 24 A67 1,654 1,380 | 1 u.u i 336 | 2590
Central Area ik i 4,392 2T19 2358 T42 | 681 5,023
Southern Area B2 LA 3.913 2,250 1,724 a2 | 186 2,350
e = _E_ L __J I
CourTy TOTAL | { |
1961 ... 216 | 5,327 16,360 10933 | 8995 4148 | 6,010 28,605
County Torar ; i ! T
1980 .. . | 204 5488 (16213 11,584 10,081 5,250 5492 | 30,304
| |
TABLE 11. DENTAL TREATMENT GIVEN.
| |
| Rowling cases. I Emergency cases.
| | No. per 100 No. per 100
Type. ' casss fur cases for
| Number. | which treal- Number, | which (reat-
mend was ment was
| I completed | completed.
Permanent testh, ; |
Extractions ... {1470 35 3,604 filh
Fillings It 7738 186 0,945 165
Other operations 1855 &5 [ b T4
] ] -
Total . [ 11,058 266 | 17,995 it
| e e
|
Temporary Teeth. , |
Extractions 2.572 G2 | 6,416 107
Fillings 2,864 67 2 608 45
Other operations 1,221 20 | 1414 23
Total ' 6,157 148 | 10,518 176
Appliances. l !
Dentures | 15 .4 LG 1.7
Orthodantics ... ' 145 3.7 = —
General Anaesthetics ! L, Liny 27 3,005 5
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AGE DISTRIBUTION OF EDUCATIONALLY
SUB NORMAL CHILDREN ASCERTAINED IN 1960 & 196l
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