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Michael Alison, Esq., M.P.,
Minister of State for Health and Social Services.

Dear Minister,

In December, 1978, your predecessor, Lord Melchett, set up under my
chairmanship an Advisory Committee on Infant Mortality and Handicap.
We were asked to examine the problems of infant mortality and handicap in

Northern Ireland, to make recommendations for improvements, and to dis-
charge our remit as quickly as possible.

June, 1980.

I now have pleasure in submitting our Report to you.

As the first meeting of the Committee took place less than 18 months
ago—and our examination of the subject involved more than 60 meetings of
the Committee and its Sub-Groups—I feel we have carried out this wide
ranging task with all due dispatch consistent with the thoroughness expected
of us. This has entailed a major commitment from Committee members who
were already busy people with onerous responsibilitics, and 1 am indeed
grateful to each of them for the contribution, both in time and effort, that they
have made.

The Committee, representing as it did a wide variety of interests, naturally
did not always agree on every detail. We did however reach unanimous
agreement on the recommendations which, we are convinced, will be most
effective in reducing infant mortality and handicap in Northern Ireland. In
making our recommendations we kept in mind throughout the serious
economic climate likely to exist for a number of years and resisted any temp-
tation to recommend other than essential action in areas needing additional
resources. Many of our recommendations will not cost money; others we
found difficult to cost with any precision as the financial and staffing implica-
tions will only become apparent when decisions are taken on how they are to
be implemented. Nevertheless we are satisfied, as we make clear in the
Report, that not only will our proposals reduce the human suffering arising
from infant mortality and handicap, but they will prove cost effective in
raising standards of care and reducing the number of handicapped persons
for some of whom the Government has to provide throughout their lifetime.

The Committee would like to express their gratitude to all the members
of the Secretariat, medical and administrative, provided by the Department.
We were extremely well served, and the Secretariat’s patient and efficient
support has been a constant source of strength and encouragement to us
throughout our deliberations.

I hope the Report will be studied carefully by the many interests con-
cerned and that implementation of the various recommendations will bring
about measurable improvements. You may indeed wish to consider whether
a summary of the report should be published alongside the full version and
given the widest possible circulation. It is important that the public generally
should be aware of the relevance of the social and economic, as well as of the
purely professional factors, in this problem.

Yours sincerely.
T. T. BAIRD.
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GLOSSARY

This glossary has been prepared for the convenience of the lay reader
and contains some of the more commonly used expressions. [t is not intended

to be a medical dictionary.

Fetus
Gestation
Handicap

Morbidity

Mortality Rates:
Infant Mortality Rate

Neonatal Mortality Rate
Perinatal Mortality Rate
Postneonatal Mortality Rate
Neural Tube Defects
Parity

Primary Care Team

Puerperium
Stillbirth

Trimester

the developing baby within the womb.
the duration of a pregnancy.

a disability which for a substantial
period, or permanently, retards, dis-
torts or otherwise adversely affects
normal growth, development or adjust-
ment to life.

a state of ill health demonstrable by
symptoms or signs.

deaths during the first year of life per
1,000 live births.

deaths during the first four weeks of
life per 1,000 live births.

stillbirths and deaths during the first
week of life per 1,000 total births.

deaths at ages over 28 days and under
one year per 1,000 live births.

developmental abnormalities of the
canals of the brain and spinal cord.

the total number of previous live and
stillbirths, excluding abortions.

a multi-disciplinary team providing
health and social services care and
advice in the community. It normally
consists of a general medical prac-
titioner, a district nurse, a midwife. a
health wvisitor and a social worker.

the period following delivery, usually
regarded as lasting six weeks.

late f_-:tal death after 28 weeks of
gestation.

one of the 1.:11113«&:;I cﬂennltjhs into which
pregnancy is divided. e periods are
0-12 weeks, 13-28 weeks and 29-40
weeks (term).
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1. INTRODUCTION

“A comely offspring she shou'd raise
From sickness free, of lengthen'd Pcliays”
—Flato

1.1 A greater proportion of children in Northern Ireland are dying before
the age of one year than in Great Britain and most other cconomically
developed countries. Because of the concern felt by the Government about
this problem an Advisory Committee was appointed in December 1978 by the
then Minister of State for Health and Social Services, Lord Melchett. The
terms of reference were :—

— to examine the factors which contribute to high infant mortality rates
and infant handicap in Northern Ireland;

— to consider in the light of such factors the adequacy of community
health and social services and hospital services;

- to make recommendations with a view to reducing infant mortality
and handicap;

— to identify the financial and staffing implications both at regional and
area levels; and

— to advise on priorities as appropriate.

1.2 We approached our task by studying the different factors associated
with infant mortality and handicap. Throughout the Report we use the term
infant mortality not in its statistical sense but in its widest sense which
includes stillbirths. Only where specific reference is made to the infant
mortality rate are stillbirths excluded. (See glossary for definitions).

1.2 To assist the progress of the work of the Committee and share the
workload amongst all the members we decided, at an early stage, to set up
sub-groups to examine various aspects of the problem of infant mortality and
handicap and the services available. Each sub-group normally contained two
or three Committee members, one of whom acted as Convener, and a small
number of other persons with special knowledge of the subject being examined
in depth by the group. In addition an expert panel was nominated for each
group to consult as necessary.

1.4 Eight sub-groups were established to deal with the following
matters : —

Social, Cultural and Economic Factors

Health Education

Information Services

Genetic Counselling and Screening

Antenatal Care

Pattern of Hospital Services for Perinatal and Neonatal Care
Postneonatal Care

Teaching and Training

Details of the membership of sub-groups and panels are set out in
Appendix 1.

1.5 The first meeting of the Committee took place on 20 December, 1978,
and it met on twelve occasions in all. The eight sub-groups held a total of 52
formal meetings in addition to informal discussions between Conveners, sub-
group members and the Secretariat. About half of the sub-group meetings



involved the taking of evidence from panel members and others. The Social.
Cultural and Economic Sub-Group had the assistance of a research officer for
a period of 3 months to provide analyses of recent data relating to Northern
Ireland. Visits of a fact-finding nature were made, mainly by the Secretarial,
to a number of hospital units throughout the Province. Each sub-group
prepared a report on its particular subject and these ware examined in detail
by the Committee at 5 separate meetings. They form the basis of this Report.

1.6 An editing sub-committee was set up to prepare the final version of the
Report. It met on 5 occasions and its membership is detziled in Appendix 2.

1.7 Following the announcement of the establishment of the Committee, a
number of organisations and individuals submitted written comments. Later,
bearing in mind the widespread interest and concern particularly about infant
death, we decided to give everyone an opportunity to state his view. A notice
was therefore placed in the Press inviting interested organisations, groups or
members of the public to submit written comments on any aspects of the Com-
mittee’s work. In addition letters were sent to Health and Social Services
Boards, Northern Ireland Members of Parliament, the main Political Parties
in Northern Ireland, the four main Church bodies and a wide range of pro-
fessional and staff bodies associated with the health and personal social
services telling them about the work of the Committee and giving them the
opportunity to put forward observations. A list of the organisations and
individuals from whom comment was received is contained in Appendix 3.

1.8 The Committee was most appreciative of the deep thought and wise
counsel given by members of sub-groups and panels, by persons and organisa-
tions who submitted evidence and by others who were consulted informally.
Their advice proved of great value based as it was on a wide range of know-
ledge and expertise. We gratefully acknowledge the hard work and time so
willingly and conscmntmusl}' given by sub-group and panel members.
Deserving of special mention was the analysis of data prepared by the research
officer. We also recognise the help and co-operation received from officers of
Health and Social Services Boards and the Department of Health and Social
Services which greatly facilitated our work.



2. BACKGROUND

2.1 Since the beginning of the 20th century stillbirth and infant mortality
rates have shown a general decline in the United Kingdom and in many other
countries with broadly comparable socioeconomic conditions and this decline
has been accompanied by a corresponding improvement in the health of
children. The main reasons for these changes are advances in socioeconomic
and environmental conditions, control of infections and better obstetric and
paediatric care.

2.2 Figure 1 would appear to demonstrate that overall the improvement
in the infant mortality rate in Great Britain has not kept pace with improve-
ments in many other developed countries and that Northern Ireland has
continued to have a higher rate than England, Scotland or Wales. It should
be noted however that international comparisons need to be treated with
caution as account must be taken of differences in definitions, sources of data
and recording and measuring practices (Weatherall, 1977; Chalmers and New-
combe, 1978). There are also difficulties in comparing statistics within
countrics because of the variable factors which affect mortality rates. An
example of this is the fact that the Great Britain Abortion Act 1967 does not
apply in Northern Ireland. There is little doubt that in Great Britain, as in
many other countries, a considerable number of pregnancies are being
terminated in cases in which the fetus is at high risk or is considered to be
abnormal. In Northern Ireland infant mortality figures probably reflect this
difference. Nevertheless, too many infants in Northern Ireland are dying and
a further serious problem is the significant number of chijdren who survive
beyond the first year of life but suffer from handicap which originated during
pregnancy or infancy. There is increasing evidence from international studies
which throws some doubt on the commonly held view that levels of mortality
and handicap are closely associated. The absence of detailed information
about handicaps associated with adverse circumstances at or around birth
makes it difficult to draw conclusions about the situation in Northern Ireland.

2.3 In Western society many of the conditions which caused infant
mortality, morbidity and handicap in the past have been recognised and
abolished. In Northern Ireland four principal conditions account for about
709% to 80% of all stillbirths and deaths in the first year of life. These condi-
tions—low birthweight, congenital malformations, hypoxia and infections—-
are more likely to occur in infants of women who have serious health
problems or obstetric disorders or those who arc socially or economically
deprived. The many factors associated with infant mortality and handicap
are considered in detail in the following chapters.

2.4 The histogram, Figure 2, shows infant mortality at intervals over the
past 30 years. This demonstrates that although the infant mortality rate fell
considerably between 1950 and 1960 this drop was mainly due to a fall in the
postneonatal mortality rate. Since 1960 the reduction in infant mortality has
been due to changes in mortality in the first month, including a reduction in
both first day and first week mortality. There has been virtually no change
in the postneonatal mortality rate since 1960.
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INFANT DEATHS PER 1,000 LIVE BIRTHS

FIGURE 1
INFANT MORTALITY RATE IN SELECTED COUNTRIES 1955-1977
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COMPONENTS OF INFANT MORTALITY IN NORTHERN IRELAND

IN 1950, 1960, 1970 AND 1977

FIGURE 2
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2.5 Many studies of infant mortality have drawn attention o tne 1mportant
relationship between socioeconomic and biological variables but the com-
plexity of this relationship makes it difficult to isolate or quantify the effect
of the component variation. Several major national studies have discussed
the importance of differences such as social class, birthweight, gestation,
maternal age and parity (Butler and Bonham, 1963; Butler and Alberman,
1969; Chamberlain, 1975). International studies have supported the gencral
conclusion that the major social and biological factors which affect mortality
operate in each country studied (Office of Population Censuses and Surveys,
1979(ii)). All these studies have commented on the complex relationship,
affecting infant mortality and handicap, which exists between socioeconomic
factors, such as poverty and nutrition, cultural factors including family size
and birth interval, and biological factors.

2.6 Longitudinal studies like the National Child Development Study,
which followed up all children born in one particular week in 1958, show that
socioeconomic factors affect not only the risk of mortality at birth but also
the likelihood of later handicap (Davie and Butler, 1972). In this compre-
hensive study children born into families defined as disadvantaged were found
to be at higher than average risk from a wide range of conditions throughout
their childhood. For example, children in this group were more likely to be
of low birthweight, to suffer childhood illness, to be shorter in height and to
have a lower level of educational achievement (Wedge and Prosser, 1973).

2.7 Many of the factors which affect the outcome of pregnancy lie outside
the traditional scope of the health services. It is important that recognition
is given to factors such as a woman'’s diet, stature and housing. Her behaviour
during pregnancy, for example smoking and drinking, also affects the outcome.



3. SOCIAL, CULTURAL AND ECONOMIC FACTORS

3.1 Attention was drawn in Chapter 2 to the importance of socioeconomic
and cultural factors in the problem of infant mortality and handicap. Although
the major impact on the problem will come only from a general improvement
in socioeconomic conditions, a great need exists for selective action in the
meantime to improve provision tor certain women during pregnancy and for
needy families with young children. The uneven distribution of infant mortality
and handicap requires attention to be directed towards those groups with
particularly high rates. The main social, cultural and economic factors as-
sociated with nfant mortality and handicap are highlighted below. Many
of them are more pronounced in Northern Ireland and attention is drawn to
this where the situation here differs from elsewhere.

Social Class

3.2 A useful guide frequently referred to 1n assessing comparative socio-
economic conditions is the Registrar General’s grouping of occupations into
social class first introduced in 1911. The social classification currently used is:—

Social Class 1 ... Professional, etc occupations

Social Class 11 ... Intermediate occupations

Social Class 1II N ... Non-manual skilled occupations
{ Social Class 111 M ... Manual skilled occupations

Social Class IV ... Partly skilled occupations

Social Class V ... Unskilled occupations

For many years it has been recognised that infant mortality rates vary with
social class and that infants whose fathers belong to social classes IV and V
have a much greater chance of dying in the first year of life than those whose
fathers belong to social classes 1 and II. The gradient of this risk for infants
in Northern Ireland in 1974 is shown in Figure 3. It is interesting to note
that if infant mortality rates in social classes I and IT had applied to the whole
population 245 (44%) of all infant deaths would not have occurred in 1974.
Similarly if the postneonatal mortality rates in the same social classes had
applied to the whole population, then 123 (68% ) of the total of 180 postneonatal
deaths would not have occurred.

FIGURE 3
INFANT MORTALITY BY SOCIAL CLASS-NORTHERN IRELAND, 1974
305
=
= 204
5
&
= 10- ( Wilde, 1977)
=
=
=
| . I 1 v v ALL
SOCIAL CLASS
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3.3 Analyses of infant mortality in Scotland, England and Wales during
the last two decades suggest that although there has been a significant overall
fall there has been no narrowing of this social class difference (Kincaid, 1965,
Chamberlain, 1975; Morris, 1979). The disparity between the social classes has
changed little since 1911 but it should be borne in mind that the proportion
of the total population in social classes IV and V has declined significantly
since then. A persistent and marked difference also exists between the social
classes in stillbirth rates and in mortality from some congenital defects, partic-
ularly neural tube defects (Office of Health Economics, 1978). Information
about trends in Northern Ireland is not available but it is unlikely to be
very different.

3.4 Although no data on income by social class are available for recent
years it is clear that family income is markedly below the average among
social classes IV and V and markedly above it in social classes I and II.
It is probable that a greater percentage of the population in Northern Ireland
are in social classes 1V and V as 73% of heads of households are in manual
employment as opposed to 61% in Great Britain.

3.5 It is thought that many of the socioeconomic factors act by reducing
birthweight and birthweight is closely related to morbidity and mortality.
In general, societies with a high proportion of low birthweight infants tend
to have high mortality rates (Alberman, 1977). Amongst the factors which
determine birthweight are length of gestation and growth rate in utero, both
of which are affected by socioeconomic conditions. The relationship between
social class and birthweight is shown below with birthweight tending to de-
crease through social classes I to V.

Mean Birthweight by Social Class — Northern Ireland, 1974

Social Class Mean Birthweight
I+ 11 3752 grams
111 3344 grams
IV+YV 3285 grams
ALL 3333 grams

(Wilde, 1977)

Standard of Living

3.6 A recently published comprehensive study of comparative poverty
shows that Northern Ireland has more of its population in low income groups
than any other United Kingdom region (Townsend, 1979). For the purpose of
the study low income was defined as net disposable household income below
supplementary benefit scales plus 40%. In Northern Ireland 449% of the pop-
ulation was in this category compared to 349% in the next highest region —
the North West of England — and an overall United Kingdom figure of 28%.

3.7 The gross average weekly household income in Northern Ireland in
the calendar years 1977 and 1978 was £79.73 compared with £99.46 for the
United Kingdom as a whole. Of these totals 21.4% was from social security
benefits in Northern Ireland compared to 11.6% for the United Kingdom.
(Regional Statistics, 1980). Indeed the estimated expenditure per head in
Morthern ITreland on cash benefits such as unemployment, maternity, supple-
mentary and child benefit and family income supplement, which relate directly

g



to unemployment, low income and larger families, is significantly higher than
in any other region of the United Kingdom (Appendix 4). The prices of many
food and manufactured commodities are higher in Northern Ireland and so
the average household expenditure on food, clothing and footwear is greater
than in Great Britain. Costs of and expenditure on fuel, light and power in
the Province are much higher. The increased cost of fuel together with the
relatively large proportion of dwellings which have no central heating, par-
ticularly in areas where old and poor quality housing predominates, create an
additional risk because many bedrooms in which infants spend much of their
time are cold and damp.

3.8 Northern Ireland has the highest unemployment rate in the United
Kingdom amounting in January 1980 to 11.5% of the insured population
(Appendix 5). Within the Province the male unemployment rate is above 20%
in parts of Belfast, Cookstown. Dungannon, Newry and Strabane.

Housing

3.9 A further aspect of the relatively worse socioeconomic position of
Northern Ireland is poor housing. Following a housing condition survey
carried out by the Northern Ireland Housing Executive (1974) it was estimated
that almost 20% of the total dwelling stock in the Province was statutorily
unfit for human habitation, based on criteria described in the 1956 Northern
Ireland Housing Act and amended in the 1971 Housing Act. A further 15%
required repair to restore them to a satisfactory condition. The comparable
unfitness figure for England in 1976 was 4.6%. The English figure represents
a significant improvement since 1971 when it was 7.3% —a figure still well
below the latest one for Northern Ireland. Although the results of the 1979
housing condition survey are not yet available, a preliminary analysis indi-
cates that the unfitness rate in Northern Ireland is still running at approxi-
mately 15% in spite of recent improvements in the housing stock.

3.10 In Northern Ireland in 1974, 26% of total dwelling stock lacked at
least one of the five basic amenities for which standard and improvement
grants are normally payable, that is exclusive use to occupiers of a dwelling
of a water closet inside the dwelling, a fixed bath or shower, a wash-hand
basin, a kitchen sink and a hot and cold water system serving these three points.
Four of these amenities were lacking in 229 of dwellings. In England in 1976
the proportion of dwelling stock lacking at least one basic amenity was 169
and only 7% lacked at least four. Important differences exist in the type of
amenities which are missing, for instance a full hot and cold water system
was lacking in 25% of Northern Ireland dwelling stock in 1974 compared with
7% of total stock in England in 1976. In the same years a fixed bath was lacking
in 23% of dwellings in Northern Ireland compared with 5% in England. Pre-
liminary information from the 1979 survey again suggests some improvement
in amenity provision but the proportion of dwellings lacking at least one
amenity is still about 20%.

3.11 The Belfast Household Survey carried out by the Northern Ireland
Housing Executive in 1978 records that 21% of households in the city still
lack four basic amenities and these dwellings are, as one would expect, con-
centrated in the inner city (Northern Treland Housing Executive, 1978). A
proportion of such housing is occupied by families with young children.

9



3.12 The hazard to health of this large number of sub-standard houses is
greatly increased by very frequent overcrowding. The average houschold size
in Northern Ireland, with 2.9 persons, is larger than in Great Britain, with 2.7
persons (Regional Statistics, 1980). In the Province 40% of all houscholds
with dependent children have 3 children or more whereas the comparable figure
for Great Britain is only 2.5. The higher proportion of large families and
households in Northern Ireland contributes to a higher level of overcrowding
so that 17% of all houscholds are living in dwellings below the bedroom
standard compared to only 6% in Great Britain. The large amount of sub-
standard housing and of overcrowding are likely to be major factors leading
to a high rate of postneonatal morbidity and mortality from gastroenteritis.
upper respiratory tract and other infections.

3.13 Using a definition of housing stress based on households living in
sub-standard dwellings, overcrowding and economic disadvantage, the highest
incidence of such stress in Northern Ireland is in the Belfast area and the
western part of the Province, having 57% and 529 respectively of the house-
holds affected by at least one stress factor (Northern Ireland Housing Execu-
tive, 1979). These same areas have the highest rates of infant mortality and
handicap.

Diet and Nufrition

3.14 Although much has been written about the relationship of diet to
birthweight, most of the studies concern small or selected populations. Large
scale data show that women in affluent circumstances have bigger babies and
fewer perinatal deaths than women in less privileged circumstances. However
nutritional variables do not operate in isolation — more affluent mothers
tend to have better housing, education and better health. They are inclined
to smoke less, lead a less strenuous physical existence, make more use of the
health and social services and give more thought to planning their families.

3.15 The most persuasive evidence that diet itself may affect reproductive
performance was provided by the ‘involuntary feeding experiment’ made on a
national scale by the United Kingdom during World War I1. A food policy
which provided extra nourishment and supplements to pregnant and lactating
women was accompanied by a steep fall in the perinatal death rate between
1940 and 1948. This occurred at a time of great social upheaval and reduced
medical services and it seems likely that the reduction in perinatal mortality
was associated with improved maternal nutrition.

3.16 It is difficult to define a good diet particularly as ideas about certain
foods tend to change. There is evidence that on average in Northern Ireland
an individual eats less non-root vegetables and less fruit than in other parts
of the United Kingdom (Wynn and Wynn, 1979).

3.17 The importance of vitamins has recently been highlighted in a pre-
liminary report on a study of women given extra vitamins before and during
early pregnancy. The study showed that a group of high risk women, who
had previously given birth to one or more infants with neural tube defects
and who were given multivitamins before conception and during pregnancy.
had a significantly lower recurrence rate of these defects than had a similar
group not so treated (Smithells and Sheppard, 1980). If this is confirmed by
subsequent studies it could clearly make a significant impact on the incidence
of spina bifida and anencephaly.

10



Smoking

3.18 There is clear epidemiological evidence from a large number of in-
dependent studies that women who smoke during pregnancy give birth to
babies that are on average lighter in weight than babies of non-smokers. The
difference in weight can approach 400 grams (Drumm, 1980). The incidence
of premature births in women who smoke is two or three times that for non-
smokers (Butler and Alberman, 1969). In addition there is some evidence that
smokers more frequently experience spontaneous abortion (Russell and Taylor,
1966) and have a higher risk of giving birth to a dead baby, or to an infant
who subsequently dies in the neonatal period. The children of those mothers
who smoked during pregnancy still have a demonstrable deficit in their physical
and mental development at the age of 7 years (Butler and Goldstein, 1973).
Studies of the effects of smoking in pregnancy have taken into account the
known association between low birthweight (and subsequent low stature)
and social class, and other known interacting factors, so that it can be con-
cluded that it is the smoking itself rather than the type of woman who smokes
that is responsible for these effects.

3.19 It has been shown that when both parents smoke the risk of an attack
of pneumonia or bronchitis in the first year of the life of their infant is doubled
(Colley and Douglas, 1973).

3.20 In Great Britain there is a higher percentage of women smokers in
social classes ITI, 1V and V than in social classes T and II. The proportion
of women smokers in the higher social classes has fallen during the past ten
years but there has been no comparable fall in social classes IV and V.

3.21 In Northern Ireland a recent survey showed that just under one-third
of women are classified as being current cigarette smokers. This is slightly
less than in Great Britain. An analysis of these Northern Ireland women
smokers by age-group shows however that the prevalence of smoking is highest
during the child bearing period, reaching a peak of 419% among women aged
35-44 years. The number of cigarettes smoked by women in child bearing age
groups is relatively high with 18% in the age groups 25-34 years and 35-44
vears smoking 20 or more cigarettes per day (Appendix 6) (Blaney and Mac-
Kenzie, 1978).

Drugs and Alcohol

3.22 Some drugs have a harmful effect on the fetus when taken by a
pregnant woman or by one who may become pregnant while taking the drug.
They may damage the highly vulnerable, rapidly developing fetal cells and
organs in early pregnancy leading to malformations or abortions. Later in
pregnancy toxic effects may impair fetal growth or contribute to fetal death
or to premature birth.

3.23 ‘There is evidence that excessive drinking in pregnancy damages the
fetus (Jones and Smith, 1974) and it has been suggested that the consumption
of alcohol reduces birthweight. However there have been no epidemiological
studies in the United Kingdom which provide evidence about the effect of
moderate drinking on the fetus.

Maternal Age and Parity :
3.24 The age of the woman and the number of previous pregnancies are
important factors affecting infant mortality. In general the risk is higher at
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the extremes of the reproductive age range so that the safest ages for a woman
to have children are between 20 and 35 years. The higher relative neonatal
mortality rates for babies of mothers aged less than 20 and over 40 years are
shown below:

Neonatal Mortality by Maternal Age and Parity: Northern Ireland, 1974

Maternal Age Neonatal Mortality Rate
< 20 20.5
20-40 13.1
40+ 14.7
All live births 13.9

Maternal Parity

0 17.2
1-3 11.3
4+ 15.8
All live births 13.9

(Wilde, 1977)

The above figures show that a first baby is at higher than average risk. The
risk falls for the second, third and fourth child and then rises with each
subsequent pregnancy.

3.25 It is in the age—specific birth-rates that Northern Ireland differs most
from other regions of the United Kingdom. In Great Britain the birth-rate in
1977 was 59 live births per 1,000 women aged 15-44 years whilst in Northern
Treland it was 84. The 15-19 age group was the only one in which the Northern
Ireland birth-rate was the same as in Great Britain (Appendix 7). Thereafter
taking the Great Britain rate as 100 the Northern Ireland rate increasingly
diverged as follows:

Age—specific birth-rates: Northern Ireland ratio to Great Britain distribution

15-19 20-24 25-29 30-34 35-39 40-44
Great Britain 100 100 100 100 100 100
Northern Ireland 100 126 146 175 267 350

(Regional Statistics, 1980)

A higher proportion of women here have children at an older age than women
in Great Britain and the average size of family is larger. Eleven per cent of
the child-bearing population in Northern Ireland were having their fifth or
subsequent child in 1977 compared to only 3% in England and Wales.

Single Mothers

3.26 Several studies have shown that infants born to single mothers are at
increased risk of mortality during the first year of life but mortality rates for
illegitimate infants are not easilv obtained because a provortion of babies
born illegitimate, who die in the first yvear of life, are legitimised before death.
In Northern Treland in 1977 there were 1383 illegitimate births, 5.4% of total
live births (Registrar General, Northern Ireland). A special studv of neonatal
deaths in Northern Ireland in 1974 and 1975 showed that the neonatal mor-
tality rate for infants of single mothers was 26.3 compared to an overall rate
of 13.3 (Scott, 1979). A high proportion of illegitimate births are to mothers
aged less than 20 years who constitute an at risk group for this reason also.
In Northern Treland 359 of illegitimate live births are to mothers aged less
than 20 vears compared to 6.5% of legitimate live births. The rate of illegiti-
mate births in Northern Treland is slightly more than half the rate in the rest
of the United Kingdom. il



3.27 Problems such as poor financial circumstances and consequent poor
accommodation are often exacerbated for the single mother. The sum of £24.75
(including a heating allowance of £1.25) per week, plus rent, is the short
term supplementary benefit rate currently available to support a single mother
with a child under five years. Such an amount is inadequate. The needs of the
single mother are still not being fully recognised by society. It is important
that the social services appreciate the number of single mothers who now
choose to keep their babies in preference to adoption, and also recognise
the implications of providing help and support for the single mother and her
child.

Breast Feeding

3.28 There is now considerable evidence on the advantages of breast
feeding. These include, in respect of postneonatal morbidity and mortality, a
reduced risk of gastroenteritis. Fewer than 20% of all mothers in Northern
Ireland in 1978 breast fed their infants and breast feeding was less common
in social classes I'V and V (Department of Health and Social Services (Northern
Ireland), 1978).

Special Social Need

3.29 The 1976 study of areas of special social need in Belfast (Areas of
Special Social Need, 1977) demonstrated a close association between a series
of indicators of economic and social disadvantage in defined areas of the city.
The study used 20 indicators of social need to measure generally accepted
aspects of need or disadvantage and 19 social characteristic variables closely
interrelated with aspects of social need but which in themselves are not in-
variably indicative of it. It identified four main components of social need—
(a) unemployment — low family income; (b) sub-standard housing — poor
%lhl}rsical environment; (c) personal handicap: and (d) educational disadvantage.

e study concluded that social need was concentrated in certain electoral
wards which had high levels of many indicators of social deprivation. The
study was, however, concerned with local areas of multiple deprivation rather
than individual houscholds affected by several aspects of disadvantage so that
the coincidence of infant mortality with socioeconomic hardship cannot be
directly concluded from it.

Civil Disorder

3.30 Although it is difficult to obtain direct evidence it is clear that the
continuing civil disorder has affected the family life and health of many young
children and their parents. The troubled situation has caused massive pop-
ulation movements and in some areas, especially in Belfast, families have
congregated in sub-standard overcrowded housing. The problems of unemploy-
ment and consequent low income are obviously exacerabated by the civil
strife. Tt also increases the difficulties in attracting health and social services
staff to work in troubled areas. Community staff operating in such areas ex-
perience added problems in tracing and providing services for high risk
families who change their abode as neighbours may be reluctant to disclose
their new whereabouts. As has been pointed out earlier, many of these factors
are themselves related to infant mortality and so it seems reasonable to conclude
that the civil strife must contribute, albeit indirectly, to Northern Ireland’s
adverse statistics.
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OPPORTUNITIES FOR INTERVENTION

3.31 We believe that prevention of death and handicap begins in the socio-
economic sphere and that intervention at an early stage of pregnancy would
eventually prove highly cost-effective through the reduction in the number of
infant deaths and infants handicapped for life, quite apart from the avoidance
of suffering and hardship within families.

3.32 There are opportunities for intervention to reduce the effects of poverty
by increasing the level and widening the availability of financial allowances
for pregnant women. Some expectant mothers and particularly those at high
risk, mainly unmarried women, teenage girls and women in social classes IV
and V with large families, are often in great financial difficulties throughout
their pregnancy and this income disadvantage seriously affects the baby’s
future. The current level of maternity grant, which is worth less now in real
terms than when it was first introduced in 1911, is insufficient to make any
significant difference in these cases. It is not possible to provide the bare
essentials for a new baby on £25. There are also some babies born whose
mothers do not even get this grant since it is dependent on national insurance
contributions. Mothers without such contributions are inevitably among those
high risk groups most in need of some financial help. In this connection we
welcome the recent announcement by the Government that from 1982 the
maternity grant will be paid to all pregnant women irrespective of the level of
their national insurance contributions.

3.33 However we contrast the £25 of the maternity grant in the United
Kingdom with the grants of £311.75 for a first child, £215.02 for the second
and £115.66 for each subsequent child in Belgium, with the £198 pre-natal
and £260 post-natal grants in France, and with a grant of £528.62 in Lux-
embourg (Hansard 29th June, 1979, p.370). In France and Luxembourg the
maternity grant is sufficiently rewarding to impose as a condition regular ante-
natal examinations for women starting in the third month and medical exam-
inations of the child up to two years old. Linking the grant to attendances for
examinations thus emphasises the essential need for early and regular ante-
natal care which, it has been suggested, is an important factor in reducing
infant mortality in both countries (Wynn & Wynn, 1979). We believe that
this is particularly relevant for high risk women.

3.34 The United Kingdom £25 grant is payable from fourteen weeks before
the birth is expected. We recommend that the maternity grant be increased
by a substantial amount and linked in future to the cost of living. In order
to encourage early attendance for antenatal care, we further recommend that
the increased grant should be payable in four equal instalments upon receipt
of certificates of attendance for such care. Payment should commence with
the first visit for antenatal care after confirmation of pregnancy. We wish to
make it clear that in suggesting payment of part of the maternity grant at an
earlier stage than at present we are not intending that latecomers be penalised
financially in any way. Women who attend late for antenatal care should
still be entitled to the full grant as they are usually most in need of financial
assistance.

3.35 A further financial consideration for working women is the maternity
allowance currently amounting to £18.50 a week pavable for 18 weeks to
women with sufficient paid-up national insurance contributions. There may be
an earnings related supplement in some cases. In certain other European
countries maternity allowances for employed women are much larger and
usually are not for a fixed sum but for a percentage of earnings varying from
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809% (Belgium and Italy), to 909% (Denmark, France and Sweden) and to
1009% (Luxembourg, Netherlands and West Germany but with a maximum and
minimum cash limit in Germany) (Hansard 29th June, 1979). In every case
such maternity allowance is paid for a certain period of time, with a statutory
minimum number of weeks before confinement. We recognise that the 18
week period of the United Kingdom scheme is slightly longer than the period
in many European countries (often 12 or 14 weeks) although we noted payment
is for a 7 month period in Sweden. For the future wellbeing of the baby we
support the payment of the allowance, starting 11 weeks before the week in
which the baby is expected., to encourage the woman to stop work at this
time. However, we consider that the period of 6 weeks for which the allowance
is payable after confinement should be extended to enable satisfactory arrange-
ments to be made before the mother leaves the baby to return to work. We
recommend therefore that the time during which a maternity allowance is
paid to an emploved woman be increased accordingly.

3.36 Almost half of all deaths in the postneonatal period are due
to infections. This would indicate that improving the standard of housing,
reducing overcrowding where families are large and subsidising the high cost
of heating would reduce the infant mortality rate. In this respect we recognise
the contribution made by the recently introduced heating allowance for families
on supplementary benefits with a child under age five towards reducing the
risks for infants in low income families. We recommend that the Northern
Ireland Housing Executive be asked to offer, as a matter of urgency, satis-
factory housing to any family with infants who are living in accommodation
which is statutorily unfit. It should also be asked to consider the need for
providing more homes suitable for large families.

3.37 We consider that young infants from socially deprived areas are
often at particular risk following discharge from hospital. An analysis of the
causes of postneonatal mortality showed that of a total of 167 postneonatal
deaths in 1977, 77 were caused by infections, of which 60 were from pneu-
monia. An examination of the health visitors’ records for these children
suggested that many of them lived in overcrowded and ill-equipped homes.
A system which provides continuing care in hospital at birth and then allows
some infants to go home to unsatisfactory conditions is not acceptable. We
felt that not enough emphasis was put on the importance of trying to ensure
that the home conditions. especially in high risk cases. were suitable before
discharge of the infant. We recommend that more positive steps be taken to
ensure that home conditions are as satisfactory as possible in all cases before
the baby is discharged to the care of its parents. In exceptional circumstances
the powers available under Section 164 of the Children and Youne Persons
Act (Northern Ireland) 1968 should be used if necessarv. This legislation
places a duty on Health and Social Services Boards “. . . to make available
such advice. guidance and assistance as mav promote the welfare of children
bv diminishing the need to receive children into or keep them in care . . . ™
The as]_fistance may include provision in kind or. in exceptional circumstances.
in cash.

3.38 1t is not only in the socioeconomic and environmental fields that
there is a necessity to direct resources to those most in need. People in society
who are subject to the greatest socioeconomic disadvantage are usually those
in ereatest need of health and personal social services but unlikely to make
full use of these services. There is scope therefore for concentratine scarce
health and personal social services resources on groups most in need or at
risk and we shall comment further on this.
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4. HEALTH EDUCATION

“The ultimate objective of health education is to help each person make
the best possible choice for his or her optimum health and total well-
being. It must also seek to influence people to act on the advice and
information given, and must seek to counteract pressures which are
inimical to health”.—Northern Ireland Advisory Committee on Health
Education.

4.1 Many people embark on pregnancy and parenthood in a state of com-
parative ignorance and it is obviously important that there should be an
attamgztu educate them in all aspects of childbearing. Several groups can be
identified as being in particular need of instruction and advice. Of these,
children are a group on which the greatest impact can be made.

Extent of Health Education in Schools

4.2 Few detailed surveys of health education in schools have been under-
taken and so information is limited. We have, however, drawn on the results
of several useful studies carried out in Northern Ireland and whilst they may
not give a fully representative picture we are satisfied that they identify clearly
areas to which attention must be given.

4.3 Much work is done outside the schoolroom on a less formal basis and
tribute must be paid to the endeavours of parents, the Churches, youth leaders,
the uniformed organisations and voluntary bodies. All these have an
important part to play and should be given encouragement and help perhaps
by the provision of joint training schemes or seminars. We welcome the offer
from one of the main Churches to extend the role of its youth groups and
women’s organisations to educate and provide health education about infant
mortality matters.

4.4 Whilst we were encouraged by the commendable progress being made
in teaching health education in schools we were conscious that a vast amount
remains to be done. Indeed a recent survey of the knowledge of reproduction
and child care possessed by 2,444 sixteen-year-olds in 167 schools in Northern
Ireland (McGuffin, 1980) showed that the mean percentage score on repro-
duction was 43 with those pupils who had studied biology or home economics
scoring significantly higher than those who had not. The mean percentage
score on child care was only 30, a figure to cause concern. The survey reveals
the paucity of health knowledge amongst sixteen-year-olds and indicates the
importance of biology teaching in this context.

4.5 A survey of the teaching of health topics in primary schools took place
in 1975 (McGuffin 1976(i), 1977). The principals of one-half (561) of all
primary schools were invited to complete a questionnaire and the response
rate of 429 meant that about one-fifth of the total number of primary schools
participated. The results showed that personal hygiens was discussed in 829,
reproduction in 15% and menstruation in 9% of schools surveyed. Most of
the teaching was within the context of other subjects and was carried out by
the class teacher. In 17 schools health education was timetabled as a separate
subject for Primary 6 and Primary 7 classes. About one-third of schools
surveyed used the services of health education officers or health visitors in
their teaching. Visits were paid about twice a year and the topics covered
were mainly dental health and personal hygiene. In only 10 of these schools
were items on smoking and biological development included.
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4.6 In March, 1975, the principals of all 255 post-primary schools were
invited to complete a questionnaire on current practicz in health education;
70 (27%) replied (McGuffin, 1976(ii)). It was found that pupils who studied
general science, biology or home economics to General Certificate of Educa-
tion (G.C.E.) or Certificate of Secondary Education (C.S.E.} level would have
had some teaching in reproduction, family life, personal relationships. child
care, parenthood, contraception and venereal disease. In most schools the
majority of pupils study general science or biology in the 11-14 age range
and in this some of the relevant topics would be dealt with at an elementary
level.

4.7 Health education has been offered as an examination subject by the
Northern Ireland Certificate of Secondary Education Board since 1975 but
not by the General Certificate of Education Board. In 1977, 562 pupils from
39 secondary schools entered for the examination. This is a very small pro-
portion as there were 11,776 candidates examined that year. In 1978, 557
out of a total of 11,777 pupils entered for health education, in 1979 the figure
was 668 out of 12,472 and in 1980 it had increased to 864 out of a total of
15,915 (about 5%). In addition, a syllabus for a C.S.E. child care course
exists as a Mode 3 subject, that is a subject where internal examinations are
conducted by individual schools or a group of schools, and are moderated
and assessed by the C.S.E. Board. In 1979, 203 pupils entered for the examina-
tion and 404 in 1980. Tt is probable that child care will soon become a Mode
1 subject, that is a subject where external examinations or syllabuses and
examination papers are prepared by the C.S.E. Board.

4.8 TIn 1970 the Schools Council (United Kingdom) set up a Working Party
to consider curriculum research and development in health education. As a
result two Schools Council Health Education Project (S.C.H.E.P.) schemes are
being developed for two age groups—S.C.H.E.P. 5-13 (Johnston, 1978) and
S.CHE.P. 13-18 (Williams, 1977). The first schem= in which Northern
Ireland participated provides teachers’ guides and supporting material. The
second is being operated on an experimental basis and five Northern Ireland
schools are involved. A major dissemination programme has recently been
approved which will, over a period of three years, provide all post-primary
schools with the opportunity of acquiring training in curriculum review and
programme design in health education.

4.9 Courses organised by Health and Social Services Board Health Educa-
tion Departments in conjunction with health visitors and home economics
teachers are available in a number of post-primary schools in some areas.
They lead to the award of certificates in child care by the St. John Ambulance.

4.10 We feel that pupils should be given adequate knowledge and the
necessary decision-making skills to enable them to establish a “healthy” life-
style. In addition, having regard to the influence of parents on the health
behaviour of their offspring, we are convinced that preparation for parent-
hood must be seen as an important element in health education.

4.11 Considering that the highest infant mortality and handicap rates
occur in social classes IV and V, we must emphasise the importance of health
education generally and of preparation for parenthood in particular for
children from deprived homes while still attending school. An experimental
scheme on Social Education has recently been established in one large com-
prehensive school in Belfast and this scheme should be kept under review as
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it seems to have the potential to provide a major opportunity to increase the
amount of health education taught to children living in socially deprived
areas.

4.12 The basic health education programme in schools should include the
following items—human reproduction and development. personal health
practices, interpersonal relationships, preparation for parenthood, child care,
home management, family planning and dental health. Within these there
are two vitally important matters related to the reduction of infant mortality
and handicap, namely the need for immunisation against rubella at age 11-13

and the desirability of early and regular attendance for antenatal care.

4.13 We are in full agreement that in schools the best people to undertake
health education are the teachers. However from evidence received it is clear
that student teachers receive little training in health topics unless they study
health education as a special subject or follow the home economics or physical
education course. This should be reviewed as a matter of urgency since much
faith is placed in the value of health education presented by teachers.

4.14 For some topics use should be made of a health visitor, a school
doctor, or a speaker from the family planning service to make an “expert”
contribution. Health professionals could also collaborate with teachers in
designing courses. School nurses, with appropriate training, could make an
increased contribution to health education on a one-to-one basis.

4.15 1t is recognised that the problems of providing a fully planned and
co-ordinated programme for all pupils in schools include making time in an
already crowded curriculum for what is largely a non-examination subject
and finding staff who are trained to teach health topics. Nevertheless it is
essential that the problems are overcome and we recommend that health
education should be an integral part of the school curriculum of all children.

4.16 There is a desire amongst teaching and health staff to co-operate in
this work. In October, 1978, the Department of Education, the Department
of Health and Social Services and the Health Education Council jointly
sponsored a conference on health education which was attended by staff in
the teaching and health professions (Department of Education (Northern
Ireland), 1978). The conference strongly advised co-operation and consulta-
tion between the Education and Health Services at departmental, board and
individual school level. It further advised the designation of a senior member
of staff in each school as co-ordinator for health education, and the provision
of pre-service and in-service training for teachers and for health service per-
sonnel who would be involved in the programmes. Since then some improve-
ment has been seen but a clearer recognition at all levels, beginning at the
top, of the importance and potential of health education in the basic teaching
of each child is needed and also a commitment on the part of the Departments
of Education and Health and Social Services to initiate appropriate policy.
We agree that for too long health education has been evervbody’s business but
no one’s responsibility.

4,17 In order to demonstratc our strong support for and to add our
weight to the sentiments which emerged from this conference we recommend
that :

(a) a senior teacher who is inferested in health education should be
designated in each school to co-ordinate the health education
programme;
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(b) in formulating recommendations for health education in schools, the
Department of Education should be helped by advice from the Depart-
ment of Health and Social Services; and

(¢) pre-service courses in health education should be provided for all
teachers and in-service courses introduced particularly designed to
train school co-ordinators.

Family Planning

4.18 Ideally this service should provide all persons with basic information
about having a family, for example, that the least safe times are when the
mother is under 20 and over 35 years and that the mother’s health and energy
and the children’s development will be much better if the pregnancies are
reasonably spaced. It should also offer acceptable ferlility control advice
and methods to enable couples to have the size of family they want, with the
children arriving at optimum times. In these ideal circumstances every child
would be a wanted child, born during its mother’s most favourable child-
bearing years and this would make a large contribution to the reduction of
infant mortality and handicap.

4.19 We are aware that family planning is a very sensitive, personal sub-
ject and that for reasons which range from medical through religious and
cultural to aesthetic, all methods of birth control are not acceptable to all
members of the community. A good service will take this into account and
provide sympathetic, comprehensive, individual advice for each client.

420 Family planning guidance can be obtained from several sources.
Most general medical practitioners are on the local family planning list. Each
Health and Social Services Board has a number of community family planning
clinics, some general and some specialised, for example, dealing with
intrauterine devices or psychosexual problems. All are free and are staffed
by specially trained doctors and nurses. There are evening clinics for the
convenience of people who work during the day, but not all districts have this
facility because of the problems of civil disturbance. Many of the community
clinics were started by the Family Planning Association but since 1976 all have
become the responsibility of Health and Social Services Boards. The Family
Planning Association continues to develop its educational role in providing
training courses. Some maternity units have family planning clinics which
may be run in conjunction with their postnatal clinics. In addition to the
formal clinics a great amount of family planning information and education
is given by health visitors when they see new mothers at home and at child
health clinics. Midwives may discuss family planning with patients at ante-
natal clinics or during domiciliary visits. Many obstetric units provide
opportunities in the puerperium for mothers to discuss family planning, singly

or in groups, and the subject is raised at postnatal examinations in hospital
and in general practice.

421 All medical students, traince general medical practitioners, student
nurses and midwives, trainee health visitors and social work students get some
teaching in family planning and the services available. The public are
dependent for information about clinics on health and social services staff,
neighbours, the telephone directory and posters. Lists of clinics may be
obtained from Health and Social Services Boards and may also be displayed
in health centres, doctors’ surgeries, waiting rooms and community clinics.
The majority are listed in the telephone directory.
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422 Although family planning advice is available throughout the
Province it does not always reach those who need it most. We recommend
therefore that the service should be more widely publicised. We recommend
also that all maternity units should provide family planning advice in the post-
natal period to be augmented by general practitioners, community midwives
and health visitors when the mother is discharged from hospital.

4.23 Some mothers are in particular need of advice, for example, teenage
mothers, those aged 35 and over, those with considerable social problems and
those who have had a handicapped child. We recommend that women in
special need of family planning advice should be identified and offered more
positive help. Some could be identified as at risk in hospital obstetric units
and special efforts made to see that continuing advice is available to them on
discharge from hospital.

4.24 ‘There is no domiciliary family planning service in Northern Ireland.
The Court Report (H.M.S.0., 1977) indicated that most major cities in Great
Britain provide a domiciliary service with the aim of bringing family planning
to a group who either could not or would not come to clinics or to their own
doctors for various reasons. We looked at the Glasgow Family Planning
Scheme which, it was suggested, had contributed to a reduction in infant
mortality in social classes IV and V since its inception 10 years ago. It
operates in the homes of very deprived women (Wilson, 1971). Glasgow and
Belfast have similar social characteristics and problems and we therefore
recommend that the need for a domiciliary family planning service should be
examined and as a first step the feasibility of running a pilot scheme in one
district in Belfast should be investigated.

The Antenatal Period

425 During pregnancy women may be more likely to seek, accept and
act upon advice, realising that two lives and futures are at stake, but unfor-
tunately there is a lack of health education for women early in pregnancy.
General advice is given during antenatal visits to the family doctor and
hospital clinics but there is not sufficient time to discuss in any detail topies
like avoidance of drugs, diet in pregnancy, dental care, smoking, alcohol,
growth of the fetus, breast feeding, preparations for the baby, labour, the
emotional and physical effects of having a baby and immunisation. Informa-
tion on all of these subjects would be of great value to both prospective
parents.

426 Teaching on important topics should be included in parentcrafi
(sometimes termed antenatal or mothercraft) classes which are held in many
maternity hospitals and health centres in the Province. The content of the
classes varies but in general midwives, health visitors and physiotherapists join
forces to prepare pregnant women for labour and for the early care of the
baby. Advice is given on matters such as welfare, diet, personal hygiene and
dental care, and appropriate films may be shown.

4.27 However only a proportion of women, usually in their first preg-
nancies, are invited to such classes. These are not normally offered until
about the 28th week of pregnancy and attendances are often poor and many
of those in need do not attend. In a survey of 51 women who attended parent-
craft classes in Dungannon, 42 belonged to social classes I, 1I and III and only
3 to social classes IV and V; the category of the 6 others was not known. A
further research study into rcasons for non-attendance is currently being
carried out. Very few courses include sessions for husbands. '

20



428 We recommend that more parenicraft classes should be provided 1o
cater for all women in their first pregnancy and those in subsequent preg-
nancies who need to attend. Consideration should be given to commencing
the classes much earlier in pregnancy, providing more opportunity for
husbands to attend at least some of the sessions and to continuing the classes
beyond the birth of the baby.

429 As not all women would be able to attend parentcraft classes there
will be a continuing need for community midwives to give health education
advice in the home. Unfortunately the amount oi home visiting of ante-
natal patients by midwives is very small. A survey in the Western Board
showed that only 15-20% of a district midwife’s time was spent in antenatal
home visits. Overall, there are very few community midwifery posts; most
still combine midwifery with district nursing leaving little time for non-acute
measures. The policy is to separate these functions particularly in urban areas
but this is happening slowly. Midwives are keen to increase their educative
role in the antenatal period and hope that more of their time will be spent in
the patient’s home. Health visitors feel that, as their role includes health

education to the whole family, they too have an important place in antenatal
education.

The First Year of Life

4.30 Parents of very young children require basic knowledge about infant
feeding, childhood illness and its early signs, immunisation, safety in the
home, child development and family planning. Some may require genetic
counselling. The health visitor has a vital part to play in the promotion of
health during the first year. She first sees the new baby at home around the
10th day following birth and maintains contact with the family, assessing,
advising, screening, teaching, supporting and making referrals to other per-
sonnel as necessary. This input, as well as being educative, can contribute to
the reduction of postneonatal deaths and to the early detection of handicap.
A small survey of consumer attitudes to health visiting carried out in Northern
Ireland (Orr, 1980) amongst a group of 68 mothers in social classes IV and V
showed that the service was welcomed by the majority. The main functions
of the health visitor were seen as advising on child care and some family
problems, and the survey showed that mothers would welcome more visiting
during the first three months and more help with practical problems.

4.31 There is a shortage of health visitors in Northern Ireland, as in many
other parts of the United Kingdom, and sufficient numbers are not available
to give the optimum level of advice and support to parents. The shortage is
most serious in areas of greatest need and methods of attracting staff to these
areas should continue to be examined. Sufficient numbers are unlikely to be
available for several years and so the existing health visitors should be encour-
aged to concentrate their skills on mothers and young children. The respon-
sibility of the health visitor is expanding to the detriment of this priority
group. We recommend that the care of mothers and young children should
be reaffirmed as a priority of health visitors.

4.32 Because of their close contact with parents and infants, health visitors
have a unique opportunity to play an increased role in the provision of health
education. A health visitor with a reduced caseload could, in conjunction
with the Area Health Education Officer, develop a special interest in organis-
ing health education within a District and we recommend that consideration
should be given to this suggestion.
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4.33 There are child health clinics in all Districts providing either formai
or informal health education, developmental screening, advice and immunisa-
tion. However, full developmental screening is not yet operational on a Pro-
vincial basis partly because of the shortage of clinical medical officers in some
areas. The clinics are staffed by health visitors and clinical medical officers,
where available. Mothers may or may not see the same health visitor as the
one who calls at home, depending on whether the health visitor is practice-
attached or geographically based. It is desirable that where possible the same
health visitor should attend the family both at home and at the clinic. Some
general practitioners provide baby clinics within their own practices and there-
fore have the opportunity to see their healthy small patients in addition to
those who have health problems. The health visitor attached to the practice
is usually in attendance.

434 Since the reorganisation of the Health Services in 1973, the lack of
career structure has inhibited the recruitment of clinical medical officers on a
full-time basis. The general shortage of these medical officers throughout the
Province has restricted programmes of immunisation and progress in modern
pacdiatric screening techniques. Recruitment recently has been encouraging
and while some training has been made available more emphasis needs to be
attached to the training aspect. We recommend that {urther consideration
should be given to the career structure and postgraduate education and train-
ing of clinical medical officers and to ways of attracting more full-time doctors
o this work. Attempts should also be made to encourage general practi-
tioners with paediatric training to interest themselves in this work either on a
sessional basis with Health and Social Services Boards or within their own
practices.

Knowledge of Health Education amongst Trained Personnel

4.35 Health education is taught to most health and social services pro-
fessional personnel during their training, but there is little doubt that the
teaching is uneven and the amount does not always reflect the importance of
the subject. Generally students are taught along curative or diagnostic rather
than preventive lines. We recommend that current fraining programmes for
all health and social services personnel should be examined and steps taken 1o
ensure that health education is given its proper place. Consideration should
also be given to providing appropriate training for other persons involved in
health education.

4.36 It is encouraging to find that health education is included in many
courses at colleges of further education, for example, Pre-Nursing, Certificate
of Social Service, Medical Receptionists, Secretarial, Care of the Young Child,
Hairdressing and Preliminary Residential Care courses.

4.37 Groups such as Supplementary Benefit Officers. Education Welfare
Officers and Clergymen attending classes at the Department of Extra Mural
Studies at Queen’s University, Belfast, are taught basic facts about infant
mortality and handicap and should know where to refer people with problems.

Methods of Health Education

438 It is essential to remember that there is a wide range of intelligence
and literacy in the population and that health education must therefore be
aimed at more than one level. A survey of a 1 in 12 sample of all 15-year-olds
in Northern Ireland in 1976 (Wilson, 1977) showed that 18% had a reading
age of less than 11 years and 9% were below the 9 year level. This low
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literacy group would derive little benefit from any but the simplest message
and would have little competence at complying with written instructions.
We recommend that health educators should be made aware of the low
literacy level of some groups and that they should make use of posters,
sketches and cartoons to put across simple information, advice or warnings.
In general, leaflets and booklets on particular topics can be very useful but
should mainly be used to augment and not replace the spoken word.

439 Use should be made of all available methods of reaching target
groups. In this context the part employers of women could play should not
be overlooked. Owur attention was drawn to a scheme in Scotland where the
management of a factory, realising the importance of antenatal care, made
it possible for female employees to have extra concessions during pregnancy.
On notifying the factory nurse of their pregnancy, women were issued with a
card which enabled them to have paid time off to attend antenatal clinics, to
have a free pint of milk per day at the staff canteen and to leave work early
each evening to avoid the crowds. This sort of enterprise is commendable.
We recommend that employers of women should be encouraged to promote
health education amongst their staff and to ensure that provision is made to
enable all pregnant women to attend for antenatal care. We are pleased to
note that the Government is considering legislating for this purpose.

4.40 We met representatives from press, radio and television who expressed
considerable interest in the problem of infant mortality and handicap and the
part they could play in promoting the health education message. Steps have
already been taken by the Department of Health and Social Services in con-
junction with Health and Social Services Boards to take advantage of the
generous offers of publicity for the health education message as it relates to
infant mortality. We confidently expect to see a noticeable increase in the
amount of publicity given to this problem by the media, particularly in the
months immediately following the publication of this Report.

Comment

4.41 Because it is practically impossible to forecast its effects with any
great certainty, health education has been described as an act of faith. We
have, however, seen major improvements—admittedly over a considerable
period of time—in the behaviour of the population as a result of the lengthy
campaign to reduce smoking. In addition, the number of joggers that can
now be seen on the move and the widespread use of the ever increasing
number of leisure centres bear witness to the success of health education
efforts to convince people of the need to take more exercise. We are convinced
that infant mortality is another area in which health education can have a
major effect and that it is one in which Government must place its faith and
invest its resources.



5. GENETIC COUNSELLING AND SCREENING

5.1 Some of the commonly occurring birth impairments are described in
Appendix 8 and the frequency of congenital malformations and genetic
disease per 1,000 total births for Northern Ireland is listed in Appendix 9.

5.2 Many diseases which impose a burden on the health and social
services are due, at least in part, to genetic causes. With the steady decline in
infant mortality over the past 70 years, congenital abnormalities, which at the
beginning of the century, accounted for about 5%, now account for at least
309% of infant deaths. With the increasingly successful control of diseases of
environmental origin, disorders wholly or in large part genetically determined.
have assumed growing importance in the pattern of childhood morbidity and
mortality, accounting for as much as a fifth of paediatric admissions to
hospital and for a significant proportion of childhood deaths and mental and
physical handicaps. A recent Medical Research Council, London, report
(1978) stated : —

“Handicaps due to a genetic disorder or congenital malformation are
the major child health problem today, and the overall burden placed on
the health, social, and educational services in providing for these often
severcly disadvantaged children and adults is a heavy one.”

3.3 Abnormalities which are present at birth may be due to environmental
factors, such as drugs, excessive radiation or intrauterine infections, to genetic
factors, such as gene or chromosomal defects, or to the interaction of environ-
mental and genetic factors. In Northern Ireland several of these genetic and
partly genetic conditions are of particular importance. Spina bifida and
related abnormalities of the central nervous system are a major problem.
Their incidence in Northern Ireland is the highest in the world being 8.4 per
1,000 total births.

5.4 Little is known about the reasons for the higher rates of many con-
genital abnormalities in Northern Ireland and they may be related simply to
the genetic stock of the population. Research and epidemiological evidence
suggest that a large proportion of the common abnormalities, for example,
anencephalus, spina bifida and cleft lip/palate may be the result of environ-
mental factors acting on genetically vulnerable individuals (Office of Health
Economics, 1978).

5.5 Many genetic disorders are serious and, with few exceptions, there is
no effective treatment. Thus, the only approach to such conditions is pre-
vention. Many techniques are available already which could substantially
reduce this burden of disease. These techniques include genetic counselling,
genetic screening, carrier detection, and prenatal diagnosis with selective
termination of pregnancy. However, as with the problem of nutrition and
infection in developing countries, an application gap exists between what is
known and what is being done in the prevention of genetic disease and con-
genital abnormalities.

Effectiveness of Preventive Measures

5.6 It is possible to estimate what cffect preventive measures might have
on the incidence of genetic diseases and congenital abnormalities. Genetic
counselling can be either retrospective (after the birth of an affected child) or
prospective (before the birth of an affected child where there is a family history
of hereditary disorder). Assuming most parents have two or three children.
some 40% of disorders due to a single gene defect could be prevented by
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genetic counselling and antenatal diagnosis. About 250 children are born
every year in Northern Ireland with a disorder due to a major gene defect such
as cystic fibrosis of the pancreas, phenylketonuria, or Duchenne muscular
dystrophy, and it has been estimated that approximately one-third of such
disorders could be prevented.

5.7 In the casc of families who have had children with chromosomal abnor-
malities, such as Down’s Syndrome, and multifactorial conditions, such as
congenital heart disease, about 307 of further similar conditions are prevent-
able by counselling these parents.

5.8 Genetic counselling and prenatal diagnosis is important in prevent-
ing spina bifida and related central nervous system abnormalities, and
theoretically could reduce the incidence by approximately 107, that is, by 25
cases per year. Screening for neural tube defects by estimation of maternal
serum alphafetoprotein provides an approach for reducing dramatically the
incidence of central nervous system malformations. Further screening b
examination of amniotic fluid from patients at highest risk between Iﬁ-l%
weeks gestation will permit the detection of nearly 90% of fetuses with
anencephaly and almost 80% of cases of open spina bifida. The Working
Group on Screening for Neural Tube Defects (1979) reported that antenatal
screening for open neural tube defects has been successfully established in
several areas of the United Kingdom. They conclude that it is highly
probable that a screening programme will reduce the number of severely dis-
abled children who survive for a significant length of time. However there are
complex medical and ethical issues involved in setting up a routine screening
programme. 1he report draws attention to the necessity to ensure that a full
explanation of the screening programme and of the significance of the tests
is given to parents. It also refers to the need to give women the opportunity
to decide whether they wish to have the test, that is to “opt in”. Explanation
should be given by both direct counselling and by using leaflets.

Existing Services

5.9 The current services in Northern Ireland for genetic counselling and
screening and for prenatal diagnosis by amniocentesis have developed in an
ad hoc fashion as elsewhere. The existing needs of the community are not
being fully met and facilities for the present and the immediate future are
inadequate. It is essential to have a comprehensive genetic advisory service
which includes provision for appropriate back-up services such as laboratory
facilities, health visitors, midwives, social workers and family planning
advisers, and the collaboration of general practitioners and consultants in
relevant specialties.

Genetic Counselling

5.10 In genetic counselling potential parents are advised on the nature
and prognosis of the disorder, the availability of effective treatment, the risks
of recurrence, and the various options open to them if they decide the risks
are unacceptable. The first genetic counselling clinic in the United Kingdom
was established under the auspices of the Institute of Child Health at the
Hospital for Sick Children in London in 1946. Gradually other genetic
counselling clinics were established in London and at most of the major
medical centres throughout the United Kingdom.

5.11 In October, 1967, with the establishment of a Joint Appointment
Lecturer post in Human Genetics, genetic counselling clinics were established
in Belfast. Since then due to the growing demand for this service. the number
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of genetic counselling sessions has increased to about 25 a month. Apar
from one monthly session at Altnagelvin Hospital, Londonderry, all clinics
are held at hospitals on the Royal Victoria Hospital site.

5.12 About 6-8 families attend each genetic counselling session. Where
necessary relatives of these families are visited in the community by the health
visitor attached to the genetic counselling clinics. Some 6,000 families with
genetic disorders and congenital abnormalities have been seen since 1967. Ad
hoc studies of high risk families, that is, where the risk of a second abnormal
child is greater than 1 in 10, showed that following genetic counselling 60%
did not have further children. Of those who proceeded to have further
children follow-up showed that approximately 1 in every 5 of such children
were abnormal.

5.13 We recommend that genetic counselling should continue to be organ-
ised on a regional basis and linked closely with other regional genetic
advisory services in the United Kingdom. The service must centre on the
medical geneticist and he should be involved in the planning and monitoring
of a comprehensive clinical genetics service. The Medical Research Council /
Department of Health and Social Security Working Group on Genetic
Counselling and Service Implications of Clinical Genetic Research has sug-
gested that a population of 1} million should have the equivalent of 11 clinical
consultant geneticist sessions used largely for counselling. At presenr 61
sessions are available in Northern Ireland for this purpose and we recommend
that provision be made for additional sessions and that the necessary ancillary
staff should be made available.

5.14 The provision of medical training posts in genetics is necessary in
order that future gemetic counsellors can be trained in this specialty. The
Clinical Genetics Society has recommended to the Department of Health and
Social Security that each region should have 2 consultants in medical genetics.
A postgraduate training programme for Medical Geneticists has been estab-
lished in Great Britain and is administered by a Medical Genetic Sub-Com-
mittee of the Paediatric Specialists Advisory Committee. Indeed, in this
connection 7 Senior Registrar posts in Medical Genetics have been established
(4 in England, 2 in Scotland, and 1 in Wales). In Northern Ireland there are
no medical training posts in genetics. It is important that Northern Ireland
does not lag behind the rest of the United Kingdom and we recommend the
establishment of a Senior Registrar post in Medical Genetics.

Diagnostic Laboratory Services

5.15 An integral part of genetic counselling is the medical genetic labora-
tory for the chromosome analysis of blood and other tissue samples of patients
with mental handicap and congenital abnormalities. Investigations include
cytogenetic analysis of blood., bone marrow, skin tissue, and amniotic fluid
cells. In 1978, some 2,500 tests were carried out and this had increased to
almost 4,000 in 1979. All hospitals and family doctors have referral facilities.
Recently, it has become clear that certain hospital services need to make
greater use of cytogenctic analysis. For example, cytogenetic analysis
should be an integral part of the assessment of every mentally handicapped
child.

5.16 The medical genetic laboratory occupies limited accommodation in
the Department of Anatomy, Queen’s University, having started as a research
project. Although it has now developed into a regional service no laboratory
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accommodation is provided by the Health and Social Services. We recom-
mend that a suitable laboratory be provided if necessary in temporary
accommodation until arrangements can be made for permanent laboratory
accommodation.

Antenatal Diagnosis of Congeniial Abnormalities

5.17 Antenatal diagnosis and selective termination of pregnancy have
been major developments of medical genetics. Antenatal diagnosis by means
of amniocentesis in the second trimester followed by the appropriate cyto-
genetic or biochemical tests allows the detection of all chromosome abnor-
malities, almost all open neural tube defects (spina bifida/anencephaly), and
about 60 types of inborn error of metabolism. With the development of more
precise ultrasonic scanning, fetoscopy, and sampling of fetal blood and other
tissues, it will be possible to detect a variety of other conditions. Since 1970,
there has been a joint genetic/obstetric clinic in the Royal Maternity Hospital
with a medical geneticist and a consultant obstetrician in attendance. A few
samples are also received each year from Belfast City, Ulster and Altnagelvin
hospitals. The demand for this service has increased dramatically and about
450 patients underwent amniocentesis in 1979.

5.18 The facilities for antenatal diagnosis should be available to cope with
approximately 8% of all pregnancies (Clinical Genetics Society, 1978) that is,
just over 2 pregnancies in Northern Ireland each year. At present the
service is dealing with less than one-fifth of these high risk pregnancies. The
majority of these are identified as being at risk of fetal chromosomal abnor-
malities or fetal neural tube defects.

5.19 There is a need for considerable expansion of the present antenatal
genetic diagnostic service accompanied by adequate quality control. The
expanded service should include obstetricians experienced in the techniques
of early amniocentesis and other invasive and non-invasive techniques, ultra-
sound equipment, laboratory personnel skilled in amniotic cell chromosome
techniques and health visitors or midwives trained in ante- and post- amnio-
centesis counselling and support. We recommend the provision of the necessary
staff, facilities and equipment to meet the known needs of the community.

5.20 We consider that in Northern Ireland, antenatal diagnosis should be
developed in only a few centres initially. Indeed adzquate attention must be
given to the necessary requirements in terms of obstetric staff, equipment, and
laboratory back-up, before developing even a second genetic/obstetric clinic.

Screening for Neural Tube Defects

5.21 Serum alphafetoprotein screening for the detection of women at risk
of carrying a fetus with a neural tube defect is at present only available to a
limited extent in Northern Ireland. The extremely high incidence of open
neural tube defects in the Province is an important factor behind our recom-
mendation that urgent consideration should be given to introducing a volun-
tary (“opting in'") antenatal screening programme for neural tube defects.
This would require adequate clinical, ultrasound and laboratory facilities as
outlined in the Report of the Working Group on Neura! Tube Defects {(1979),
It is important that the effects of the screening programme should be carefuily
monitored.

Examination of the Newborn

5.22 Routine paediatric examination of the newborn as soon as possible
after birth is important in the prevention of severe physical and mental handi-
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cap. In many situations carly recognition leading to earlier treatment results
in a more favourable outcome. This is particularly true of congenital heart
disease and congenital dislocation of the hip. In order to detect congenital
malformations due to genetic disorder we recommend that all infants should
have a detailed examination by a doctor, preferably with paediatric or
obstetric training, within the first ten days of life. Details of this examination
should be documented. Only in this way can children with defects be identi-
fied and notified early to the appropriate specialist service.

Screening of the Newborn

5.23 The aim of biochemical screening in the newborn is the carly detec-
tion of disorders associated with severe mental handicap so that immediate
treatment for these conditions can be initiated. Whole population screening
is being carried out for phenylketonuria and about five or six children are
detected each year in Northern Ireland.

524 Congenital hypothyroidism which also is associated with mental
retardation occurs in approximately one in 5,000 births. At an early stage in
our deliberations we were asked by the Central Medical Advisory Committee
to examine proposals from the Department of Biochemistry, Royal Victoria
Hospital, for the establishment of a screening service for congenital hypo-
thyroidism in the Province. These proposals suggested the extension of the
well established mechanism for collecting blood spots for phenylketonuria
screening to provide screening for thyroid disorders in the same infants.
Screening could then be carried out in the early days of life and treatment
started without delay as permanent damage to the brain and mental retarda-
tion are likely to result if treatment does not begin before the age of three
months. Although the effects of thyroid hormone treatment begun before
one month of age have yet to be fully ascertained, it is anticipated that the
results will be at least as good as those of treatment begun before three months
of age. Seventy eight per cent of infants diagnosed before the age of three
months and given suitable treatment are shown to have an intelligence
quotient above 85 when subsequently tested (Klein. 1973).

5.25 We were most impressed with the proposals which could lead to the
detection each year in Northern Ireland of 5 or 6 infants with congenital
hypothyroidism. We therefore made an interim recommendation to the
Department of Health and Social Services that screening for congenital hypo-
thyroidism should be introduced as soon as possible. We are pleased to note
that since st January, 1980, this recommendation has been implemented and
a screening service is now available throughout Northern Ireland.

5.26 Biochemical tests for other disorders should be introduced if reliable
methods of detection become available. Population screening for cystic
fibrosis of the pancreas—occurring in 1 in 1,800 births—is urgently needed but
there is at present no satisfactory method of detection. The early diagnosis of
Duchenne muscular dystrophy is the subject of research. There is no effective
treatment and prevention is through genetic counselling. In practice a pro-
portion of avoidable cases will be brothers of affected boys but some of these
are conceived before the first is diagnosed and it is this group that the screen-
ing procedures aim to intercept before conception or birth. Hopefully satis-
factory screening tests will soon be found for cystic fibrosis and Duchenne

muscular dystrophy. Research into these disorders should be kept under
review,
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Genetic Registers

5.27 Monitoring of birth defects presumes that carly detection of changes
in frequency will lead to epidemiological investigations and prompt identifica-
tion of the actiological agents. In the years intervening since the thalidomide
tragedy, monitoring of congenital abnormalities has been implemented in a
number of countries as a precautionary measure against other environmentally
caused epidemics of birth defects.

5.28 Since 1971 in Northern Ireland two systems for recording congenital
malformations have been run in parallel—the Registrar General’'s Congenital
Malformation Notification, which registers, at birth, infants with malforma-
tions and the Child Health Record System, which records information on all
births. Recently, the ascertainment of congenital malformations by the
Genetic Counselling Service has been linked to these systems which are suit-
able for monitoring congenital malformations. Northern Ireland is a
member of the International Clearinghouse for the Monitoring of Birth
Defects and of the European Congenital Abnormality and Twin Study
(EUROCAT).

5.29 The Working Party of the Clinical Genetics Society proposed in 1978
that Genetic Registers should be set up for the express purpose of tracing,
following up and counselling individuals who are at high risk (greater than
1 in 10) of transmitting a serious genetic disorder to their offspring. The
object is to ensure that such individuals are informed of the risks and the
various options available to them. The Working Party suggested that the
registers should be organised on a regional basis and should be located in the
Regional Genetic Advisory Centre. In establishing a Regional Genetic
Register, provision needs to be made for a mini-computer to be located in the
Genetic Centre and for supporting staff. Strict safeguards for confidentiality
must be incorporated with personal medical information accessible only to the
consultant in charge of the Register. A prototype system already exists in
Northern Ireland, which has been recognised internationally, and we recom-
mend that it be developed to provide a comprehensive genetic register.

Publicity for Genetic Advisory Service

5.30 Many parents at risk of having abnormal offspring are not aware of
the existing genetic advisory service and some health and social services staff
need to improve their knowledge of it. We recommend that a booklet on the
facilities of the service should be produced for distribution to all staff con-
cerned in antenatal care and wellbeing, and to voluntary bodies dealing with
specific handicaps. Indeed medical staff in charge of family planning clinics
should have a sound knowledge of basic genctics as immediate direct referral
of patients to the genetic advisory service could be of paramount importance.



6. ANTENATAL CARE

6.1 There is no doubt that infant mortality and handicap can be further
reduced by an improvement in antenatal care. To achieve this it will be
necessary to balance the interrclated services in the community and hospital
to give satisfactory care, especially to those at high risk. It is essential that
these services should function as a single organisation having the closest work-
ing relations and optimum communications between all stall involved in ante-
natal care. This should include the development of [acilities acceptable to
patients and professionals but at a cost that Government and the community
are willing to afford.

6.2 Good antenatal care requires early and thorough examination which
should be repeated regularly throughout pregnancy, pre-symtomatic screening
for disease, management of identified abnormal conditions, and social and
economic assessments,  As previously mentioned the main causes of infant
mortality and handicap are low birthweight, congenital malformations, hypoxia
and infections. The objectives of antenatal care should therefore be to detect
a fetus at risk because of a hostile intrauterine environment, to reduce the
number of infants born with congenital defects, to try to inhibit premature
labour, and to avoid intrapartum fetal anoxia and trauma. We recommend
therefore that every effort should be made to encourage early diagnosis of
pregnancy, early referral to and booking at hospital, and adequate antenatal
supervision of the patient.

6.3 Some of the high risk factors (not in order of priority) in women con-
tributing to morbidity and mortality in infants are listed below (major adapted
extract rrom Wigglesworth, 1968): —

— Family history of serious hereditary and familial abnormalities.

— Significant congenital anomalies alfecting the central nervous system
—heart, lungs, skeletal system, blood dyscrasias.

— Teratogenic viral illnesses in the first trimester.

— History of pre-term birth or small-for-dates birth in previous
pregnancies.

— Long delayed or absent antenatal care.

— Age under 15 or over 35 years.

— Height under 60 inches.

— A fifth or subsequent pregnancy especially when aged over 35 years.

— Another pregnancy within 3 months of previous one.

— History of infertility and /or essential drug or hormone treatment.

— Stressful events, for example, mental or other severe illness, hypere-
mesis gravidarum, anaesthesia, shock, critical accidents and bleeding
in the antenatal period.

—— Heavy smoking.

- Obstetric complications past or present including abnormal presenta-
tions, pre-eclampsia. hypertension, polyhydramnios, ete.

-~ Multiple pregnancy.

~— A fetus which fails to grow normally or is not commensurate with
maturity.

- Minimal or no weight gain, or excess weight gain
- A fetus over 42 weeks gestational age.
Low socioeconomic groups.
- Unmarried or single parent.
Obesity.
— History of medical or surgical disability.
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According to Wigglesworth between 10% and 209% of women fall into
these groupings and account for about half the fetal and neonatal deaths.
However in Northern Ireland, because of the much higher proportion of child-
bearing women in the lower socioeconomic groups and the higher percentage
of women who have large families and of women who become pregnant over
age 35, we consider that the number herc in high risk groupings would
exceed 20%.

6.4 At present care of the pregnant patient is usually provided in one of
three ways :—

— Through total care by the general medical practitioner and midwife
throughout pregnancy with confinement in a general practitioner
hospital maternity unit. All these units should have a declared book-
ing policy supervised by an obstetric house committee. We recom-
mend that high risk patients should not be booked for confinement in
general practitioner units.

— Through shared care whereby the patient is referred to the consultant
obstetrician by the general practitioner, booked for confinement in a
consultant hospital maternity unit and seen at suitable intervals during
pregnancy by the general practitioner or hospital doctor. Such
patients should normally be seen at the hospital clinic as early as
possible and at 32 and 37 weeks gestation should the pregnancy
remain normal. They should be seen again by the consultant if the
pregnancy persists longer than 41 weeks. Arrangements should of
course always exist for the transfer to total consulant care of patients
found to be in the high risk category later in pregnancy.

—— Through total care by the consultant who, on initial referral by the
general practitioner, undertakes the complete supervision of the
patient for antenatal care and confinement. This is almost always
the provision for the high risk patient or for patients whose general
practitioners do not provide maternity care.

Almost all maternity patients are reasonably well served by these pro-
visions but special attention must be paid to high risk patients who come late
in pregnancy for care or are poor attenders at antenatal clinics. Some of these
women may require domiciliary antenatal supervision.

Community Antenatal Services

6.5 All members of the primary care team—the general medical prac-
titioner, midwife or district nurse /midwife, health visitor and social worker-—
have an important part to play in the surveillance of the antenatal patient.
Whilst such teams may not exist everywhere or may still be in the early
stages of development we consider this approach to be the best method of
providing good community antenatal care.

The General Practifioner

6.6 The general practitioner and his surgery premises have traditionally
been the focal point for supervision of the pregnant patient. A high standard
of obstetric practice has been required from family doclors over the years.
At present those wishing to provide maternity care have to comply with the
training and experience requirements laid down by the Obstetric Committee
of the Department of Health and Social Services if they are to be admitted to
and remain on the obstetric list. Appendix 10 shows that following the
obstetric list revision in 1979 there still remains an adequate number of family
doctors suitably spread throughout the Province to provide obstetric care.
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Evidence revealed that some young doctors entering general practice, although
adequately trained, are not interested in practising obstetrics or applying for
inclusion on the obstetric list. Their lack of interest is due perhaps to frustra-
tion as so many are now being denied the chance to accept full responsibility
for the care and delivery of their patients. Whatever the cause, we recom-
mend that these new entrants should be encouraged to coniinue o have an
interest in obstetrics. The vast amount of antenatal work carried out by
general practitioners means that a shortage of doctors on the obstetric list
would create a crisis for some already overcrowded hospital antenatal clinics.
An additional commitment by family doctors o antenatai care could possibly
be achieved by a more realistic programme of postgraduate training. Train-
ing programmes will be dealt with in Chapter 10.

The Midwife and District Nurse /| Midwife

6.7 Prior to the increasing trend towards hospital confinement the com-
munity midwife figured prominently in the total care of the patient and had an
excellent relationship with the family and the general practitioner. Because
of the diminishing workload in the community up to the mid-1970s the
number of district midwives decreased and combined district nurse [ midwife
appointments increased leaving only a few community midwives engaged
solely in maternity care. We consider that this trend was unfortunate, par-
ticularly in urban areas, since the district nurse /midwife has little opportunity
to practice midwifery because of the demands on her time to provide general
nursing care. During the past five years there has been a gradual increase
in the number of district midwives and we would like the rate of increase to
accelerate with the midwife returning to her important role in antenatal care.
She should be given time to visit homes, hold clinics, follow up defaulters and
supervise parentcraft and health education classes. With the upward trend
in the birth rate expected to continue till the early 1990s (see Appendix 11)
the workload for the community midwifery service will increase correspond-
ingly. We recommend that all attempts should therefore be made to appoint
more midwives to work with maternity cases only and on a geographical basis
wherever possible. Care must be taken to ensure that good communications
with other members of the primary care team are maintained whatever the
circumstances.

The Health Visitor

6.8 One of the most important requisites of good antenatal care is the
carly diagnosis of pregnancy. Because of their close contact with families.
health visitors are often the first professionals to learn of a new pregnancy
and are thus in a position at an early stage to encourage the patient to attend
her general practitioner as soon as possible and to give advice on all the health
and social services available. The health visitor should attend the family
doctor’s antenatal clinics where possible and through health education help to
prepare the mother emotionally and physically for parenthood. She can also
ensure continuity of care by making a home visit to the woman who attends
infrequently for antenatal care or who does not attend at all. However, as
can be seen from Appendix 18, the number of health visitors available is
inadequate and steps need to be taken to remedy this deficiency. Recom-
mendations on staffing improvements are made in Chapters 7 and 8.

The Social Worker

6.9 Because of the high infant mortality rate in social classes IV and V it
is particularly important that services from social workers are readily avail-
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able. Social workers are in short supply and few are directly associated with
the doctor’s surgery; they are however available at many health centres and at
hospitals or local clinics to give advice or make home visits where necessary.

Support for Primary Care Team

6.10 The need for hospital services to provide support for primary care
should not be forgotten. This would include technical knowledge, training,
guidance, supervision, information and good referral facilities. We feel
there is a necessity to provide a memorandum for general practitioners, as is
done in Great Britain as part of their statement of fees and allowances
(SFAS1), describing good maternal and neonatal care. Indeed an expanded
and updated version of the Great Britain document would prove useful also
for hospital as well as community personnel involved in maternity care. We
recommend that guidelines of this nature should be provided. :

Antenatal Services in Hospital

6.11 In view of the increasing number of hospital deliveries and the con-
sequent demand on already overcrowded hospital antenatal clinics we recom-
mend that general medical practitioners on the obstetric list should be encour-
aged to increase their antenatal supervision of low risk patients. They should
refer their patients as early as possible to the consultant obstetrician for book-
ing, examination and initiation of routine investigations. For shared care, the
general practitioner should then examine the patients at regular intervals
throughout the rest of the pregnancy and, as suggested in paragraph 6.4, refer
them back to the hospital with their completed records for further
examinations.

6.12 Long delays have been experienced by maternity patients in obtain-
ing appointments for their first hospital antenatal visit. A questionnaire sent
to all consultant maternity units in Northern Ireland showed that, of those
who replied, on average the first time the patient is seen at hospital is at
twenty weeks gestation and this must have included some at high risk. Most
units however, on telephone request, do arrange to see urgent cases without
delay. We recommend that the time between referral to the hospital and
examination at the antenatal clinic should be considerably reduced.

6.13 Routine antenatal care in the past has included history at booking,
physical examination, laboratory studies of haemoglobin, blood type and anti-
body levels, urine glucose and protein estimations and venereal disease
screening. Women were then followed up at subsequent visits when further
interval history was obtained and where measurements of blood pressure.
weight, oedema, fetal heart rate and uterine growth were made. There is
good evidence that this type of “routine” care does not detect many of the
high risk placental-fetal problems. More sophisticated investigation is
required (Babson and Benson, 1975). Unfortunately no single test is 1009/
accurate but the search for the ideal method of evaluation of fetal well-being
continues. Meanwhile those procedures such as ultrasonography. bio-
chemical and bioelectric tests and measurements of fetal activity which have
been proven to be of some value should be utilized. Obstetricians ought to
have information from several different types of investigation to help them
arrive at the correct clinical decison. Unfortunately these new techniques
are neither simple nor cheap (Banta and Thacker, 1979). Their use and
interpretation require highly specialized training not only of obstetricians, but
also of supporting paediatric, anaesthetic, laboratory and midwifery staf.
This and the cost of modern equipment adds weight to the need for an
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appraisal of the continued use of some of the smaller units about which we
will comment later. Any consideration of this question must include not only
an examination of the needs for outpatient clinics but also the availability of
beds for those patients requiring admission during the antenatal period.

Fetal Monitoring

6.14 In the case of ultrasound and fetal heart monitoring many types of
equipment are on the market. It is therefore not surprising, considering the
limit on resources and the relative isolation in which many consultants work,
that conflict of thought exists on the products of choice. Because of this, the
high cost of equipment and its maintenance and the need to provide the
proper laboratory facilities, we recommend that an appropriate advisory body
on obstetrics and gynaecology be set up to give advice on specialised equip-
ment and on the effectiveness of biochemical tests.

6.15 Modern management of high risk obstetric problems demands precise
knowledge of maturity to allow selective planning of delivery. This and the
increasing reliance on amniocentesis for diagnosis means that all units dealing
with abnormal obstetrics require access to reliable ultrasonic services. The
response to a questionnaire sent to hospital consultants showed that at present
facilities are inadequate to screen even the 209 or so of patients who require
ultrascan for a specific reason, chiefly to confirm maturity. Adequate facili-
ties for fetal monitoring should be made available and kept under review.

6.16 We recommend that Health and Social Services Boards should be
encouraged to make arrangements for special training of staff for work in
ultrasonography. It was thought that obstetricians should control obstetrical
ultrasound although it was accepted that in some situations the work was
being controlled by radiologists and that most of it could be done competently
by a specially trained radiographer.

Quality, Availability and Use of Antenatal Services

6.17 We accept that the quality of antenatal examinations is more
important than the number (Wynn and Wynn, 1976). In some hospitals 70
of repeat antenatal examinations are carried out by recently qualified doctors
with no postgraduate experience. It has been suggested that all clinical care
should be given by fully trained staff (King’s Fund Project Paper, 1979).
We agree with this view and recommend that more clinical care should
be given by skilled medical staff rather than by junior doctors in training. In
hospitals where there are difficulties, serious consideration should be given to
the appointment on a sessional basis of experienced and interested general
practitioner obstetricians to help not only with the care of hospital antenatal
patients but also in the supervision of the training of young doctors.

6.18 The consumer is interested in the quality of care she receives and of
the convenience of health and personal social services facilities. We were
concerned to receive evidence that many women are not satisfied with the
maternity services, particularly at hospital antenatal clinics. Overcrowding
and long waiting periods in clinics were two of the criticisms which could be
met to some extent if, as we recommend, appointment and waiting tires for
patients at hospital clinics are better controlled and regularly monitored
throughout Northern Ireland. Tt would be beneficial if clinics, supervised by
senior hospital staff, could be extended into the community.
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6.19 At some hospitals, while mothers accompanied by children await
attention, facilities for these children were said to be non-existent. There
was also complaint that often little opportunity existed for private discussion
with staff. We appreciate the difficulties experienced by staff many of whom
are under considerable pressure due to the large number of patients attending
and the increasing complexity of the tests required. Nevertheless it is essential
that patients receive a sympathetic and human approach and we recommend
that staff should be helped to acquire a greater appreciation and more sensi-
tive awareness of their patients’ feelings and requirements. In these days of
sophisticated techmiques and expensive equipment it is easy to allow an
inbalance to arise between the technical and human aspects of care.

6.20 An understanding of individual behaviour and motivation is
important in planning the way in which antenatal care is provided. The
patient’s first attendance at hospital is particularly important since it will
influence her attitude to keeping future appointments. To establish con-
fidence and put the patient at ease she should be seen at visits to clinics by
the same doctor and midwife, where possible.

6.21 The provision of services is mot in itself enough to ensure their
effectiveness. A survey of all women who reached 38 weeks of pregnancy
and were delivered during 1979 in Northern Ireland showed that 919, that is
24,133 out of a provisional total of 26,814, attended for six or more antenatal
examinations (Aickin, 1980). However 237 (19.) had no antenatal care what-
soever and the proportion of these who had a stillbirth was almost six times
greater than that of the study group as a whole. Non-attenders were mainly
women who were single, separated or voung or who had eight or more
children. Women who do not attend for antenatal care constitute a problem
to which special attention needs to be paid and, through close liaison with the
community team, their reasons for non-attendance discovered and rectified if
possible.

6.22 We consider that there is room for improvement in communication
with early booking with the general practitioner being more actively
encouraged. A comprehensive system should be set up throughout the
Province whereby midwives and health visitors are notified and can participate
early in arrangements for shared care at clinics and surgeries. In this connec-
tion we recommend that all general practitioners should, on confirmation of
pregnancy, immediately send form MMS (revised) to the Health and Social
Services Board so that other appropriate staff can be informed of the
pregnancy. This would ensure surveillance of health and other needs, early
introduction to all services, including allowances and benefits, and to the
social worker if necessary. In this way the pregnant woman could be encour-
aged to make the best use of the facilities provided and she could be con-
tacted if it became known that she was not using the services. At the same
time antenatal care must be made available where it is most needed and this
could be done by making greater use of midwives in antenatal clinics and in
home visiting.

SPECIAL PROBLEMS IN ANTENATAL CARE

Haemolytic Disease of the Newborn

6.23 In 1957 in Northern Ireland twenty infant deaths were registered as
caused by haemolytic disease of the newborn (Registrar General, Northern
Ireland). This number had been reduced to two in 1977 by better screening
of antenatal blood samples, by exchange transfusion, by centralisation of treat-
ment of the most severe cases in the Royal Maternity Hospital and by the
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use of anti-Rh(D) immunoglobulin. This product has reduced the number
of sensitized Rh-negative women but while total eradication of haemolytic
disease of the newborn will not be achieved by this method alone, its proper
use would reduce the incidence of morbidity and mortality still further. The
arrangement is largely dependent on co-operation between parents, general
practitioners, nursing and midwifery and consultant stafl. More attention
should be paid to non-sensitized Rh-negative women who have had spontane-
ous or induced abortions to ensure that anti-D immunoglobulin is adminis-
tered within 72—and preferably 24—hours of the incident. The general prac-
titioner in many cases is the person in the key position to ensure that this is
carried out at that time. Supplies of anti-Rh(D) immunoglobulin are held
and supplied by the Blood Transfusion Service and hospital laboratories.
Reports recently obtained from the former suggest that the request for this
product is much less than for the calculated number of patients in need. We
recommend therefore that obstetricians and general practitioners should be
reminded about this particular problem and that the rate of uptake should be
monitored. ;

Screening for Teratogenic Conditions in the Antenatal Period

6.24 We have already referred to screening for neural tube defects in para-
graph 5.21. There is no doubt that many infections—bacterial, viral and
protozoal—may occur during pregnancy and affect the developing fetus either
in the form of recurrent abortions, stillbirths, congenital abnormality or
increased risk of death in infancy (Dudgeon, 1976). The rubella syndrome is
by far the most commonly encountered here but other less frequent and similar
syndromes occur with infection by toxoplasma or cytomegaloviruses. Other
examples of viruses or bacteria known to affect the developing fetus are
chickenpox, tuberculosis and coxsackie B.

6.25 The most commonly encountered lesions in congenital rubella are
deafness, cataract and cardiovascular defect. Other defects such as spina
bifida, microcephaly, anencephaly and mongolism have been associated with
congenital rubella. These defects may occur singly or in combination. Vac-
cination programmes against rubella began in the United Kingdom in 1970
with a live attenuated virus initially offered to all adolescent females between
the ages of 10 and 13 years. While the uptake of vaccine remained high
during the initial years, it dropped in the recent past to around 70% and so it
was considered that this programme was inadequate. Following the rubella
epidemics of 1978 and 1979 the United Kingdom government decided on a
much more major attack on the problem to include adult at risk groups.

6.26 Early in 1979 we considered the need for action on rubella vaccina-
tion and this Committee made an interim recommendation to the Department
of Health and Social Services that the uptake of rubeila vaccination amongst
schoolgirls aged 11-13 years should be considerably improved, that all preg-
nant women should be screened and offered vaccination in the postnatal period
if necessary and that all seronegative staff working in obstetric and gynae-
cology units and female staff in at risk occupations should also be vaccinated.
We are pleased to note that this recommendation is being implemented and
that the service has now been extended to include women attending family
planning clinics and others of child bearing age. To ensure that seronegative
patients are vaccinated after delivery, the obstetrician in charge of each case
should accept responsibility for the immunisation of the patient. We recom-
mend that Health and Social Services Boards should regularly check progress
and take the necessary steps to ensure that uptake remains at the maximum
level.
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6.27 Much worldwide research is at present being undertaken on the pro-
duction of either therapeutic agents or vaccines for those other congenital
infections which so far have escaped prevention or treatment. Screening pro-
grammes for toxoplasma infections are being carried out in some parts of the
United Kingdom and research into treatment is encouraging. The majority
of perinatal infections are bacterial in origin and can often be effectively
treated. Care must be taken to prevent infection once it is known or suspected
that the membranes have ruptured.

6.28 It should be more widely known that the antenatal patient who has
not previously been immunised against poliomyelitis may be given Salk
vaccine safely at the ordinary scheduled intervals. This is particularly
important if any other member of her household is at the time receiving the
oral live attenuated vaccine.

Diabetes

6.29 This is a well recognised high risk factor and a recent article has
appeared in the Ulster Medical Journal (Glasgow and Harley, 1979) on Con-
genital Malformations in Infants of Diabetic Mothers. A retrospective study
was made of 195 consecutive diabetic pregnancies in the Roval Maternity
Hospital, Belfast, between 1963 and 1978. The findings show that proper
blood biochemical control in the diabetic woman is of the utmost importance
not only during but in the months preceding pregnancy. We recommend
therefore that these high risk diabetic cases should be referred to and super-
vised at the regional centre both before and during pregnancy.

Health Education in Antenatal Care

6.30 Health education in prevention of infant mortality and handicap has
been comprehensively covered in Chapter 4. It is however necessary to draw
attention again in this chapter to the importance of educating both staff and
patients to the many factors which can benefit or adversely affect the health
of the mother or baby. Recent tragedies have highlighted the need for the
careful monitoring of drugs, using only those which are absolutely essential
during the early months of pregnancy as prescribed by doctors, and not used
haphazardously in self-medication. The adverse effects of smoking and excess
alcohol consumption are recognized. These are factors which the mother her-
self can influence. We must also ensure that the products of industry cannot
damage unborn children and the Report of the Department of Health and
Social Security (London) Working Party on Lead in the Environment (1980)
highlights the need to monitor continuously the heavy metal content of food
and water. Excess lead is particularly harmful to the developing fetus.

Research

6.31 The Royal Maternity Hospital and the related University Depart-
ments have always figured prominently in the research aspects of obstetrics.
This has been no less so in recent years with excellent work in diabetes, rhesus
disease, genetics and fetal monitoring. It is felt however that research in
Northern Ireland has been impeded in the past by the relatively small number
of patients available in any one hospital. This difficulty could be overcome
to some extent if projects were planned to include patients from groups of
hospitals thus increasing the number available in a particular study.

6.32 In considering measures to reduce the frequency of low birthweight
and premature labour it is recommended that research should be promoted
with attention directed to possible aetiological factors. We consider that the
effects of nutrition, exercise, infection, psychological stress and many common
environmental factors play an important role in pregnancy although there is
as yet little definitive published research.
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7. HOSPITAL SERVICES FOR PERINATAL AND NEONATAL CARE

7.1 Much of the recent reduction in perinatal and neonatal mortality in
the United Kingdom has been due to improvements in socioeconomic con-
ditions and changes in the age and parity structure of the child-bearing pop-
ulation. There is accumulating evidence, however, that the quality of hospital
care given to expectant mothers and sick or low birthweight infants at delivery
and during the first few days of life is crucial in determining the future well-
being of the baby. With high quality care not only is there an improvement
in mortality rates but there also appears to be less handicap among the
survivors (Rawlings and Reynolds, 1971; Davies and Tizard, 1975).

7.2 Data from many centres show that perinatal and neonatal mortality
rates can be reduced if obstetric and neonatal services are well organised
{Thompson and Reynolds, 1977). Following a study of neonatal deaths in
Northern Treland in 1974 and 1975 the suggestion was made that there would
be a reduction in the number of deaths if there were improved care in local
obstetric units backed up by the facilities of a regional centre (Scott and
McClure, 1978). It is essential that high quality medical, nursing and midwifery
care is available in the perinatal and neonatal period for all mothers and babies
in Northern Ireland, as there is no doubt that improved services would play
an immediate important part in reducing infant mortality and handicap.

7.3 Hospital in-patient care may be necessary for the pregnant woman
and newborn baby at four main stages. These are—during the antenatal
period for high risk patients requiring investigation. treatment or rest, some-
times for lengthy periods; at the time of labour and delivery; for the mother
and baby after delivery until they are discharged; and for the sick newborn
infant in either an intensive or special care baby unit.

Maternity Services

7.4 During 1979 there were 36 hospital maternity units in Northern
Ireland—17 consultant obstetric units and 19 general practitioner units. The
proportion of deliveries taking place in hospital is now more than 999, having
increased from about 449 over the past 30 years. There is a difference in the
pattern of provision in that in the Eastern Board 959/ of births take place in
consultant units, whereas in the Northern Board this proportion falls to 67%.
Overall in 1979, 3,537 (179) of all births were in general practitioner units
(Department of Health and Social Services (Northern Ireland), 1979).

7.5 Appendix 12 gives data for 1979 for individual maternity units in
Northern Ireland. The data have been compiled from Quarterly Statistical
Returns which are sent to the Department of Health and Social Services from
every maternity unit. In several units the number of available maternity beds
may have varied during the year, due for example to closure of wards for
re-decoration, and the figures are averages for the complete year. In 1979 there
were 909 maternity beds (692 consultant beds and 217 general practitioner
beds) for 28,102 births in hospital.

7.6 There was a wide range in the number of deliveries per unit. Nineteen
units had less than 500 deliveries and 10 units had more than 1,000 deliveries.
The situation is summarised below.
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Total Births I'ype of Maternity Unit

Consultant General Practitioner
< 500 | 18
501—1000 6 1
1001—1500 4 it
1501—2000 2 f—
= 2001 4 T
17 19

1.7 Appendix 12 also shows the number of births per bed per annum in
each unit. For Northern Ireland as a whole the ratio of births per bed is 31.
The ratio rises to above 31 for the Southern and Eastern Health and Social
Services Board areas, and is below 30 for the Northern and Western Health
and Social Services Board areas. There is considerable variation between
individual units with nine consultant units having more than 32 births per
bed, five of which have more than 40 births per bed. Only two of the general
practitioner units have more than 30 births per bed, and over half of them
have less than 20 births per bed. The ratio of births per bed is one indicator
of the workload of a unit. However it must be used with some caution since
part of the work of hospitals is the care of antenatal patients and the ratio
does not reflect this. In some general practitioner units patients are cared
for who have been transferred from a consultant unit after delivery there. The
ratio of births per bed does not take this into account either,

7.8 Other data in Appendix 12 are occupancy rates and average length
of stay for individual maternity units. These figures are related since average
occupancy will be increased by a patient staying in hospital for a long time.
Occupancy is a further pointer to workload as it gives an idea of the proportion
of time during which a hospital bed is in use. However it does not quantify
staff involvement in the patient’s care. It is not of course reasonable to expect
a hospital bed to be constantly occupied and a rate of occupancy of 75-80%
by maternity patients is an acceptable target. There is considerable variation
in the occupancy rates of maternity units through the Province. Many of the
consultant units, particularly those outside the Eastern area, have occupancy
rates of 759% or more, whereas many general practitioner units have low
occupancy rates. There is also variation in the length of stay between indi-
vidual consultant units, with a range from 4.8 to 9.0 days. The length of
stay for an individual unit will depend on factors which include the proportion
of patients who have complicated deliveries. Whilst it is often necessary to
retain the high risk patient for a longer stay in hospital, the majority of cases
are normal and may well be discharged earlier than happens in some units.

7.9 Considering Northern Ireland as a whole there are enough obstetric
beds for at least 30,000 births annually. However, there are some districts in
which maternity units are overcrowded and where the childbearing population
continues to increase. With additional pressure on overcrowded units, there
are not enough beds to allow for essential antenatal hospital admission for
investigation and treatment. In some units the problem of overcrowding is
added to by other deficiencies such as insufficient rooms for admission, for
labour and delivery, and lack of day wards and teaching accommodation.
Appendix 12 shows that on the other hand several units are underused. The
problem is therefore one of distribution of maternity beds and facilities.
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7.10 The recommended pattern of services for maternity care was set out in
the Report of the Peel Committee (Central Health Services Council, 1970). This
report and the later Report of the Expert Group on Special Care for Babies
(Department of Health and Social Security (London), 1971) emphasised the
disadvantages of small maternity units and stressed the importance of good
co-operation between obstetric and paediatric staff. Units must be large enough
to sustain the skills of a team providing cover for 24 hours a day and to
enable them to keep up to date with advances in technology. A discussion
document produced by the British Paediatric Association/Royal College of
Obstetricians and Gynaecologists (1978) suggested that units should deliver
between 2,000 and 5,000 babies a year. During the last 20 years, other countries
such as France, Sweden and Finland have attempted to centralise maternity
services. We received evidence that the large number of maternity units in
Northern Ireland made it impossible to staff and equip all units to give up to
date care.

7.11 We recognise that a balance must be reached between what is ideal
in terms of the safety of mother and baby and what is acceptable to the com-
munity. The factor of accessibility weighs heavily in Northern Ireland where a
relatively local maternity service has been available. However people will
have to forego convenience to some extent if they want a service providing
expert skill and maximum safety. During her short stay in hospital the incon-
venience to the patient and her relatives in travelling might in some instances
be overcome if after delivery mother and child were to return home to the care
of a general practitioner or midwife or, if possible, to an underused unit closer
to home. Such an arrangement might also help to relieve the pressure on
very busy hospital units and make space available for more hospital
admissions in the antenatal period.

7.12 As over 709% of infant deaths and stillbirths in Northern Ireland occur
in the perinatal period it is particularly essential that the best possible care
is available during this time. However it is difficult to identify all patients who
might be at risk and require fetal monitoring or interventive delivery, or whose
infants might require special care. Therefore facilities and expertise must be
available to all mothers and infants where delivery is taking place as the
infant’s condition at delivery and the treatment then given will often determine
the eventual outcome (Omer and Robson, 1974). Where possible high risk
patients should be transferred to selected obstetric units as already happens to
an increasing proportion of patients such as those with rhesus iso-immunisation,
diabetes, severe hypertension and early pre-term labour. For these groups
the numbers involved are likely to be less than 1% of deliveries. It would
also be important to ensure that education and training is available to all
staff in all units so that they can deal with high risk patients who are not
transferred. This can be achieved by the use of postgraduate seminars and
through medical societies such as the Ulster Obstetric Society and the Ulster
Paediatric Society. Training for nurses and midwives in neonatal intensive
care has been developed recently and a regular course is now available at the
Central School of Midwifery. Although there are some units in which facilities
and equipment need attention we consider that in general improved training of
staff and better use of available resources are more important priorities than
improved physical facilities or new equipment.

7.13 At present about 17% of deliveries take place in general practitioner
hospital maternity units and the contribution of the general practitioner to
obstetrics is important. Although many general practitioners no longer wish
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to carry out deliveries it is considered that, where beds are available, the
general practitioner should have the opportunity to deliver his own patients
if he wishes. It is essential for the general practitioner and consultant to work
together as a team and all patients should be seen at least once by a consultant
obstetrician who would assess their suitability for delivery in a general prac-
titioner unit. We recommend that all patients should have ready access to
consultant obstetric care and that each general practitioner malernity unit
should be situated in close proximity to a consultant obsieiric unii.

7.14 Present services in Northern Ireland are variable in both quality and
quantity and in order to provide uniform high quality care the maternity
services must be rationalised. Although the ideal solution would appear from
European estimates to be about 5 or 6 maternity units each responsible for
approximately five thousand deliveries a year we do not think that this pattern
would suit Northern Ireland. We recommend that the aim should be to have
each maternity unit dealing with at least 1,500 births a year. We appreciate
the difficulties involved in rationalising the maternity services and would
suggest that to gain some benefits quickly the short term goal should be to
phase out at an early date units delivering less than 1,000 babies a year except
in very exceptional circumstances. 1t should be possible to begin right away
with some small units. Where this results in the phasing out of isolated general
practitioner beds, replacement beds should be provided as required within or
near a consultant unit. (See also the recommendation about intensive care
cots in paragraph 7.25).

Neonatal Services

7.15 The vast majority of infants are born healthy and well, and are cared
for by their mothers, with the help of midwives, in the postnatal wards. A
certain proportion of infants (perhaps about 15%) require more supervision,
because of particular problems such as difficulty with feeding, jaundice, mod-
erately low birthweight or a tendency to hypoglycaemia. Some of these infants
can be managed on the postnatal ward but it has been the practice to admit
most of them to special care baby units where they are generally nursed by
midwives. About 1-29% of babies have severe illnesses or abnormalities or are
very immature and these require sophisticated management if they are to
survive. Among such infants are many of very low birthweight (<Z1,500
grams) who need constant skilled medical and nursing attention, monitoring
of vital signs, often long term ventilation and parenteral nutrition. This is
the sort of care that is generally referred to as intensive care (as described by
Reynolds, 1978).

Special Care

7.16 In an attempt to obtain information on the type of special care and
treatment being given to sick neonates in all the consultant obstetric units a
survey was carried out. The provision of cots per 1,000 live births varied
widely between units, depending on the number of infants requiring
care. {'he proportion of inborn infants being admitted to special care baby
units ranged from 13% to 50% suggesting that the criteria for admission
varied widely from unit to unit. Many infants were admitted for 24 to 48
hours for observation only and were receiving care which it appeared could
be given equally well on the postnatal ward. Some of the reasons why so
many infants were admitted into special care baby units seemed to be shortage
of staff and space on the postnatal ward making continuous surveillance of the
newborn very difficult. In any event it is clear that too many babies are being
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transferred for special care and this results in overcrowding in some units.
Where possible they should remain with the mother in the ward to avoid
unnecessary separation of mother and baby and also to allow staff to be used
more effectively.

7.17 Some maternity hospitals transfer all sick babies to a unit which
has better facilities or more adequate staffing, whilst others tend to transfer
only the babies who require more specialised care. As Northern Ireland does
not at present have a neonatal flying squad all infants requiring transfer are
transported by ambulances equipped with portable incubators, usually ac-
companied by a midwife and occasionally by a doctor.

7.18 The main reason for the transfer of so many sick infants is that at
present many units lack the staff and facilities needed to resuscitate and treat
them for the vital first few hours of life. No infant should be born in such a
unit and so we recommend that each rationalised maternity unit should have
a properly equipped special care baby unit staffed by skilled and experienced
personnel. Immediate treatment of babies requiring intensive care could also
be given in these units while the transfer is being arranged.

7.19 There is no overall shortage of neonatal special care cots in Northern
Ireland and a number of units have greater provision than the recommendation
of 6 cots per 1,000 deliveries (Department of Health and Social Security
(London), 1971). This recommendation seems outdated and the actual number
of cots required needs further consideration.

Perinatal Intensive Care

7.20 Paediatric intensive care is provided in the Royal Belfast Hospital
for Sick Children. Of the six paediatric cots or beds available three are
normally used for neonates. Perinatal intensive care is available in the Royal
Maternity Hospital (five cots), Belfast City Hospital (two cots) and Altnagelvin
Hospital (with up to three cots and for a limited period of time). Perinatal
intensive care has been shown to produce improved results in terms of perinatal
mortality (Rooth, 1978; Merkatz and Johnston, 1976; Quilligan and Paul,
1974). The overall number of cots available in Northern Ireland is much less
than the 1 cot per 1,000 live births recommended in the Sheldon and Oppé
reports (Department of Health and Social Security (London), 1971; Department
of Health and Social Security (London), 1976). We noted with interest that
a clinical and research unit in fetal medicine has recently been developed within
the Department of Midwifery and Gynaecology at the Royal Maternity
Hospital. Progress on this will be reviewed after a period of time.

7.21 Most infants weighing less than 1500 grams require intensive care,
and about half of these need ventilation or continuous positive airways
pressure. The other half require careful monitoring, intensive nursing and
alimentation. From data obtained in the survey referred to in paragraph 7.16
we estimated that about 270 infants received intensive care during 1979. Most
centres and official reports suggest that around 1% to 2% of all live births
require intensive care (Department of Health and Social Security (London),
1971; Department of Health and Social Security (London), 1976). It would
seem therefore that between about 250-500 infants might require such care
in Northern Ireland in one year and we were concerned that a number of
infants in need of it were not being transferred to a neonatal intensive care unit.
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7.22 General guidelines about infants likely to need intensive care have
been issued by consultant paediatricians at the Royal Maternity Hospital to
obstetricians with no paediatric cover. However no common policy exists for
the transfer of infants. Most units have portable incubators but the problems
of defects in equipment and inadequately trained staff mean that at present
many infants arrive at the receiving hospital in a moribund condition. Reports
from centres in the United States of America, Scandinavia and England have
shown that sick infants can be transported successfully provided there is a
well organised system run by the unit which will receive them (Blake and
MeclIntosh, 1975; Thompson and Reynolds, 1977).

723 The ideal situation, which we recommend as a long term aim, would
be to have a regional perinatal intensive care service with all intensive baby
care being provided in one regional unit located close to the point of delivery
of most infants likely to need such care. We feel that to have more than one
unit would be wasteful of manpower, skills and equipment and would tend
to dilute experience, research and teaching potential. The service would be
responsible for providing intensive care for the Province and would include
a specially equipped ambulance and a flying squad which could be at all times
available for the transport of emergency cases (both mothers and babies) to
the regional centre. Apart from providing intensive care the regional service
should also operate as a training centre by assisting colleagues in peripheral
units to improve their competence and keep their knowledge up-to-date.

7.24 At present intensive care is being provided in several centres and we
recognise that there is little chance of this situation changing in the short
term. The long term aim to have one unit for intensive care should however
be taken into account in any interim developments by ensuring that the service
is provided by an integrated perinatal team to care for both infant and mother
on the site of the main teaching hospitals. though not necessarily under one
roof. Although difficulties exist in the Belfast area in recruiting nursing and
midwifery staff, this is a practical problem to which serious consideration is
already being given.

7.25 The suggested provision of one intensive care cot for each 1,000
births a year indicates that more than 25 cots would be required for the
Province. However as no definitive guidelines for the provision of intensive
baby care cots are available we recommend that as a first step the number of
cots should be increased to about 20. The adequacy of this total should be
subject to continuous critical review in the light of improved facilities and
increased paediatric staffing at special care baby units outside Belfast.

Staffin

T,Zﬁg Details of hospital staffing in obstetrics and gvnaecoloey and in
paediatrics are shown in Appendix 13. Consultant paediatric cover is available
in only eicht maternity units whilst in some others nart-time medical cover is
provided by general practitioners with an interest and experience in paediatrics.
This means that almost half of all the infants born in Northern Treland are
delivered in units with no paediatric cover. Tn such situations obstetricians,
and anaesthetists in the case of an operative delivery, have the responsibility
for the resuscitation of some newborn babies while at the same time they must
be concerned with the well-being of the mother. The situation would be
significantly improved if all vacant paediatric posts were filled. As this is
primarily an emergency service requiring 24 hour availability we recommend
that resident or consultant paediatric cover should be provided for the new-.
born infant in all maternity units.
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7.27 We received evidence that some maternity units, special care baby
units and intensive care units were experiencing difficulty because of inadequate
nurse and midwifery staffing. Not only is there an apparent shortage of staff
but there is also difficulty in achieving a balance between the different grades
such as staff midwives, student midwives and nursing auxiliaries. In the past
there has been little study of the actual requirements of different types of
units yet it is clear that the mix of skills and staffing must be related to the
needs of cases under treatment. The staffing requirements of a general prac-
titioner maternity unit must differ from the staffing requirements of a consultant
obstetric unit. We recognise that the work done in labour and postnatal
wards, special care and intensive care units could be undertaken by different
types of staff providing they have adequate training.

7.28 It would appear that units dealing with mainly normal cases and with
low workload and occupancy rates might be overstaffed whilst others are
understaffed. An arrangement more rational than the present one for determin-

ing staffing levels is urgently needed and we recommend that the nursing and
midwifery staffing requirements of different types of maternity units, and work-
ing areas within such units, should be examined in order to develop staffing
guidelines more appropriate to the needs of mothers and babies.

Confidential Enqguiry into Perinatal Deaths

7.29 Information services will be dealt with fully in Chapter 9 but we would
draw attention at this stage to the absence of adequate data to monitor the
performance of the service. An obvious gap in relation to hospital services is
lack of information about perinatal deaths. We recommend therefore that a
confidential enquiry should be held into each perinatal death. We feel that
this would assist greatly in identifving errors in organisation and management
and steps could then be taken without undue delay to remedy the situation.
We understand that meetings of senior hospital staff. which are held monthly
at the Royal Maternity Hospital to discuss the activities and performance of
the Belfast obstetric units, have proven to be of considerable value. Meetings
of a similar nature could usefully be developed throughout the Province.

7.30 An enauiry of this nature would best be carried out at area level and
guidelines should be issued so that the gathering and collation of information
would be done on a uniform basis. Tt would be essential to bring together all
relevant obstetric, paediatric and pathological findings which might help to
explain the course of events leading to each perinatal death and why it
occurred. This will call for close collaboration between administrative and
clinical colleagues at area, district and unit level. The information should be
scrutinised centrally by a small co-ordinating group with their findings fed
back to areas.

7.31 We realise that with the shortage of pathologists post-mortem exam-
inations are rarely carried out on infants who die but this fact should not be
allowed to delav the setting up of such an inauiry. Consideration should be
siven to the recruitment and training of pathologists with a particular interest
in obstetric and paediatric pathology.

Register of the Handicapped

7.32 A further serious gap which we encountered is the absence of data
on handican. We recommend therefore that there should be a continuing
audit into the incidence of handicap. This covld be facilitated bv the estah-
lishment of a central register of all handicapped children, whose birth records
should be examined in an attempt to identify, where possible, the cause of
handicap.
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8. POSTNEONATAL CARE

8.1 In examining postneonatal care we have covered the period following
the infant’s discharge from the maternity hospital to the age of one year
rather than the postneonatal period which is, strictly speaking, from the end
of the fourth week of life to the end of the first year.

POSTNEONATAL MORTALITY

8.2 In Northern Ireland in 1977 there were 25437 live births and 167
deaths of children aged more than 4 weeks but less than one year. The post-
neonatal mortality rate was 6.6 per 1,000 live births, a rate higher than that
which was recorded for many other developed countries. For example from
the various infant mortality rates shown in Appendix 14 it can be seen that
the postneonatal mortality rate in Northern Ireland was 3 times higher than
the Swedish rate, and one and a half times higher than the rate in Great
Britain. As we have already pointed out international comparisons can be
misleading but even within the United Kingdom Northern Ireland has a higher
postneonatal mortality rate than any other Region (Office of Population
Censuses and Surveys, 1979(i)).

8.3 The postneonatal mortality rates for each Health and Social Services
Board for the years 1974 to 1977 are shown below:—

Postneonatal Mortality Rate

BOARD 1974 1975 1976 1977
Eastern 7 8 7 6
Northern ] 6 3 6
Southern 8 6 5 8
Western T 8 4 7
Northern Ireland 7 7 5 0

(Registrar General, Northern Ireland)

During the last ten years the rate has generally been highest in certain parts of
the west of the Province and in some areas in Belfast.

8.4 Most of the children who die in this period come from social classes
IV and V and there is strong evidence that many of them lived in socially
deprived areas. Within Northern Ireland there are small geographical areas
in which many of the postneonatal deaths take place. A study of some of the
characteristics associated with postneonatal mortality in the greater Belfast
urban area showed that there was a clustering of postneonatal deaths in
certain electoral wards. The home address of each child who died during the
postneonatal period in 1977 was plotted on a street map which also showed
the 101 electoral wards in the Belfast urban area. The deaths were grouped
into 22 of these wards (Map 1). The wards correspond closely with those
identified by the 1976 study of areas of special social need in Belfast (referred
to in paragraph 3.29) as showing the highest overall need (Map 2 and Appendix
15). The geographical distribution of all postneonatal deaths in 1977 through-
out Northern Ireland is shown in Map 4 (Appendix 16) (McEldowney, 1979).
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8.5 An analysis of infant mortality by cause during the years 1974 to 1977
inclusive shows that of a total of 2022 infant deaths, 682 (34%) occurred in
the postneonatal period. The main registered causes of death were infections
which were responsible for 315 (46%) and congenital abnormalities, respon-
sible for 198 (299%) of the postneconatal deaths. In many cases the registered
cause of death has not been confirmed by post-mortem examination. It has
been estimated that one-third of all postneonatal deaths are due to the sudden
infant death or cot death syndrome. These deaths occur unexpectedly for no
apparent reason and the incidence in Northern Ireland has been reported as
2.8 1,000 live births (Froggatt and Lynas, 1971)—more than 70 a year—
which is similar to data from other studies in the United Kingdom.

8.6 Using data recorded on the Child Health Record System, some of the
characteristics associated with postneonatal mortality can be identified.
Postneonatal deaths occur with higher frequency amongst the children of
young mothers, mothers with a large number of children and those living in
overcrowded and shared housing in urban areas. The incidence is higher in
social classes IV and V, and amongst babies of low birthweight and babies
who are bottle fed. The postneonatal mortality rates by maternal age, social
class and type of feeding for all infants born in 1974 are shown below:—

Maternal age Postneonatal mortalitv rate
14 — 19 12.6
20 — 29 6.0
30 — 39 5.8
40 + 9.1
All 6.3

Social class
I+ 10 2.1
111 6.4
vV 4+ V 8.9
All 6.3
Type of feeding
Breast-fed only 29
All 6.3

(Wilde, 1977

Several cities in Great Britain are now collaborating in a multicentre trial
which is being undertaken to study more closely the epidemiological charac-
teristics of postneonatal mortality. Detailed and confidential enquiries into
each death are taking place in an attempt to establish whether there were any
avoidable factors. The study is regarded as an essential first step towards an
investigation designed to measure the effectiveness of preventive measures.
In Sheffield a scheme is already under way in which children most at risk,
defined by statistical methods using information obtained at birth. receive
special visiting from health visitors. Early results are promising but before
the method can be applied more widely it will be necessary to identify more
adequately indicators of risk. and to recognise more clearly what specific
preventive measures are likely to be of benefit.
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MORBIDITY

8.7 Although there has been a considerable reduction in the number of
children who die during the first year of life there is still a large amount of
illness occurring in young children. There are problems associated with
defining and measuring morbidity. Possible methods of measurement include
counting the number of children admitted to hospital, the number of children
seen by the general practitioner and the number of children who are handi-
capped. There are very little readily available data on morbidity amongst
children in Northern Ireland. This matter will be discussed later in Chapter 9.

Genetic Disease and Congenital Malformations

8.8 It has been estimated that approximately 39 to 4% of all babies are
born with serious defects (Office of Health Economics, 1978). On the basis
of this estimate about 900 children would have been affected in Northern
Ireland in 1977. The incidence of specific congenital disorders is difficult to
derive from data recorded at the time of birth as in some cases a diagnosis
may not be made until some time later. However data on some of the
more common birth abnormalities for Northern Ireland are shown in Appendix
9. In terms of both the numbers affected and the severity of handicap the
condition of spina bifida is of particular importance. As we have already said
the incidence of spina bifida and related central nervous system abnormalities
in Northern Ireland is the highest recorded in the world. Spina bifida has been
estimated to account for about 20% of very severely handicapped children.

Infections

8.9 The importance of intrauterine infection is increasingly being recog-
nised (see Chapter 6), for example the congenital rubella syndrome is now
known to be associated with a wide spectrum of malformations. The recorded
incidence of some of the more common intrauterine infections is shown below.

Infection Rate per 1,000 No. ot cases
Live Births expected in Northern
Ireland per year
Congenital cytomegalovirus 05 — 1.0 14 — 28
Congenital rubella 025 — 0.3 6 — 8
Congenital toxoplasmosis 0.05 1

(Dudgeon, 1976)

8.10 As well as being a cause of nearly half of all postneonatal deaths
many infections in the young child can cause distressing and long-lasting
complications. Although notifications of infectious diseases underestimate
the true incidence, they are useful indicators of trends in morbidity. They may
also provide warning signals of epidemics as for example with measles or
whooping cough. The effectiveness of vaccines has, in developed countries,
eliminated many of the killer diseases of childhood such as poliomyelitis and
diphtheria and greatly reduced the incidence of other diseases such as whooping
cough and tetanus. The concentrated rubella vaccination campaign already
referred to in Chapter 6 will be successful in reducing the incidence of the
congenital rubella syndrome. Recently a successful vaccine has been developed
against the pneumococcus and research is under way in producing vaccines or
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chemotherapeutic agents for cytomegalovirus, toxoplasma and respiratory
syncytial virus. However little success has been achieved by vaccine or chemo-
therapy in controlling gastrointestinal infections. Morbidity and mortality
from such illnesses could be reduced by putting greater emphasis on the
importance of good parental care, reduction in overcrowding in the home and
improvement in socioeconomic conditions.

Child Abuse and Neglect

8.11 In the past ten years an increasing number of studies have examined
the prevalence and causes of child abuse and neglect. Estimated incidence
rates vary widely from place to place and there are complex reasons which
determine whether or not a child is registered as being suspected of or con-
firmed as having been abused or neglected. There is strong evidence that
many cases of child abuse are undetected. A study of the register in each
Health and Social Services Board area has indicated that the reported incidence
in Northern Ireland is probably lower than in other countries (Rogers, 1978).
In this study nearly 25% of all those registered were aged less than 1 year
when referred. In September 1979 there were 49 registered children aged
less than 1 year in Nothern Ireland and the majority belonged to families in
social classes IV and V.

SERVICES FOR THE YOUNG CHILD

Primary Care

8.12 The role of the primary care team in the antenatal period has already
been discussed in Chapter 6. The team also has a vital part to play in the
carc of the young child and the policy in Northern Ireland has been to
encourage the development of health centres so that workers from different
disciplines may complement and reinforce the expertise provided by other
members of the team. Tasks such as the early identification of those who need
help and the provision of advice and support to groups such as handicapped
children and their families should be a shared responsibility. The numbers
and locations of health centres in the Province at the end of December 1979
are shown in Appendix 17. There is little doubt that the health and social
services are failing in some cases to reach children most in need and we
received evidence that there were wide variations in both the quality and
comprehensiveness of the primary care service. We feel sure that the primary
care team could do much to contribute to an improved service in which
morbidity and mortality would be reduced. The following paragraphs supple-
ment, in respect of postneonatal care, information already given in Chapter
6 about the members of the primary care team.

8.13 The district midwife has a most important role to play in advising
mothers on early infant care particularly infant feeding. She is usually in-
volved with the mother and infant for the first 10 days after birth (this period
may in some cases be extended up to 28 days) when responsibility for health
surveillance of the infant passes to the health visitor.

8.14 The health visitor is concerned with the promotion of health and
with the preventive aspects of care. She provides a continuing service to
families, one which is offered rather than sought, and is able to observe the
physical, mental and emotional development of all children. She can some-
times identify needs in the very young child which may hitherto have passed
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unrecognised and mobilize appropriate resources to meet them. Although
some of her work is carried out in health centres and clinics, hc-me visiting
is her main method of communication for teaching and encouraging good
family and other personal relationships. Topics such as nutrition, family
planning and household budgeting can often best be discussed with parents
in the privacy of the home. The degree of health visitor involvement with an
individual family is determined by the family’s need. Some health visitors in
Northern Ireland are attached to general practices while others work in geo-
graphical areas, the latter arrangement being common in districts of high
social need.

8.15 A general practitioner’s duty is to give personal, primary and
continuing care to his patients and his work with infants is therefore both
preventive and curative in nature. He is responsible for the diagnosis and
treatment of acute illness but is increasingly becoming more involved in
health education and other preventive measures such as immunisation. Some
family doctors carry out developmental screening but this is usually undertaken
by the health visitor and clinical medical officer. General practitioners should
give special attention to young families in particular if there is reason to
believe that children are actually or potentially at risk, as for example in
cases of child abuse and neglect.

B.16 Social services support is provided through the social worker if
required. Social workers are available to give skilled assistance in cases where
there are social problems, material or other. This assistance is based on mutual
trust and requires a full appreciation of the needs of families. In addition
to providing assistance to unsupported expectant mothers, social workers can
be particularly helpful to those wishing to place babies for adoption. They
can also help parents trying to cope with the many problems associated with
caring for a handicapped child or arising from infant death. Under the terms
of the Children and Young Persons Act (Northern Ireland) 1968 the social
services departments of Health and Social Services Boards must provide a
range of services aimed at promoting the welfare of children and the prevention
of child abuse and neglect. These services include residential care, foster care
and adoption as well as community based activities which seek to support
families in which children are at risk.

Child Health Clinics

8.17 Numerous child health clinics exist throughout Northern Ireland.
These clinics which may be located in health, community or youth centres,
are staffed by professionals from many disciplines and their work relates to
the preventive aspects of care. Developmental screening of pre-school children
is an important clinic activity which aims to detect any departure from normal
growth and development at an early stage so that appropriate remedial action
can be quickly taken. Young children requiring treatment are usually referred
in the first instance to their general practitioner although by arrangement the
child can be referred directly to a consultant outpatient clinic or accident and
emergency department. Efforts are made to locate child health clinics close
to centres of population but unfortunately this cannot always be achieved and
attendance sometimes involves the use of pubhc or private transport. Imm-
unisation procedures are carried out either in child health clinics or in general
practitioner surgeries.
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Assessment of the Handicapped Child

8.18 In many parts of the United Kingdom special regional centres are
available for the diagnosis and assessment of handicapped children with
problems requiring the opinion of a group of highly skilled specialists from
various disciplines. Some handicapped children from Northern Ireland have
in the past been sent to these centres but the number is decreasing as appro-
priate facilities are gradually being provided in the Province. In January, 1976,
a clinic organised on a multidisciplinary basis was set up at the Belfast City
Hospital. 1t is held once a week and caters for children of all ages although
the majority are in the pre-school group. The clinic acts as a regional centre
and nearly 50% of those attending come from outside the Eastern Health and
Social Services Board area. The assessment team includes a consultant
paediatrician, a senior clinical medical officer, a psychologist, an occupational
therapist and a speech therapist, together with nursing and social work
colleagues. For many vears an assessment clinic catering specifically for spina
bifida children has been in operation at the Royal Belfast Hospital for Sick
Children and more recently a small clinic for children with other handicapping
conditions has been established there. Both of these clinics are organised on
somewhat similar lines to that at the Belfast City Hospital.

Hospital Services

8.19 Hospital-based paediatric and other specialist services provided for
young children are mainly concerned with the investigation, diagnosis and
treatment of a wide spectrum of acute and chronic illness. In-patient facilities
are scattered throughout the Province and there is great variation in the type
of services in those units to which young children are admitted. Very few
hospitals have adequate overnight accommodation for parents and play
arrangements for children in hospital are also very limited.

Voluntary Organisations

8.20 Many different organisations have made, and continue to make, an
important contribution to the care of young children. A number of the services
for handicapped children were first established by voluntary societies and
the present pattern of provision still depends heavily on the members, the staff
and the facilities of voluntary organisations. Much of the development in
services for the handicapped has been initiated by parents of handicapped
children, who have a personal awareness of the needs of children and of gaps
in the available services. Associations supporting parents with handicapped
children provide an important opportunity to share knowledge and experience
in an informal setting. Voluntary organisations have been instrumental in im-
proving services by making society more aware of the problems of handicapped
children. Support for research and the provision of facilities such as day care,
residential accommodation, play groups, toy libraries, assessment centres and
family centres are other ficlds where voluntary organisations have played an
outstanding part. These organisations are often imaginative and innovative
in their approach and have provided a lead to the statutory services.

OPPORTUNITIES FOR INTERVENTION

8.21 We are most concerned about the consistently high postneonatal
morbidity and mortality in Northern Ireland and believe that it is particularly
worthwhile to concentrate attention on this period since many postneonatal
illnesses and deaths, such as those due to infection, can be prevented.
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8.22 Studies have implied that early recognition of illness by both profess-
ionals and parents could play an important part in the prevention of mortality
(McWeeny and Emery, 1975). More recently support for this idea has come
from the Department of Health and Social Security (London) multicentre
survey of deaths of children aged | week to 2 years. Preliminary results show
that some children who die at home during this period have major symptoms
which may have been present for several days. This suggests that a proportion
of cot deaths might be prevented if it was recognised that non-specific symp-
toms may provide indicators of more serious illness (Stanton and Downham,
1978).

8.23 There is a need to increase the awareness of parents so that they
recognise the importance of any abnormal symptom in young children and
seek medical assistance at an early stage.

8.24 Deficiencies in medical care also contributed to several of the post-
neonatal deaths described in a confidential enquiry into 226 infant deaths in
Glasgow (Richards and MclIntosh, 1972). It is important that infants are seen
promptly and therefore any delay in contacting a doctor, from whatever cause,
is dangerous. Advice and prescribing by telephone is a dangerous substitute
for seeing and examining a sick infant.

8.25 Parents must have easy access to medical attention when their
children become ill. This means that they need to be kept informed about
whom they should contact when they need assistance. Prompt medical
attention for sick infants is imperative and primary care teams must ensure
that there is no delay in responding to a parent’s request for a surgery con-
sultation or a home visit. Arrangements must be made for adequate primary
medical care cover over the whole 24 hour period. Where deputising services
exist there could be problems for it can be difficult for a doctor who has no
knowledge of a child’s previous illnesses always to provide appropriate
treatment. We recommend that every effort be made to ensure that the sick
infant has early access to diagnosis and treatment. An improvement in the
functioning of primary care teams as appropriate would assist.

8.26 The importance of the family and in particular the role of the parents
has been stressed in both the Court and Warnock Reports. The Court Com-
mittee pointed out that the main responsibility for bringing up children lies
with their parents, most of whom were deeply concerned about their children’s
health and development and derived much satisfaction from successfully
providing for them. However the complexity of growth and development
are such that all parents at times become discouraged, uncertain of the sig-
nificance of a problem and what to do about it. It was at such times that
reassurance, advice and guidance were required. We endorse these statements.
The Warnock Committee, which considered the educational needs of handi-
capped children and young people, was quite certain that in most cases parents
were the best people to undertake the education of severely handicapped
children, thus giving them the best chance to develop to their full potential.
This education had to begin as early as possible; in fact it had been suggested
that where children showed signs of disability at birth or soon after, education
should start at once.

8.27 We firmly believe that parents must be involved in a better informed
way in the care of their children especially those under one year of age who
are dependent on them to satisfy their physical, mental and emotional needs.
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The greatest hope for improving the health and wellbeing of young children
lies in increasing the knowledge of parents so that they are aware of the
steps they can take to reduce the risk of postneonatal death and morbidity.
We reiterate therefore the proposals on health education in Chapter 4 for
increased emphasis on preparation for parenthood both in schools and in
parentcraft classes involving husbands. It is necessary to educate parents
about the various services, especially the preventive ones such as immunisation
procedures and health surveillance in child health clinics, and how they should
be used.

8.28 We recommend that early and close contact should be established
between the child and his parents so that loving family relationships can be
established. Every effort must therefore be made in hospital for parents to
see and, if at all possible, handle their children. This is particularly important
in relation to sick infants. Older children should be involved in the care of
the new baby so that a strong and lasting family relationship can be built up.

8.29 The importance of good nutrition for the young child is widely
recognised and the advantages of breast feeding have been referred to earlier.
In recent years research has reaffirmed the view that breast milk is the best
food for the young child. Breast feeding has a major role to play in preventing
the occurrence of gastroenteritis and respiratory tract infections, the effects of
which are serious in infants (Cussen, 1978). In addition it gives a significant
degree of protection against many other commonly occurring infections and
even conditions such as asthma. The contact of the breast feeding mother with
her infant can also do much to promote mother and child relationships. Early
in the antenatal period the advantages of breast feeding should be emphasised
to pregnant women. Staff in maternity units encourage breast feeding but
this requires a commitment by busy nursing staff for which time is not always
available. More collaboration is necessary between community and hospital
based staff in encouraging mothers to breast feed their infants. We recommend
that all possible steps be taken to promote breast feeding.

8.30 Attention was drawn earlier to postneonatal deaths which occurred in
certain electoral wards in Belfast which have been identified as having the
highest levels of many of the indicators of social deprivation. This finding
is in keeping with the position in many other parts of the United Kingdom
where a number of researchers have stressed the association which exists
between poor environmental conditions such as sub-standard housing, over-
crowding and inadequate nutrition (Knox and Mackintosh, 1958; Elwood and
MacKenzie, 1974). We are in no doubt that if progress is to be made in reduc-
ing infant mortality and handicap in Northern Ireland urgent action must be
taken to improve and make more appropriate the health and social services
for those living in socially deprived areas. The necessity to maintain satis-
factory services for families living elsewhere in the Province is of course fully
recognised.

8.31 Because of lack of family support caused for example by movements
of population and the split up of family units there is often insufficient domestic
help for women on discharge from hospital. This is particularly true in cases
of early discharge, caesarean section or other surgical intervention, and for
women who have other small children. We recommend therefore that women,
particularly those who have had experience in running a home with young
children, should be recruited by the home help service for this task. Such a
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person might be the first to detect that all was not well, as in the case ol the
mother who suffers ecarly postnatal depression. The district midwife and
health visitor should therefore help both in the training and supervision of
such home aides. It is ironic that the home help service which was originally
provided as a support for mothers with young children should now have
become so orientated towards the care of the aged.

8.32 There is clearly a need to improve and strengthen primary medical
care. Although the concept behind the formation of primary care teams is
usually recognised as advantageous these teams do not always function in
practice as originally intended and, as pointed out in Chapter 6, have not yet
been established in many places. One factor which probably militates against
the development of an effective team approach in the care of children is that
many professional staff do not fully understand the role of other members of
the team (Orr, 1976). In these circumstances it is not surprising that parents
also become confused.

8.33 Great importance has been placed on home visiting in France and
countries such as Sweden, Finland and Holland where a much greater in-
tensity of community nursing care is provided than at present exists in the
United Kingdom (Emery, 1976; Wynn and Wynn, 1979(ii)). In certain parts
of Northern Ireland, particularly those known to be socially deprived, there
is a shortage of professional staff. Data showing the shortfall of certain
community nursing and midwifery staff, social workers and clinical medical
officers are shown in Appendix 18. In deprived areas there is often a high
turnover of staff which makes continuity of care difficult. Problems such as
vandalism, difficulty in gaining access to homes and frequent changes of
address of mothers create problems for staff attempting to provide good primary
care. It would seem that where primary care is most needed it is least likely
to be available.

8.34 Reference has already been made to the important preventive role
of the health visitor and to the opportunities she has for health education
when home visiting especially in areas of high social need. With limited
resources it seems unlikely that health visiting could be increased for all
children. It is therefore necessary to identify more clearly both individual
infants and geographical areas associated with an increased risk of postneo-
natal death so that resources can be concentrated on them. This principle of
positive discrimination is one which commends itself when considering infant
mortality and handicap and there is evidence in Nottingham and elsewhere
(Madeley and Latham, 1979) that a planned programme of allocation of
additional resources to families in greatest need and living in deprived areas
may be effective. We recommend an increase in both health visitor and social
work staffing in areas of social deprivation.

835 In an attempt to reduce postneonatal mortality and morbidity
we recommend that there should be increased health visiting to identified high
risk infants in a defined geographical area. Studies in Sheffield (Carpenter
and Emery, 1974) seem to show this to be effective in reducing postneonatal
deaths. A pilot scheme should be initiated in a District such as North and
West Belfast where it is known that there are many problems. The situation
of the Royal Belfast Hospital for Sick Children within this District would
make it an ideal base from which to start a trial involving both community and
hospital based staff.
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8.36 The early identification of children at high risk of postneonatal
morbidity and mortality is essential so that effective supervision and, if
necessary, treatment can be organised. We recognise that workers in the field
try to identify high risk infants and offer them a more intensive service. How-
ever we belicve that the organisation of services could be improved in this
sphere and we recommend that each Health and Social Services Board should
examine in depth the problem in its own area and make every effort to plan
its services to reach this group more effectively. Good communication
between hospital and community services is also called for so that relevant
Ef?rmatinn on high risk infants is passed to those who will be involved in

eir care.

8.37 Traditionally there has been a division in the training provided for
both medical and nursing staff working in hospital and community. Attempts
are now being made to bridge this gap, for example, some medical paediatric
training posts incorporate training in the community. However, it would be
advantageous to both hospital and community staff if there were increased
liaison (Komrower, 1977; Illingworth, 1979). We recommend therefore that
Health and Social Services Boards should take steps to improve communica-
tion between hospital and community staff. We feel that in some instances
hospital based paediatric staff could do a great deal to foster co-operation and
to raise standards of paediatric care by working in community clinics in areas
of specified need and we recommend that they should be encouraged to do so.
Specialist services would in this way be brought nearer to families who might
not attend hospital clinics.

8.38. It has been suggested that routine developmental screening of all
infants is of considerable value in the early detection of abnormality (Curtis
Jenkins and Collins, 1978). We agree with this suggestion and recommend that
developmental screening should be extended to ensure that all infanis are
examined as recommended in current codes of practice. We understand that
much of this work (with the exception of screening at or near birth) is carried
out in child health clinics but that in some places a shortage of clinical medical
officers has meant that full coverage of infants has not been possible. We
recommend that more doctors in this grade be recruited and trained for this
work to fulfil service requirements especially in areas of special social need.

8.39 The role of child health clinics is not always clear to parents and
although in many cases the clinics provide a service which is well used and
widely appreciated there appears to be a necessity to take into account more
fully the needs of parents (Graham, 1979). Many parents may wish to obtain
advice on aspects of their child’s development, and child health clinics offer an
opportunity for informal discussion with doctors and health visitors.
We recommend that the function of child health clinics should be publicised
since they have a particularly important part to play in providing easily acces-
sible facilities which are necessary in health surveillance.

8.40 It is clear that the present comprehensive assessment clinics for
handicapped children in Northern Ireland cannot provide a diagnostic and
treatment service for every child who might require such attention. At present
children are cared for in a varietv of different settings such as outpatient
clinics in area hospitals and clinics run by voluntary organisations. There
would appear to be no overall policy in Northern Ireland for the care of
handicapped children. A Register for Handicapped Children who are in need
of special education is held by each Health and Social Services Board but its
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use seems to be very limited. We believe that more facilities for the multi-
professional assessment of children with complex and multiple handicaps are
required and recommend that assessment centres on somewhat similar lines
to that at the Belfast City Hospital should be provided in each Health and
Social Services Board area.

8.41 The importance of infection as a cause of postneonatal morbidity and
mortality has already been stressed. Responsibility for immunisation is shared
between general practitioners and staff in child health clinics. This should
mean that facilities are available for all infants. However, in recent years
the uptake of immunisation has fallen, probably as a result of the adverse
publicity associated with whooping cough vaccine. Appendix 19 shows the
percentage of children born in 1974 and 1975 who have completed a primary
course of immunisation against diphtheria, tetanus, whooping cough and polio-
myelitis. It also shows the uptake of rubella vaccination amongst schoolgirls
in recent years. The levels are unsatisfactory and we recommend that further
efforts should be made to increase the uptake of all recommended vaccines.

842 The care of infants with infectious disease also requires attention.
Many hospitals to which children are admitted have little or no accommodation
for the isolation of inpatients suspected of having infectious disease. We
recommend therefore that such facilities should be provided in each hospital
to which children are admitted. A regional centre for high risk isolation cases
and the very ill child, providing special medical and nursing expertise, would
of course still be required.

8.43 The care of ill children by the primary care team has already been
mentioned. The need for expert paediatric attention for these children, especi-
ally the ones who are acutely ill, cannot be overemphasised. It is therefore a
matter for concern to note that some young children are still being admitted
to hospitals where paediatric staff are not always available. In several hospitals
sick infants are nursed in adult wards and throughout the Province there is a
shortage of nurses who are trained in the care of children. Since it is generally
agreed that children should be nursed by staff who understand and respond
to their particular needs we recommend that sick children should only be
admitted to hospitals with satisfactory medical and nursing paediatric cover.
We further recommend that every effort should be made to improve paedia-
tric staffing throughout the Province.
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9. INFORMATION SERVICES

9.1 Reference has been made on several occasions earlier in the Report to
the inadequacy of information services and hence the difficulty in obtaining
information to assist clinicians and management in providing the best possible
service to patients. “Information” has been defined as a “communication of
instructive knowledge” and we feel that improved communication between the
various professional staff would assist in the reduction of infant mortality and
handicap. To provide a high standard of care it is pecessary to have an
effective and efficient system for the collection of accurate data using standard-

ised records relating to each individual and also clear lines of communication
between professional staff.

9.2 We are aware that a good quality information service will benefit the
entire health and personal social services, and not be limited to bringing about
improvements only in the infant mortality and handicap rates in Northern
Ireland. It would therefore not be appropriate to set the costs of providing
such improvements solely against the recommendations of this Committee.
However we welcome the opportunity to give our support to and press for
early improvements to the information services.

9.3 The Tunbridge Committee was set up to consider the problem of
standardisation of hospital medical records and its report was published in
1965. That committee agreed that standardisation of records would bring
positive advantages to staff and be of direct benefit to patients. It drew
attention to the basic characteristics of medical records, concluding that these
should be much more than ‘running records’ for the purpose of clinical
management. Good records have an important part to play in epidemiology,
management, and the evaluation of services. It is interesting to note that
the Court Committee drew attention to the fact that there is a growing aware-

ness that records should be in part designed and used for appraisal of the
quality of service provided.

9.4 The extent to which data becomes information is a measure of the
effectiveness of the manager. Some professional staff seem to appreciate the
importance of good and accurate data in the day-to-day care of mothers and
children and in health and social services management. However the quality
and completeness of the records maintained at times leave much to be desired
and the development of standardised records has been disappointingly slow.
Methods of passing on information tend to be fragmented and in some cases
non-existent. On account of staffing problems there is delay both in feeding
data to and retrieving it from the computer.

9.5 Despite the establishment of a Forms Standardisation Committee
several years ago by the Research and Intelligence Unit of the Department of
Health and Social Services, there is clear evidence that little progress has been
made in standardising maternity and child health records. The only stand-
ardised forms in general use in the child health service are the birth notifica-
tion and registration forms, the child health record and the school health
record. In addition there is a standardised general practitioner maternity
medical claim form. Most records covering other aspects of the health care
of mother and child vary in design and content. There have been attempts
at standardisation within individual Health and Social Services Boards.

9.6 Progress in the introduction of computerised data systems has also

been disappointingly slow and only two relate to maternal and child health.
The maternity hospital activity analysis in Northern Ireland covers the Royal
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Maternity, Belfast City, Ulster and Mid-Ulster Hospitals but better use could
be made of the data available if communications between clinicians and
administrators could be improved. The child health record system has not
yet been fully developed because of the shortage of trained computer staff
which is aggravated by the higher financial rewards in private enterprise.

9.7 Amongst the reasons for the inadequacy of the information services in
Northern Ireland are: —

— too many different record systems

— a lack of staff training and guidance

— inadequate monitoring

— poor lines of communication

— a lack of commitment from senior management staff to the provision
of good information services

— a shortage of people with the necessary skills to interpret data and
present it in an understandable form to managers and field workers

— the serious shortage of trained computer staff in the Province.

9.8 To achieve higher standards of care in pregnancy, childbirth and
infancy better information services must be set up and used to more effect by
all appropriate staff of Health and Social Services Boards. Improved infor-
mation services would lead to the identification of high risk and priority
groups and areas where resources such as staff, buildings, equipment and
education are needed. Information services could be improved in a number
of ways by:—

— more standardisation of records

— regular updating of guidelines on compiling and recording data

— improved monitoring of the quality and accuracy of data collected

— informing staff of the relevance of good data for epidemiological
analysis

— presentation of data to staff in more understandable form.

9.9 At present no uniform arrangements exist for notifying the midwife
and health visitor about a new maternity patient and this is unsatisfactory.
We recommend therefore that the system of notification of the midwife and
health visitor should be reviewed and appropriate action taken to ensure that
they are informed at the earliest possible date.

9.10 There is no standard form for the referral of antenatal patients to a
consultant obstetrician by a general practitioner with the result that the infor-
mation available to the hospital about the patient’s medical history is ofien
insufficient to enable proper care and treatment to be given without the need
for further enquiries and perhaps tests. We reconunend therefore that a simple
referral form should be drawn up containing only essential information,
including an indication of whether the general practitioner is willing ro share
care of the expectant mother.

9.11 Almost all confinements now take place in hospital and much of the
antenatal care is shared between consultant obstetrician and general practi-
tioner. Co-operation cards are in use in some parts of the Province. These
cards should be carried by patients and give relevant details of examinations
by general practitioners and hospital staff. They remove the necessity for
a great deal of correspondence between the family doctor and the hospital in
the normal case and in some instances their use may prevent unnecessary
duplication of laboratory tests. In addition they perform a useful part in
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instilling in the woman a sense of responsibility for the management of her
pregnancy and can encourage her attendance at clinics. Staff in charge of the
patient would also be encouraged to record their findings. Unfortunately the
design and content of cards in use are not wholly satisfactory and so they
have not been adopted universally. Co-operation cards would meet a definite
need. We recommend that action should be taken to design a new card and
that every effort should be made to encourage its use. 1t is considered that
this card would serve as the first document for the health care of the as yet
unborn child and so, following the postnatal examination, the card should be
retained by or forwarded to the general practitioner. We consider that a dis-
charge summary on the co-operation card would be a useful means of com-
municating speedily with the general practitioner. This would be particularly
valuable for the high risk patient who has had all her care in hospital.

9.12 Many different types of hospital antenatal records are in use. Some
lack information on important factors such as the rubzlla immunisation status
of the mother, details of forms of contraception and the age of the father. We

recommend the design of a standard antenatgl chart for use in all maternity
units.

9.13 The introduction of a perinatal death certificate in Northern Ireland
would be of value by helping to elucidate the epidemiology of perinatal deaths.
It would also be of assistance in the confidential enquiry into perinatal deaths
proposed in Chapter 7. We recommend therefore that this matter be considered
urgently if indicated by the findings of the pilot study at present being carried
out by the University Departments of Community Medicine, Child Health and
Midwifery and Gynaecology.

9.14 Various types of discharge letters are sent by different grades of
medical staff to general practitioners about the mother and infant but some-
times this information arrives long after the mother has gone home. We
recommend that a standard discharge form be devised with one copy being
retained in the patient's hospital notes, one sent immediately by hand to the
community midwifery service and one sent by post to the general practitioner.

9.15 If the baby is unfit for discharge from the hospital along with the
mother the community services should be informed. We have received evidence
that in some cases this does not happen and therefore it is recommended that
when the infant remains in hospital after the mother has been discharged the
consultant in charge should always inform the general practitioner about the
baby's clinical state. It is further recommended that when the child leaves
hospital the family doctor should receive a discharge letter giving details of
the medical condition, treatment, if any, required and plans for review, if
necessary. Community nursing, midwifery and health visiting staff also need
to be informed.

9.16 There are delays on occasions and different procedures are used to
inform the general practitioner and other staff in the community when a baby
dies in hospital. We recommend that the position should be examined and
steps taken to ensure that there are satisfactory arrangements in all units.

9.17 Earlier in this chapter we referred to a maternity hospital activity
analysis system and to the fact that it is only operating in four hospitals. We
recommend that a system of maternity hospital activity analysis should be
introduced in all maternity units.
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9.18 There is no consistent pattern of recording the findings of the clinical
examination and assessment of the infant at birth and prior to discharge from
the maternity unit. Details of abnormalities discovered during these examina-
tions should be recorded and the information communicated to the primary
health care services. We recommend that these data should form the basis of
a separte standardised hospital record for the infant and for communily
medical records which would continue through the pre-school and school
vears of the child.

9.19 There is no standard comprehensive immunisation card in universal
use in Northern Ireland and early steps must be taken to remedy this
deficiency. We recommend that a child’'s immunisation status should be made
known to the general practitioner and that these data should be entered on a
standard record. We noted that the Central Services Agency issues personal
record cards in respect of every infant and these have proved useful for parents
as a means of recording important events such as the dates of specific
immunisations.

9.20 When the child health record system was introduced in Northern
Ireland in 1971 it was intended that the child health record card would be the
first in a series of linked medical records. No such development has taken
place and as yet the system does not include items about morbidity. Linked
records should aim to extend cover to include care at hospital, by the general
practitioner and by other staff in the community services and also to incor-
porate items relating to morbidity. It is most important that good morbidity
records are maintained at primary care level. With the widespread develop-
ment of group practices and health centres this basic aid to epidemiological
monitoring and control should give primary care teams an insight into the
pattern of disease within their own catchment populations. They would also
allow epidemiologists to monitor more effectively overall activity and thereby
formulate policies which would further reduce mortality and morbidity. We
recommend therefore that the system should be reviewed by an expert group.

0.21 Steps require to be taken to link child and school health records and
to resolve difficulties which seem to have arisen, due to computer staff short-
ages, in computerising school health data. In the meantime we recommend
that special efforts should be made to record relevant details of each child's
health during pre-school and school life and we recommend also that these
records should be transferred to the general practitioner when the child leaves
school. The data on the records such as history of familial disease, handicap

and immunisation could in some instances indicate future at risk mothers and
children.

9.22 Staff with appropriate skills, status and authority—not necessarily
statisticians—are required at both Health and Social Services Board and
Research and Intelligence Unit levels to examine data, interpret them and dis-
seminate appropriate information to those concerned with maternal and child
health care. We are concerned that in the past insufficient attention has been
given to this matter and we recommend that one person should be designated
at both levels to undertake this important work.

023 We recommend that data collection on health and social services

staffing, which is at present under review, needs further development so that
information can be easily obtained about. for example, the number of nursing
and midwifery staff employed in a maternity unit.
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9.24 A recommendation from the report of a Department of Health and
Social Security (London) Joint Working Party (1974) to introduce A4 folders
and insert record forms was subsequently accepted by the Health Departments
and the medical profession. Because of the costs involved it was agreed in
Northern Ireland that there should be a gradual introduction of the mew
records with priority being given to general practitioners joining new health
centres. The majority of general practitioners in the Province still use the
wallet type HS25 Record. Forms originally designed by the Society of
Medical Officers of Health are used for children aged 0-5 years attending
community health clinics. We recommend that this position be rationalised
and one standard form used in the two situations. We further recommend
that consideration should be given to linking the data on such a form with the
child and school health records.

9025 We recommend that steps should be taken by the Research and
Intelligence Unit and the Department of Medical Statistics (Queen's Univer-
sity) to initiate more extensive monitoring and evaluation of the information
services, to improve the quality of data being collected and processed and to
present data patterns and highlight abnormal ones for both those who plan
and those who deliver health services. It is hoped that this will lead to
improvements in the health care of mothers and infants.

9.26 Whilst the standardisation of forms and rationalisation of record
systems suggested above would undoubtedly assist in combating infant
mortality and handicap by helping to make the health and social services more
efficient and effective it is clear that a major development of the information
services is necessary if the full needs are to be met. With a total population of
one and a half million people and about 30,000 pregnancies a year a good
sophisticated on-line computer system seems essential if a worthwhile
epidemiological approach is to be made effective in the early recognition of
factors which could or might be related to changes in the rate of infant mor-
tality, or to morbidity in the mother affecting the unborn infant. The benefit
of such a computer is unquestionable and we recommend that one should be
provided. We further recommend that the problems associated with the
development and functioning of the Resegrch and Intelligence Unit of the
Department of Health and Social Services must be overcome, where necessary
with more financial and manpower input.
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10. TEACHING AND TRAINING

“Knowledge is the bridege to achievement and education is
the bridge to knowledge”.
—Dr. Candau, former Director General of the World
Health Organisation.

10.1 A wide range of staff in the health and personal social services have
a large and valuable part to play in the care of pregnant women and young
children. In looking at the teaching and training of personnel who could con-
tribute to the reduction of infant mortality and handicap we have concentrated
on those most directly concerned, namely, doctors, nurses, midwives, health
visitors and social workers.

MEDICAL TRAINING

10.2 Because of the need to include the vast amount of medical, scientific
and technical knowledge which is being constantly acquired, the curriculum
for the training of medical students needs constant revision. Inevitably there-
fore the time spent on the training of practical obstetrics and paediatrics has
had to be considerably reduced in the past ten to fifteen years.

10.3 The Royal Commission on Medical Education (1965-68) stated that
“The undergraduate student can be expected to learn only the general prin-
ciples of obstetrics: practical experience of abnormal obstetrics is more
properly acquired after registration”. It is the aim. therefore, of the Depart-
ment of Midwifery and Gynaecology at the Queen’s University of Belfast to
furnish undergraduates with a basic education in the principles of obstetrics
and those who wish to undertakg obstetric practice in hospital or general
practice are expected to continue their training following graduation.

10.4 Medical students also receive teaching in child health during their
final two years and this constitutes the entire formal paediatric training
received by most doctors during their careers. It includes time spent in special
and intensive care baby units. Evidence given by the Department of Child
Health at the Queen’s University of Belfast indicated that with the present
numbers of staff there are difficulties in carrying out as much teaching in small
groups as would be desirable. It was also pointed out that the time available
for the courses was too short to cover all aspects of paediatrics in detail,
although it was recognised that there was some overlap with the teaching given
in other departments.

10.5 Doctors concerned with the maternity and child health services both
in hospital and in the community can also receive specialised training as post-
graduates. This training is co-ordinated by the Northern Ireland Council for
Postgraduate Medical Education.

Training for General Practice

10.6 Initial care for maternity patients and infants is normally sought from
general practitioners and so it is important that they are adequately trained
and experienced to meet this responsibility. A general practitioner may con-
firm pregnancy, provide full or shared antenatal care for his patients or, if he
does not undertake obstetric practice, refer patients to another general prac-
titioner or to a hospital consultant. In an emergency however it is often the
patient’s own general practitioner who is called and he must have sufficient
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knowledge to enable him to deal with the situation. Even if he does not pro-
vide obstetric care for his patients, or shares it with consultant obstetrician
colleagues, he continues to care for pregnant patients in any intercurrent ill-
ness during pregnancy. No general practitioner is completely divorced from
the care of pregnant patients.

10.7 It has been estimated that 809,-909% of all paediatric treatment is
undertaken in general practice (The Court Report, 1976). For the age group
0-1 year the percentage may be a little less, because in the first year of life
hospital admissions are more frequent than for any other single year of child-
hood. Nevertheless the importance of general practitioners having paediatric
knowledge and experience 1s clear. In particular they must be able to detect
the earliest signs of potentially dangerous and damaging illness in infants; they
need to be familiar with the developmental milestones, to know how to manage
sick children and to be aware of the agencies that are available to give help
and support to them and their families. In short they must know how to offer
preventive as well as curative measures to young children.

10.8 Before 1953, doctors qualifying in medicine could enter general prac-
tice without any postgraduate experience. After 1953, they could enter general
practice after the completion of their pre-registration year although many
remained for a time in a hospital post to gain experience in obstetrics and/or
paediatrics. Vocational training schemes for general practice were introduced
in 1965 and most doctors now choose the trainee scheme before entering a
practice of their choice. A further step in the development of training for
general practice is the requirement that from August, 1982, no doctor can
become a principal in general practice without having been vocationally
trained for at least three years or without holding a certificate of equivalent
experience.

Specialist Training in Obstetrics and Gynaecology

10.9 Doctors wishing to become consultant obstetricians and gynae-
cologists must undertake postgraduate training in recognised hospital posts
for a minimum of three years, during which time they gain experience in all
aspects of obstetrics and gynaecology and related subjects and finally take the
examination leading to membership of the Royal College of Obstetricians and
Gynaecologists. Following this, further experience and training are necessary
to qualify for specialist recognition. There is no evidence of a shortage of
training posts or of applicants. This specialty is very popular and competition
for consultant posts in Northern Ireland is strong, although mainly among
local graduates probably because of civil unrest.

Specialist Training in Paediatfrics

10.10 A similar training scheme exists for doctors specialising in
paediatrics. Until recently consultant posts existed only in Belfast, London-
derry and Craigavon and this has limited both the number of recognised
training posts and the opportunities for consultant appointment following
training. This year a consultant paediatrician has been appointed to Bally-
mena. It is hoped that gradually there will be an increase in the number of
training posts and that many of these will be filled by general practitioners
undergoing their vocational training.
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Specialist Training in Community Medicine

10.11 This is a relatively new specialty combining the disciplines of
population medicine (epidemiology and statistics), medical sociology and
medical administration. Following the reorganisation of the Health and
Social Services in 1973, posts in community medicine were filled by doctors
formerly employed by local authorities as medical officers in public health
departments and those employed by the Northern Ireland Hospitals Authority.
Since the setting up of the Faculty of Community Medicine of the Royal
College of Physicians in 1972, there has been a postgraduate training scheme
for doctors specialising in Community Medicine. The training is non-clinical
and those entering the specialty take up appointments mainly as administra-
tive medical officers with Health and Social Services Boards, in the Depart-
ment of Community Medicine at Queen’s University or with the Department
of Health and Social Services.

Clinical Medical Officers

10.12 A large number of these are former medical officers in public health
departments who have elected to do mainly clinical work in the field of pre-
ventive medicine. They undertake prevention and early detection of disease
including work in child and school health clinics, developmental screening,
family planning and the management of handicapped children in the com-
munity. Most of these doctors would not wish to specialise in Community
Medicine as it would remove them from clinical work, yet no other specialist
training is available to them. Much thought is being given to this problem
nationally and it may be that training could be shared with general practi-
tioners and paediatricians, the emphasis being on community work. Recog-
nising the lack of training opportunities for clinical medical officers a com-
prehensive course in child development was organised through the Northern
Ireland Council for Postgraduate Medical Education in 1975 and repeated in
1979. The course was very popular and well received but is not intended to
be a substitute for higher medical training. nor could it be recognised as such.

Specialist Training in Anaesthetics

10.13 This specialty is included mainly because an anaesthetist may be
the person present at a birth who is best qualified to resuscitate the baby if
this is necessary. Such a task would normally be carried out by a paediatrician
but since many maternity units still lack paediatric cover, this is not always
possible. It is essential that all staff (paediatricians, obstetricians, anaesthe-
tists and midwives) who may be called upon to resuscitate a neonate should
have appropriate training. They should be able to carry out immediate treat-
ment until such time as an ill neonate can be transferred or receive specialist
paediatric attention. It should be remembered that anaesthetists have played
a most important part in pioneering neonatal intensive care services in the
Province and some will undoubtedly wish to continue in this work. We are
pleased to note that resuscitation of the newborn is included in the training
programme of all anaesthetists.

Continuing Medical Education

10.14 Doctors engaged in general practice or in the specialties of obste-
trics, paediatrics or anaesthetics are not statutorily required to attend refresher
courses. However many do so voluntarily, thereby attempting to keep up to
date with recent advances in particular subjects, often with financial support
and special leave from their employers. The many medical journals published
provide a further opportunity for doctors to continue their education. Those
engaged in teaching have the added stimulus of coniact with students and
the need to read widely in the preparation of teaching material.
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NURSE, MIDWIFE AND HEALTH VISITOR TRAINING

10.15 The Northern Ireland Council for Nurses and Midwives has respon-
sibility for nursing and midwifery training, professional discipline and mid-
wifery practice. The Council for the Education and Training of Health
Visitors is responsible for the education and training of health visitors
throughout the United Kingdom and an Advisory Committes exists in
Northern Ireland, as in Scotland and Wales, to advise the Council on matters
relating to its functions so far as they concern those countries.

Nurses

10.16 Nurses are trained in the nursing care of people of all ages whether
they are in hospital or living at home. During training attention is drawn to
their preventive role and to the necessity for acquiring skills which will
enable them to give effective family support. In Northern Ireland basic nurse
training for the general part of the Register (State Registered Nurse) takes
the form of a three-year course which includes short allocations to child care
and paediatrics, maternity care and home nursing.

10.17 Training for registration as a sick children’s nurse is of three years’
duration at basic level or a minimum of one year at post registration level.
It is intended that the three-year basic training will be phased out in duc
course and training will be by either a combined general/sick children’s basic
course or a post registration course. Both will provide training in the nursing
of sick children and include teaching in the care of the infant and the causa-
tion both of congenital and acquired diseases and their prevention.

10.18 The training for the Roll of Nurses allows State Enrolled Nurses to
practise at a basic level within midwifery teams or within teams in the special-
ties of mental handicap and paediatrics as well as in the general nursing field.

10.19 The Chief Administrative Nursing Officers of the four Health and
Social Services Boards, the Director of Nursing and Midwifery Education of
the Northern Ireland Council for Nurses and Midwives, and the Nursing and
Midwifery Advisory Group of the Department of Health and Social Services

have agreed the following policy for nurses in charge of wards where sick
children are being nursed : —

“The nurse in charge of a sick children’s ward in which students under-
take training for the Sick Children’s part of the Register of Nurses should
hold the qualification of RSCN. In all other wards where sick children

are nursed the nurse in charge should have an acceptable qualification in
the care of the children.”

At present no appropriate training in the care of children is available for
nurses who may not have had any formal training in this subject but who may
be in charge of wards in peripheral hospitals to which children are admitted.
In order to help such nurses to gain more knowledge of the special needs of
children short courses in child development and play for children in hospitals
are shortly to be established.

Midwives
1020 The organisation and content of midwifery training in Northern

Ireland has been the subject of careful and detailed examination by two work-

ing groups during the past twelve years. A new scheme of midwifery training
was drawn up by the Central School of Midwifery and introduced earlier this
year. In effect this means that from February, 1980, all entrants to midwifery
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training in Northern Ireland must be State Registered Nurses and that the
period of training has been extended to 18 months increasing the minimum
time taken to become a midwife from 4 years to 4} years.

10.21 Midwives are trained to play an important role in ante, intra and
postnatal care and to serve in an integrated midwifery service which allows
them to participate in all these aspects of practice. The development of this
integrated service is slow and there is still not always the opportunity for the
midwife to put her knowledge and skills into practice. Skilled midwifery
staff can in collaboration with other nursing, medical, paramedical and social
work colleagues do a great deal to ensure that every woman is given appro-
priate care throughout her pregnancy, confinement and postnatal period.

10.22 In recent years particular attention has been paid to the content of
the basic midwifery curriculum and theoretical and practical training has been
extended on topics such as neonatal paediatrics, family planning, health
education especially parentcraft teaching, the psychological aspects of preg-
nancy and childbirth, technical aspects of equipment in use, the management
of the midwifery services and the importance of research in the midwifery and
neonatal field.

10.23 It is a statutory requirement that practising midwives must attend
a midwifery refresher course every 7 yvears. Those who have been out of prac-
tice for 10 years or more must undertake a clinical midwifery refresher course
of at least 4 weeks’ duration. A number of other post basic training courses
are also available. The importance of further education and ongoing in-
service training cannot be over-emphasised. Only in this way can good
standards of midwifery practice be maintained.

Health Visitors

10.24 Health visitor courses are provided by universities, polytechnics or
other higher or further educational establishments. They are subject to initial
approval and quinquennial review by the Council for the Education and
Training of Health Visitors and by the institution concerned. The policy of
the Council is to provide a broad based educational programme for health
visitors to prepare them to work with the population as a whole and also to
provide a basic preparation which can be supplemented and adapted as
necessary to meet varying local needs and the changing requirements of
society. Emphasis is of course given to priority groups in the health visiting
service. Parents and children have always been considered as such a group.

10.25 In Northern Ireland the Ulster Polytechnic offers 55 training places
for the one-year course leading to the Health Visitor’s Certificate and a new
course for 15 students is due to start at the New University of Ulster in the
1980/81 academic year. Trainees must be State Registered Nurses and hold
the State Certified Midwife or Central Midwives Board (Part 1) qualification,
or have undertaken a three-month obstetric course. We understand that recruit-
ment of enough suitable nurses for training is proving difficult.

10.26 The aims of the health visiting course are—to develop skills in
establishing interpersonal relationships which will provide a basis for con-
structive work with families and individuals: to sharpen the student’s percep-
tion of early deviations from normal; to gain a knowledge of statutory and
voluntary agencies: to provide practice in working out programmes of help
with families or individuals; to illustrate and practice methods of health
education and to develop a critical attitude to their use
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10.27 Regular refresher courses for health visitors are provided nationally
and cover subjects such as the cycle of deprivation, family visiting, prepara-
tion for parenthood and health education for primary prevention. They aim
to deal with professional and health service developments in a wide context
and offer a forum for the exchange of ideas and experiences. A Fieldwork
Teacher’s Certificate course is due to start at the Ulster Polytechnic in the
1980/81 academic year and consideration is being given to the possible
development of advanced courses for practising health visitors.

SOCIAL WORK TRAINING

10.28 The Central Council for Education and Training in Social Work
has responsibility for recognising and approving training courses for social
workers throughout the United Kingdom. In Northern Ireland, Scotland and
Wales there are national Committees which focus on the training needs of
their respective countries and advise the Council on planning, promotion and
resource matters. The basic qualification is the Certificate of Qualification in
Social Work. Courses are normally provided at universities or polytechnics
and are subject to initial approval and periodic review by the Council.

10.29 No central syllabus is issued for courses but broad areas of study
are set out in the Training Rules. These include the principles and practice
of social work, supervised practice in social work and applied social studies.
The latter includes teaching on human growth and behaviour, social policy,
social administration and the social services and aspects of the social sciences
relevant to social work.

10.30 The Certificate of Qualification in Social Work award is an indica-
tion of basic ability to practise. Courses leading to it are in the main generic
and are designed to provide students with the knowledge and skills required
by all social workers to deal with the whole range of social problems. How-
ever, some courses provide students with the opportunity to study special
options to give them deeper and more comprehensive understanding in par-
ticular areas. All courses should equip students with a broad general know-
ledge of social problems and help them develop skills in assessment of need
and in the use of resources to alleviate stress. Such resources may be personal,
supplied by the agency or supplied through the broader community.

10.31 Post-qualifying study provides training beyond the basic level
Courses of between three and twelve months’ duration are designed to extend
and deepen existing knowledge and practice skills and to keep social workers
abreast of contemporary thought. Such courses are provided for social
workers with several years experience and they give an opportunity for
specialised study in particular areas of practice. No post-qualifying courses
are yet available in Northern Ireland but some social workers attend courses
in Great Britain. Other training opportunities are available through short
in-service courses organised to meet identified training requirements.

SUGGESTED CHANGES IN TRAINING

10.32 The Court Report, when considering the development of the child
health services in England and Wales, stressed that a better service could only
be realised if there was an extension of training involving children, parents
and professionals. Training as it applied to professional staff was necessary
because of the changing pattern of ill health and the need for finding ways to
persuade people to change their attitudes and behaviour. Attention was
drawn to the need for all staff to acquire skills in communication so that not
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only could they co-operate better with colleagues in their own and other dis-
ciplines especially in the care of handicapped children but also communicate
with those who at present make little use of the services.

10.33 The provision of relevant training for different categories of staff
depends upon a number of factors such as the tasks to be performed, the
knowledge and level of skills necded for their execution and the deployment
of staff. The main objectives in training professional staff involved in the
care of pregnant women and young children are to increase knowledge and
teach skills which will help to improve clinical management. In addition
some staff will require training in the planning and management of services.
Attention was drawn in Chapter 9 to the importance of information and we
recommend that all training bodies and institutions should review the content
of courses to ensure that this subject is given proper emphasis.

10.34 We received evidence concerning curricular content in relation to
infant mortality and handicap and recommend that for staff directly concerned
with this problem specific teaching (basic and post basic) in certain topics is
essential and more emphasis should be placed on them as appropriate. These
are—

— genetic counselling

— family planning

— antenatal care

-— special and intensive care for neconates

— the use of sophisticated equipment

— skills in communication

— health education

— psychology in relation to pregnancy, childbirth and infant care
— developmental screening

— information services

— the collection and use of statistics

— management and planning of services

— the value of research in the maternal and child health field.

10.35 We were informed that some accommodation and facilities pro-
vided in lecture theatres, wards, clinics, nurseries and delivery suites for the
teaching of students are inadequate. [t is recommended therefore that an
assessment of the situation should be carried out and early action taken to
remedy known deficits, particularly in the Belfast teaching hospitals.

10.36 The importance of joint training for professional staff involved in
maternal and child health care is stressed as this would help to foster multidis-
ciplinary co-operation and understanding. It would be particularly helpful
for instance in areas such as child abuse and neglect. Such training is already
being practised to some extent. for example for staff in come health centres,
and we recommend that every encouragement should he given to its develop-
ment in the future.

10.37 The 1979 Report of the Royal Commission on the National Health
Service recommended that combined teaching/clinical appointments should
be made. Evidence was received which supported this proposal as it relates
to nurses and midwives. It was felt that teachers who could make a valuable
contribution towards the prevention of infant morbidity and mortality
through their teaching role must themselves be fully aware of present-day
clinical practice. On the medical side there are already a number of joint
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university /hospital appointments in existence. We recommend that further
consideration should be given to the need for and feasibility of establishing
a number of joint teaching [service posts in nursing and midwifery.

10.38 There has been a considerable expansion in recent years in post-
graduate medical training and we acknowledge the work done by the Northern
Ireland Council for Postgraduate Medical Education and University Depart-
ments in trying to meet need in this field. It is hoped that collaboration
between the Council and various University Departments will be continued
and increased.

10.39 In the postgraduate education programme of trainee general prac-
titioners only the twelve month period in general practice is compulsory.
Obstetrics and paediatrics are among the six optional specialties, in any two
of which six months experience is required. The result is that in their post-
graduate training about half of the new entrants to general practice gain
further experience in obstetrics and about one quarter in paediatrics. We
support the present six months obstetric training for trainees who wish to
undertake the care of maternity patients. We recommend that all trainee
general practitioners should have some postgraduate experience in obstetrics
and paediatrics and if necessary further posts should be created for training.
We further recommend that all general practitioners on the Obstetric List

should undertake refresher courses at reasonable intervals during their
careers.

10.40 We recommend that doctors undergoing specialist training in
obstetrics should have experience in neonatology since they may often have
to care for the sick newborn infant. This should extend over a six month
period and is particularly important for those who may work in hospitals
where paediatric care is not at present available.

10.41 We received evidence on the need for more. readily available.
refresher courses for practising consultant obstetricians. [t is recommended
that every effort be made to encourage and facilitate attendance at such

courses and that consideration be given to the necessity to provide additional
refresher courses.

10.42 We were pleased to learn that all trainee paediatricians are at
present receiving some experience in neonatology. This training should
prove most valuable especially in area hospitals where pacdiatricians will have
to care for sick neonates and to decide which infants should be cared for
locally and which should be transferred for intensive care. We recommend

that all paediatricians should have at least six months experience in neonatal
work.

10.43 Although the Royal Colleges have indicated that all paediatricians
should have knowledge and experience of child health work in the community
little progress seems to have been made in arranging this in Northern Ireland.
We recommend therefore that a larger number of trainees should be given
the opportunity to gain such experience.

10.44 Appropriate training for Community Physicians is essential since
these doctors working closely with hospital and family practitioners can help
to ensure that problems are identified early and where possible ways found
for their resolution. With this in mind we recommend that those undertaking
community medicine training in Northern Ireland should have practical
experience of the organisation of the maternity and child health services and
the difficulties encountered in having to improve them.

69



10.45 In the organisation of all postgraduate training the needs of per-
sonnel with domestic commitments, who would only be able to attend on a
part-time basis, should be remembered.

10.46 The recently revised training arrangements for midwives should
ensure the proper training of staff in this grade. However if midwifery staffing
is to be raised to the level necessary to provide a more extensive service in the
community continuous efforts will have to be made to retain the newly quali-
fied midwife and to make the best use of trained midwives.

10.47 All staff planning and managing health services are concerned that
resources are used to the best advantage and that people in need can receive
the help they require. We received much evidence indicating the desirability
of having in the Province a midwifery service integrated between hospital
and community since this would allow midwives to be deployed in a more
rational way and to put into practice the skills learnt during training. We
recommend that Health and Social Services Boards should take appropriate
action without delay to ensure the development of an integrated midwifery
service.

10.48 A wide ranging and thorough training is already available to health
visitors. However to perform her work effectively the health visitor must
have adequate and up-to-date knowledge of child health and development.
In this connection it might be appropriate in reviewing the content of the basic
training course to ensure that sufficient emphasis is placed on epidemiological
survey methods and behavioural psychology. Consideration should be given
to establishing advanced courses for health visitors in maternal and child
health and to requiring attendance at refresher courses as in the case of mid-
wives.

10.49 The comprehensive training arrangements for nurses would seem to
provide them with a fully adequate range of training opportunitics. We wel-
come in particular the recently developed post basic nineteen week training
course in special and intensive neonatal care which has been established
following collaboration between the Central School of Midwifery and inter-
ested doctors. The aim of the course is to provide a cadre of nurses with
insight, experience and knowledge in the care of the newborn and in relevant
obstetric and paediatric fields.

10.50 We appreciate that the basic social work qualifying course is generic
in nature and that some training is provided after qualification in specialised
areas of practice which should clearly include the problem of infant mortality
and handicap. Nevertheless we feel that greater emphasis should be placed on
this subject in basic training courses to increase the awareness in social work
staff of the part they should play in co-operation with other members of the
primary care team. Social workers are more likely than other members of
the team to be in touch with high risk groups like unmarried pregnant women
and unsupported mothers living in socially deprived areas. We recommend
therefore that the content of basic qualifving courses should be reviewed to
ensure that all students are fully aware of the problem of infant mortality and
handicap and of the vital role they can play. We further recommend that the
availability and contemt of post-qualifving, in-service and short residential
training courses for social workers should be examined to ensure that appro-
priate training is available for staff who will be dealing with mothers and
children at risk.
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11. CONCLUSIONS AND SUMMARY OF MAIN
RECOMMENDATIONS

11.1 Statistics show that although the various mortality rates relating to
infants in Northern Ireland continue to fall, our relative position both in
Western Europe and within the United Kingdom is not improving. Even
taking into account the larger proportion of births to mothers in high risk
groups and the increased incidence of certain congenital malformations in the
Province, preventable stillbirths and infant deaths continue to occur. Com-
prehensive statistics on handicap in the first year of life are not available
although it is known that the incidence of conditions such as spina bifida and
Down’s syndrome remains at a high level. It should be remembered that
many handicapping conditions are not apparent in infancy and are not identi-
fied until later in childhood, as for instance mental subnormality. The pro-
vision of a good genetic counselling service, improving care before, during
and after delivery and achieving and maintaining a high level of immunisa-
tion can bring about a reduction in the incidence of handicap.

11.2 In accordance with our terms of reference we have examined the
factors which contribute to the high infant mortality and handicap rates in
Northern Ireland. These factors were discussed in earlier chapters and it is
clear that many are interrelated. Underlying most of them are sociceconomic
deprivation, adverse behaviour patterns and negative attitudes to health.
Social evils including low income, poor housing and unemployment create
deprivation from which those involved find it difficult to escape. We believe
that greater prosperity, full employment and adequate housing would in them-
selves make a larger impact on the problem than would changes in the nature
and organisation of services. However, it is unlikely that any significant
improvement in general living standards will occur in the immediate future
and efforts must therefore be directed towards identifyving at an early stage
high risk mothers and infants and making the health and social services more
appropriate to their needs. It is essential that services are made available at
the rigll)lt time and in the right place. Such action would cut down the number

of infant deaths and the incidence of handicapping conditions in those who
survive.

11.3 Before making recommendations we considered the adequacy of
health and personal social services in the light of the factors examined. Many
recommendations have been made throughout the earlier chapters of the
Report but we now draw attention to 46 of them which we consider to be of
particular importance and which would make the greatest impact. These
have been grouped under four headings, namely socioeconomic factors and
health education, services, staffing and training. and information. Within
each group we have further sub-divided these into “priority” and “other
major” recommendations. They are not listed in any particular order of
preference. Where recommendations appear to fall into more than one cate-
gory they have been included in the group to which they mainly relate.

11.4 We have looked at the financial and staffing implications of all the
recommendations, which range from those requiring considerable expenditure,
both capital and revenue, to those where there would appear to be little addi-
tional cost involved. For instance, we are in no doubt that staff increases will
be necessary and this will require the allocation of additional revenue. We
would, however, expect that a proportion of the extra cost would be met
through plans already in hand to increase staff numbers in certain grades
towards recognised national guidelines. The extent of the additional resources
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:red will in some cases only become apparent when decisions are taken
::-c::l Eg;drecﬂmmendatiuns are tn}rhe implemented. A number of recommenda-
tions which relate to the health and social services will require changes in stalf
attitudes especially a better appreciation and a more sensilive awarencss of
their patients’ difficulties. An improvement of communication between per-
sonnel working in hospital and in the community is essential. Recommenda-
tions of this nature will entail no cost but will make a valuable contribution
towards the achievement of our objectives.

11.5 It is necessary that parents and those hoping to become parents
assume more responsibility for their children’s and their own health and well-
being, particularly where preventive measures are concerned. Whilst a strong
lead must obviously be given by the caring professions and Government,
society in general should become more aware of its responsibility in the field
of prevention.

11.6 Recommendations which are concerned with improving perinatal
care are designed to avoid or combat situations which could either lead to an
infant’s death or to the development of a handicapping condition, for example
hypoxia causing death or severe mental handicap. A reduction in the number
of severely handicapped people who require lifelong residential care will
alleviate much human suffering. Initially extra expenss would be involved
but there should be a considerable long-term saving since, for example, the cost
of maintaining each single individual in a hospital for the mentally handi-
capped in Northern Ireland is about £5,000 a year, a total of £300,000 for a life
span of 60 years.

11.7 We welcomed the opportunity given to the Committee to make
interim recommendations. Three such recommendations were made on
matters which we felt had a comparatively low cost and could be implemented
without great difficulty. We are pleased to note that immediate action on all
three was taken by the Department of Health and Social Services. The first
interim recommendation concerned a campaign to increase the uptake of
rubella vaccination and extend the groups to whom it should be offered.
Implementation of this recommendation, which required £18,000 extra labora-
tory costs in the first year, commenced in mid-1979 and is now complete. The
second involved the introduction of arrangements to screen all newborn
infants for congenital hypothyroidism and this service was introduced
province-wide on 1st January, 1980. The third interim recommendation con-
cerned the organisation of a health education publicity campaign to start with

the publication of our Report and arrangements have been made to put this
recommendation into effect at the appropriate time.

g (NDTE:_ The priority mdpnrher major recommendations are summarised
in the following paragraphs with appropriate reference to earlier paragraphs
in the Report for the convenience of the reader.)

SOCIOECONOMIC FACTORS AND HEALTH EDUCATION

11.8 It is clear that there is a strong association between socioeconomic
conditions and infant mortality. Many of the issues which affect infant

mortality therefore are outside the field of the health and personal social
services. There is a higher level of socioeconomic deprivation in Northern
Ireland than in other parts of the United Kingdom and we have pointed out

that infant deaths, particularly in the postneonatal period, are considerably

higher in social classes IV and V. We consider that an cxtra concentration of
services should be directed towards these groups.
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11.9 In parallel with this it is necessary to ensure that society is well
informed, not only about a lifestyle which is likely to improve the outcome
of pregnancy and the health of babies, but also about services which are
available to help and how to make the best use of them. We would hope that
better knowledge might bring about a change of attitude in society itself and
a greater realisation of the importance of prevention. In order to achieve
this we feel that health education must have a top priority.

11.10 Socioeconomic deprivation is associated with low income and, in
most instances, poor housing conditions. Both factors influence infant
morbidity and mortality and it is essential that action is taken to alleviate
these problems.

Priority Recommendations

(1) A policy of positive discrimination in favour of socially deprived
areas and high risk cases should be applied in the provision of health
and personal social services. (6.4, 6.8, 8.33, 8.34, 8.35).

(2) Health education should be an integral part of the school curriculum
of all children. (4.15).

Other Major Recommendations

(3) The maternity grant should be increased by a substantial amount and
linked in future to the cost of living. The increased grant should be
payable in four equal instalments upon receipt of certificates of
attendance for antenatal care. (3.34).

(4) The time during which a maternity allowance is paid to an employed
woman should be increased. (3.35).

(5) The Northern Ireland Housing Executive should be asked to offer.
as a matter of urgency, satisfactory housing to any family with infants
living in accommodation which is statutorily unfit. It should also
be asked to consider the need for providing more homes suitable for
large families. (3.36).

(6) A senior teacher who is interested in health education should be
designated in each school to co-ordinate the health education pro-

gramme. (4.17).

SERVICES

11.11 To reduce infant mortality and handicap comprehensive and effective
services are required. In some areas a better organisation of existing services
would do much to improve their effectiveness, whereas in others some expan-
sion is necessary. It is in the former area that much progress can be made at
minimal cost. Many of the recommendations put forward are really a guide
to good and efficient management and practice and are aiready in operation in
a number of places. They could be extended throughout Northern Ireland
with the help and co-operation of all concerned. We appreciate the problems
relating to manpower and facilities which sometimes prevent the services being
organised to meet the full needs of patients in the best possible way. How-
ever if management and staff at every level critically review their existing
arrangements important and relatively inexpensive progress would be made
in providing better services to people most in need, resulting in reduced infant
mortality and handicap.
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Priority Recommendations

(7) Staff should be helped to acquire a greater appreciation and more
sensitive awareness of their patients’ feelings and requirements. (6.19).

(8) A memorandum on good maternal and neonatal care should be
provided. (6.10).

(9) A comprehensive regional genetic advisory service should be
established. (5.13, 5.16, 5.19).

(10) Every effort should be made to encourage early diagnosis of preg-
nancy, early referral to and booking at hospital and adequate ante-
natal supervision of the patient. (6.2). ‘

(11) Steps should be taken to reduce considerably the time between
referral to hospital and examination at the antenatal clinic. (6.12).
(12) No high risk patient should be booked for confinement outside a con-

sultant maternity unit. (6.4).

(13) High risk diabetic patients should be referred to and be supervised
at the regional centre. (6.29).

(14) More clinical care at hospital antenatal clinics and in labour wards
should be given by skilled medical staff rather than by junior doctors
in training. (6.17, 7.12).

(15) All patients should have ready access to consultant obstetric care and
each general practitioner maternity unit should be situated in close
proximity to a consultant obstetric unit. (7.13).

(16) Resident or consultant paediatric cover should be provided for the
newborn infant in all maternity units. (7.26).

(17) Each rationalised maternity unit should have a properly equipped
special care baby unit staffed by skilled and experienced personnel.
(7.18).

(18) There should be a regional perinatal intensive care service, with a
flying squad and additional cots, to cover the Province. (7.23, 7.25).

(19) All infants should have a detailed examination by a doctor, prefer-
ably with paediatric or obstetric training, within the first ten days of
life. (5.22).

(20) {’Is‘hze S}Si'«:k infant should have early access to diagnosis and treatment.

(21) Each Health and Social Services Board should plan its services to
facilitate the early identification, supervision and, if necessary, treat-
ment of children at high risk of postneonatal morbidity or mortality.
(8.36).

(22) Continuing efforts should be made to increase and thereafter maintain
a high level of uptake of all recommended vaccines. (6.26, 8.41).

Other Major Recommendations

(23) Women in special need of family planning advice should be identified
and offered more positive help. The need for a domiciliary family
planning service should be examined and as a first step the feasibility
of running a pilot scheme in one district in Belfast should be investi-
gated. (4.23, 4.24).

(24) Urgent consideration should be given to introducing a voluntary
(*opting in”) antenatal screening programme for neural tube defects.
(5.21).

(25) In the long term there should be no maternity units in Northern
Ireland delivering less than 1,500 babies a year. In the short term
units with less than 1,000 deliveries a year should be phased out at an
early date except in very exceptional circumstances. (7.14).
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(26) More positive steps should be taken to ensure that home conditions
are as satisfactory as possible in all cases before the baby is discharged
to the care of its parents. In exceptional circumstances the powers
available under Section 164 of the Children and Young Persons Act
(Northern Ireland) 1968 should be used if necessary. (3.37).

(27) The home help service should recruit women, particularly those who
have had experience in running a home with young children, to assist
mothers who need domestic help on discharge from hospital. (8.31).

(28) Sick children should be admitted only to hospitals with satisfactory
medical and nursing paediatric cover. (8.43).

(29) Each hospital admitting children should have facilities for the isola-
tion of in-patients suspected of having infectious disease. (8.42).
(30) Assessment clinics should be provided in cach Health and Social

Services Board area. (8.40).

STAFFING AND TRAINING

11.12 Staffing accounts for at least 70% of expenditure in the health and
personal social services. Good care for pregnant women and infants, with
special attention being paid to those at high risk, requires the most effective
use of staff in post and, where necessary, the recruitment and training of
additional staff. It is wasteful of resources not to make the best use of skills
which already exist. for example midwives are not always engaged in the
practice of midwifery. Increases in staff numbers are limited by the shortage
of suitably qualified personnel and the training capacity of courses and so it
is unlikely that staffing targets will be reached for a number of years.

11.13 It is essential that the education programmes of staff in training and
of existing staff give them the specialised knowledge and training in appro-
priate skills to care for expectant mothers and children. In addition training
should give them an insight into the particular needs of these groups and
stress the importance of good communications and co-operation not only with
other staff but with the patients themselves.

Priority Recommendations

(31) Staffing in all medical, nursing, midwifery, health visiting and social
work grades should be adjusted to recommended levels particularly
in areas of special social need. (6.8, 8.34, 8.38, 8.43).

(32) The nursing and midwifery staffing requirements of different types of
maternity units, and working areas within such units, should be
examined in order to develop staffing guidelines more appropriate to
the needs of mothers and babies. (7.28).

(33) All trainee general practitioners should have some postgraduate
experience in obstetrics and paediatrics and if necessary further posts
should be created for training. All general practitioners on the
Obstetric List should undertake refresher courses at intervals during
their careers. (10.39).

(34) All obstetricians and paediatricians in training should have six
months experience in neonatology. (10.40, 10.42).

Other Major Recommendations

(35) Pre-service courses in health education should be provided for all
teachers and in-service courses introduced particularly designed to
train school co-ordinators. (4.17).

(36) Specific teaching in topics closely related to infant mortality and
handicap should be given as appropriate to stafl directly concerned
with this problem. (10.34).
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(37) The content of all basic qualifying social work courses should be
reviewed to ensure that they include teaching on the subject of infant
mortality and handicap. The availability of suitable specialised
courses for qualified staff should also be examined. (10.50).

(38) Encouragement should be given to the provision of more multi-
disciplinary training. (10.36).

(39) Further consideration should be given to the need for and feasibility
of establishing a number of joint teaching/service posts in nursing
and midwifery. (10.37).

(40) An assessment of accommodation and facilities provided for teaching
purposes should be carried out and early action taken to remedy
known deficits, particularly in the Belfast teaching hospitals. (10.35).

INFORMATION

11.14 The great difficulties we experienced in obtaining information about
many aspects in which we were interested confirmed the evidence received
about the inadequacy of the information services. Unless accurate, relevant
and easily understood information is available to clinical staff providing care
and to management staff responsible for resource allocation and organisation
of services then proper clinical audit and monitoring of activities cannot be
achieved. By providing such information, services will be improved and infant
mortality and handicap will be reduced. Many of our recommendations will
lead to improvements even in advance of the provision of a comprehensive
computer system. Reorganisation of the present information services should
include the standardisation of records and forms which will facilitate collec-
tion, assessment and distribution of information.

Priority Recommendations

(41) One person with appropriate skills, status and authority should be
designated by each Health and Social Services Board and by the
Department of Health and Social Services to examine. interpret and
disseminate relevant information to staff concerned with maternal and
child health care. (9.22).

(42) The introduction of a perinatal death certificate in Northern Ireland
should be urgently considered if indicated by the findings of the pilot
study at present being undertaken. (9.13).

(43) A confidential enquiry should be held into each perinatal death.

(7.29).

Other Major Recommendations
(44) A separate standardised hospital record for the newborn infant should
be introduced. (9.18).
(45) Maternity hospital activity analysis should be introduced in all
maternity units. (9.17).
(46) Research into the aetiology of prematurity and low birthweight
should be promoted. (6.32).
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THE WAY FORWARD

11.15 To bring about a reduction in infant mortality and handicap the
implementation of the many recommendations made in this Report will
require careful and continuous examination by all concerned. It is important
that the Report is not put aside and its contents forgotten shortly after publi-
cation. To ensure improvements a regular review of progress in implementing
at least the priority and other major recommendations will be necessary. We
would urge therefore that target dates be set for the implementation of each
recommendation, and progress be reviewed annually so that the momentum
will be maintained.

“There is so much to do, so many engrossing challenges, so many heari-
breaking and pressing needs, so much every day that is profoundly
interesting . ... .. "—Eleanor Roosevelt.
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APPENDIX 3

ORGANISATIONS AND INDIVIDUALS (Not Included in Appendix 1)
FROM WHOM COMMENTS WERE RECEIVED

ORGANISATIONS

Assistant Chief Administrative Nursing Officers (Community).

Area Supervisors of Midwives Group.

Association of Nurse Administrators.

British Dietetic Association (Ulster Branch).

British Medical Association (Northern Ireland Office).

Central Council for Education and Training in Social Work.

Church of Ireland.

Eastern Health and Social Services Board.

Health Visitors Association.

Joint Staffs Councils for the Health and Personal Social Services.

Northern Health and Social Services Board.

Northern Ireland Consumer Council.

Northern Ireland Council for Nurses and Midwives.

Northern Ireland Council for Orthopaedic Development.

MNorthern Ireland Council for Postgraduate Medical Education.

Morthern Ireland Housing Executive.

Northern Ireland Womens Rights Movement.

Presbyterian Church in Ireland.
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Roman Catholic Church.

Royal Belfast Hospital for Sick Children (Consultant Surgeons and Anaesthetists).

Royal College of Midwives (Northern Ireland Board).

Royal College of Nursing (Northern Ireland Board).

Southern Health and Social Services Board.

Special Advisory Committee to the Chief Medical Officer on Cardiology and
Cardiac Surgery.

Special Advisory Committee to the Chief Medical Offlicer on ENT Surgery.

Supplementary Benefits Commission.

The Queen’s University of Belfast.

Ulster Unionist Parliamentary Party.

‘Western Health and Social Services Board.

Womens Forum (Northern Ireland).

INDIVIDUALS

Mr. D. Alcorn (Community Worker).

Mr. V. E. Boston (Consultant Paediatric Surgeon).

Mr. 8. Brown (Consultant Paediatric Surgeon).

melﬁss?fl;;. J. Carré (Professor of Child Health, The Queen’s University of
elfast).

Miss E. J. Christie (Occupational Health Nursing Society).

Miss M. F. Cowan (District Nurse /Midwife).

Dr. S. F. Gibson (General Medical Practitioner).

Councillor K. Hornby (Bolton).

Miss A. Kelly (Health Visitor).

Mrs. M. Kerr (Rupert Stanley College).

Mrs. S. Lyons (Former Nurse).

Dr. J. R. McCluggage (General Medical Practitioner).

Mrs. A. McConville (Community Health Worker).

Miss B. McGrellis (Community Midwife).

Dr. J. M. McKelvey (General Medical Practitioner).

Dr. W. P. McMillin (General Medical Practitioner).

Dr. R. M. Shearer (General Medical Practitioner).

Dr. C. H. Stewart (General Medical Practitioner).
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APPENDIX 8

SOME OF THE MORE COMMONLY OCCURRING BIRTH
IMPAIRMENTS

CENTRAL NERVOUS SYSTEM

Anencephalus

Partial or complete absence of cranial vault with or without spina bifida. Brain
replaced by a mass of angiomatous and neural tissues covered by thin/incomplete
membrane. Invariably fatal.

Spina bifida

Takes two main forms. (a) Spina bifida occuLTa: defect in posterior wall of
spinal wall usually in lumbar region. No deleterious effect unless spinal cord
affected. (b) cystica: much more serious. Defect accompanied by protrusion of
spinal cord: (i) meningocele, in which meninges, containing cerebrospinal fluid,
protrude; (ii) meningomyclocele, in which the protruding sac contains spinal cord
and nerves. Latter accounts for 90 per cent of cases. Potential for surgical closure
of defect varies considerably as does the residual degree of impairment.

Hydrocephalus

Skull enlargement resulting from obstruction to the free flow of cerebrospinal
fluid : most often due to abnormalities of the aqueduct of the midbrain. Hydro-
cephalus frequently accompanies severe cases of spina bifida. Treatment may
involve use of unidirectional valves to by-pass cerebrospinal fluid.

CARDIOVASCULAR SYSTEM

Incomplete development or structural abnormalities which may take a variety of
forms, such as defects of the valves of the heart, the heart lying on the right side
of the thorax instead of the left, patent ductus arteriosus (failure of foetal blood
vessel to cease functioning after birth), a defect in the septum separating the
chambers of the heart, or coarctation of the aorta (a narrowing of the aorta—the
large vessel whli-:h opens out of the left ventricle of the heart and carries blood to
all the body—in the vicinity of the insertion of the ductus arteriosus). Surgical
treatment has become increasingly successful in correcting many heart defects.

SKELETAL SYSTEM

Congenital dislocation of the hip

Hip dislocates at birth. May arise from imbalance between the physical pressure
on the foetus and the resistance of the joints to this force. Short period of splint-
ing during infancy may facilitate development of normal hip later in childhood.

When cpn is not recognised until one year after birth, treatment less successful
(Harold 1977) with residual limp.

Club foot (talipes equinovarus)

Deformities of the foot. T. equinus (permanent extension of the foot so that only
the ball rests on the ground) is commonly combined with t. varus (inversion of the
foot, the outer side of the sole only touching the ground) and often associated
with t. cavus (an exaggeration of the normal arch of the foot). May be accom-
panied by dislocation of hip. Fewer than two-thirds are cured without treatment.
involving stretching and strapping, splinting, manipulation and serial plaster casts.

Cleft lip and primary palate

Unilateral or bilateral clefts of the lip with or without an associated cleft of the
palate. Together account for 60 per cent of all cleft cases. Other congenital mal-
formations in 50 per cent of cases. Boys more commonly afiected than girls and
the more severe the defect the greater the male preponderance. One-third of cases
have clefts of lip only: two-thirds have clefts of lip as well as palate,
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Cleft secondary palaie )
Clefts of palate only. Account for 40 per cent of all cases. Sometimes accom-
panied by other defects, mental retardation. Lip surgery is usually undertaken at

three months of age and palatial closure performed shortly before or after the
first birthday.

Down's Syndrome (Mongolism)

Varying degrees of mental handicap resulting from the presence of an extra
chromosome. Affected people are often small in stature with small head, nose
and mouth and eyes slanting upwards laterally. Increased susceptibility to infec-
tions and other malformations, e.g. heart defects, may be present. Much more
common in children born to older women.

Cerebral Palsy

A disorder of movement and posture resulting from damage or failure of normal
development in a small part of the brain. Extreme variations in extent to which
individuals are affected. Sometimes the damage involves cther parts of the brain,
leading to deafness and difficulties of perception. Casual factors at work during
pregnancy, or brain damage may occur during birth.

(Office of Health Economics, 1978)
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APPENDIX 9

CONGENITAL MALFORMATIONS AND GENETIC DISEASE IN
NORTHERN IRELAND PER 1,000 TOTAL BIRTHS

Genic DISORDERS
Dominants such as polycystic kidneys, neurofibromatosis.

Huntington's chorea oS

Autosomal recessives such as cystic fibrosis, phenylketonuria 2.1

X-linked conditions such as muscular dystrophy 0.4
12.0

CHROMOSOMAL ABNORMALITIES

Down’s Syndrome (mongolism) 1)

Other autosomal anomalies 0.3

Sex chromosomal abnormalities 2.0
4.0

MULTIFACTORIAL ABNORMALITIES

Central Nervous System

Anencephalus 20

Spina Bifida 39

Hydrocephalus 1.0

Other Central Nervous System Malformations 1.0
8.4

Skeleton

Dislocation of hip 1.5

Talipes 4.6

Reduction deformities 1.0
7.1

Hearr

Cardiac malformations 6.5

Face

Cleft lip + palate 1.8

Eye and ear malformations 0.5
2.3

Genitourinary

Hypospadias 1.7

Toraw (All children with lethal and potentially handicapping

conditions) 42.0

(Nevin, 1980)
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APPENDIX 13

HOSPITAL MEDICAL STAFFING IN CERTAIN SPECIALTIES AT
30th SEPTEMBER, 1979

Senior
Specialty | Consultant |  Medical Registrar/ Senior House
l | Assistant ‘ Registrar Officer
T |
! Est. In Post fn Post | Est. In Post | Esi. In Post
| .
Obstetrics | [
and
Gynaecology |
Eastern 22 19 | = | 15 15(3) 35 34
Includes i
6 JjA's ,
Northern T 7 4 41 10 9
Southern 6 5 - 5 62 | 9 9
(1 Super-
numerary
post)
Western 5 5 ! ‘ 3 (1) 6 T
Paediatrics !
14 10* — il Bi6) 18 20
Eastern Includes ' {2 in lieu
6 J/A's of
| Registrars)
2 - - =14 1
Marthern |
Southern 3 2 : | A I 2 2
Western 2 2 i - | 1 i 3 i
e o e e 1 - i__ Fvee S
Paediatric . !
Surgery . .
Eastern 3 : ! 3 3 5 5
) .

There are no posts in Paediatric Surgery outside Belfast (Regional Specialty).

JJA—IJoint Appointment between Q.U.B. and Eastern Board. Medical Assistant posis
are personal to the holder and there is no establishment as such.

(—) Figures in brackets show number of Senior Registrars in post.
* 1 Consultant does 2 sessions at Movle Hospital (Northern Board).
* 1 Consultant does 1 session at Waveney Hospital (Northern Board).
** ] in lieu of Medical Assistant on Sick Leave.
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APPENDIX 15

EEEEEEEE

BELFAST URBAN AREA
Areas of Special Need

lArgas of Special Social Need, 1977
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Ward Mo, Ward Name Ward No. Ward MName
(Map) (Map)
Newtownabbey District Council 53 Stranmillis
1 Rostulla 54 Rosetta
2 Jordanstown 55 Ballynafeigh
3 Monkstown 56 Ormeau
4 Cloughfern 57 Willowfield
5 Carnmoney 58 Orangefield
7 Ballyhenry 60 The Mount
8 Mossgrove/Mallusk 61 Ballymacarrett
9 Glengormley 62 Island
10 Bradan 63 Sydenham
11 Hopefield 64 Belmont
12 Whitehouse 65 Ballyhackamore
13 Whitewell 66 Shandon
14 Dunanney 67 Stormont
e %'Ell:ﬂhh}’ North Down District Council
68 Loughview
Belfast District Council 69 Holywood Demesne
17 Bellevue 70 Holywood Priory
18 Castleview 71 Cultra/Craigavad
19 Fortwilliam
20 Cavehill Castlereagh District Council
21 Ballysillian 72 Dundonald
22  Legoniel 73 Carrowreagh
23 Ballygomartin 74 Enler
24 Ardoyne 75 Ballyhanwood
25 Cliftonville 76 Tullycarnet
26 Grove 77 Gilnahirk
27 Duncairn 78 Lower Braniel
28 New Lodge 79 Upper Branicl
29 Crumlin 80 Lisnasharragh
0 Court 81 Downshire
31  Shankill 82 Wrynchurch
32 Woodvale 83 Cregagh
33 Highfield 84 Hillfoot
34 Clonard 85 Four Winds
35 North Howard 86 Newtownbreda
36 Falls 87 Beechill
37 Central 88 Minnowburn
38 Cromac : Ao
30 St. George's Lisburn District Council
40 Grosvenor 89  Seymour Hill
41 St. James 90 Dunmurry
42 Whiterock 91 Collin
43 Milltown 92 Derriaghy
44 Andersonstown 93 Lambeg
45 Suffolk 94 Magheralave
46 Ladybrook 95 Lisnagarvey
47 Finaghy 96 Tullyrusk/Knockmore
48 Upper Malone 97 Tonagh
49 Malone 98 Old Warren
50 Donegall 99 Lagan Valley
51 Windsor 100 Blaris/Hillhall
52 University 101 Hilden

ASSN STUDY AREAS — KEY TO MAP
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APPENDIX 16
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APPENDIX 19

CHILDREN BORN IN NORTHERN IRELAND IN 1974 AND 1975 WHO
COMPLETED A PRIMARY COURSE OF IMMUNISATION

|
i Percentage of Children
Year f Type of Immunisation Immunised
= L_ L e Y o
Diphtheria 1 66,9
Tetanus 67.1
1974
Poliomyelitis ! 67.1
Whooping Cough 398
Diphtheria 74.2
| Tetanus I 74.3
1975
| Poliomyelitis . 751
| |
| Whooping Cough | a9

Some children born after 1975 have not yet completed an immunisation course.

IMMUNISATIONS AGAINST RUBELLA 11-14 YEAR-OLDS
NORTHERN IRELAND 1974-79

i

| Approximate Female Population Percentage
Year Numbers ‘ Age 12 Years Immunised

- | | i - B L EREEE L B L . .

1974 8204 | 16,000 50
1975 11,231 | 16,500 70
1976 10,085 | 16,500 61
1977 ; 10,486 i 17,000 60
1978 | 10,628 | 16,500 65
1979 12,013 | 16,700 72

(Department of Health and Social Services (Northern Ireland), Research and
Intelligence Unit, 1980).
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through booksellers

ISEN 0 337 07207 8




