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Child health statistical review, 1996

Mary Jane Platt, P 0 D Pharoah

This is the fifth in a series of reviews of statis-
tics about the health of children. The infor-
mation is drawn, in the main, from routine data
sources. In this review, data on mortality and
morbidity are presented alongside measures of
social achievement including poverty and
educational indicators. Low educational
achievement and poverty are not only associ-
ated with childhood morbidity and mortality,
but predispose towards illness in adulthood
and premature mortality.
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Demography
The estimated mid-year population of the UK
in 1994 was 58 395 000 persons, of whom
approximately 6.6% were aged less than 5 years
old, and a further 14% were aged 5-15 years.'
Table 1 shows the population and number of
births in the UK and its constituent countries
for 1994, and the crude birth and general
fertility rates. The 1994 crude birth rate was

12.6/1000 and the crude death rate was

10.7/1000, giving an annual population growth
rate of 2.2/1000. In 1994, the population ofthe
UK increased further as a result of immigra-
tion, with approximately 74 000 people moving
here; 36 000 of the immigrants were aged
under 15 years.'
The crude birth and general fertility rates for

England and Wales have continued the de-
clined observed in these rates since 1990. The
proportion of illegitimate births continues to
rise, with 32.4% of all live births in England
and Wales in 1994 occurring outside marriage,
and a further 2.8% occurring within marriage,
but conceived before marriage. In Scotland,
the rate is lower at 31.2/1000 live births occur-

ring outside marriage.2 The male:female ratio
at birth remains constant at about 1055 boys
for every 1000 girls.'

Table 2 is an international comparison of the
total period fertility rates for 1992 for 13 coun-
tries. The total period fertility rate is the

Table 1 Birth statistics for the constituent countries of UK, 1994

Generalfertility rate (per
Population No of live births Crude birth rate (per 1000 women aged 15-44

Country (thousands) (thousands) 1000 population) years)

UK 58395 750.7 12.9 61.6
Great Britain 56753 726.4 12.8 61.4
England 48707 629.0 13.0 61.9
Scotland 5132 61.7 12.0 56.0
Wales 2913 35.4 12.2 61.6
Northern 1642 24.3 14.9 68.5

Ireland

Source: Office of National Statistics' and GROS'.

average number of children that would be born
per woman if women experienced the age spe-
cific fertility rates of 1992 throughout their
childbearing years. In England and Wales in
1994, this had fallen to 1.75, lower than that
seen in the USA and Australia, but among the
highest in Europe.3

In 1993, there were 7243 conceptions in
young girls under age 16, a rate of 8.1/1000
girls 13-15 years, and the lowest rate for 10
years. Fifty two per cent (3771) of these preg-
nancies were terminated by abortion.3
The mean age of women at birth of the first

child has risen over the last 10 years from 24.7
years in 1984 to 26.5 years in 1994. This shift
in age at first birth is reflected in fig 1 which
shows the age components of total period
fertility, and how this has changed over time.
Women aged 30 years and older are increas-
ingly more likely to have babies while younger
women, aged less than 24 years, are delaying
childbirth.3

LIFE EXPECTANCY
Life expectancy at all ages continues to
improve for both males and females. Children
born in 1993 can expect to survive to age 73.8
years (boys) and to age 79.1 years (girls). Simi-
larly, at age 5, boys can expect to live for a fur-
ther 69.4 years and girls for a further 74.6
years.'

Mortality
INFANT MORTALITY
Perinatal, infant, and childhood mortality rates
continue to fall. Table 3 shows the perinatal,
neonatal, and infant death rates in 1994 for the
UK and its constituent countries. There were

Table 2 International comparison of total periodfertility
rates, 1992

Country Total periodfertility rate

Sweden 2.09
USA 2.07
Irish Republic 2.02P
Australia 1.90
England and Wales 1.80
Denmark 1.76
France 1.73
Canada 1.71
Netherlands 1.59
Belgium 1.56
West Germany 1.40E
Italy 1.33
Spain 1.23

P = provisional, E = estimate. Source: Office of National Statis-
tiCS.3
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Table 3 Infant death statistics for the constituent countries of UK, 1994

Infant mortality (per Neonatal mortality (per Perinatal mortality (per
Country 1000 live births) 1000 live births) 1000 total births)

UK 6.2 4.1 8.9
England 6.1 4.1 8.8
Scotland 6.2 4.0 9.0
Wales 6.1 4.1 9.2

Source: Office of National Statistics.'

Age in years:
-+- <20
-in- 20-24
-*- 25-29
-0- 30-34
.-*- >35

I p

times more likely to die. Very low birth weight
acts both directly and indirectly as a risk factor
for infant death; whereas over 50% (1380/
2720) infants who die in the first month of life
have immaturity related conditions as the
underlying cause of death, among infants over
1 month of age, only 9% (115/1322) of deaths
are ascribed to immaturity, the remaining
excess being ascribed to congenital malforma-
tions and sudden infant death, both more
common among infants of low birth weight.4
The incidence of sudden infant death syn-
drome is declining as shown in fig 3. The cycli-
cal seasonal pattern remains, but the absolute
incidence is declining and this decline coin-
cides with the introduction of the 'back to
sleep' campaign.'

Figure 4 compares international infant
mortality rates. These range widely from
4/1000 in Japan and Taiwan, through 6-8/1000
in Western Europe, Australia, and North
America, to much higher rates in countries
such as Brazil (50/1000), Turkey (62/1000),
and Pakistan (88/1000). However, these figures
should be interpreted with caution as the
recording systems for infant death vary be-
tween countries.

.1 CHILD MORTALITY

The risk of death among older children is sub-
o stantially less than the risk in infancy. The

Years continues to decline, with a death rate of
71 Componentsofperiodfertilityrates,EnglandandWales,1984-94.Source:Office 3/10 000 in both boys and girls. The major
tional Statistics.' causes of death in this age group are injuries

3816 stillbirths in England and Wales in 1994, and poisonings (20%), congenital malforma-
a rate of 5.7/1000 total births (live and still), tions (15%), neoplasms (10%), respiratory
the same as in 1993. The male:female ratio system problems (10%), and neurological sys-
among stillborn babies is 1143 boys/lOO girls, tem problems (10%). Among older children
higher than that seen among live births.3 SCot- (age 5-14 years), a gender differential is seen,hihr tha thatsee amn liv*births. with the death rate in boys of 2/10 000 beingland had a slightly higher stillbirth rate in 1994l, w do00b
of 6.1/1000 total births.2 double that of girls ofthe same age (1/10 000).'of6* r /1 00 toaits The major cause of death in this age group iSThe infant mortality rate for England and T m c
Wales fell to 6.1/1000 live births in 1994 4 attributed to injuries and poisonings, account-Tables 4lshow.s e birth s in fan. ing for 35% of deaths in boys (with motor
Table4shows the birthweight specific infan vehicle traffic accidents responsible for 56% of

mortality for 1994. Figure 2 shows the weight these), and 25% of deaths of girls.'
1nn1r .els 1~~2A-n ^gm thx Inct ANspecinc neonarai moriaiiry ra-Ee oevr mec iasE -iv

years. Based on the 1994 figures, and com-
pared with infants weighing 3000 g or more at
birth, an infant of less than 1500 g is over 100
times more likely to be stillborn, or die within
the first month of life. This risk differential
declines in later infancy and during the post
neonatal period, such small infants are only 25

Table 4 Birthweight specific infant mortality, England and Wales, 1994

Perinatal Neonatal Post-neonatal Infant
Birth weight (g) Stillbirth rate mortality rate* mortality ratet mortality ratet mortality ratet

< 1500 186.4 310.6 187.5 32.6 220.1
1500-1999 41.5 55.2 18.5 9.8 28.3
2000-2499 14.3 18.1 5.7 4.5 10.1
2500-2999 4.1 5.5 2.0 2.6 4.6
3000-3499 1.7 2.4 1.0 1.4 2.4
> 3500 1.3 2.0 0.9 0.9 1.8
Weight not 8.8 26.2 19.8 2.2 22.0

stated
Total 5.7 8.9 4.1 2.0 6.1

* Stillbirths and perinatal mortality per 1000 total births (live and stillbirths).
t Neonatal, posmeonatal, and infant mortality per 1000 live births.
Source: Office of Population Censuses and Surveys.4

Morbidity
INFECTIOUS DISEASE

In the year 1994-5, 92% of infants completed
their primary courses for immunisation in
diphtheria, tetanus, and polio by their first
birthday, with 91% of infants completing the
course in pertussis (whooping cough) and 90%
in Haemophilus influenzae b. By their second
birthday, 91% had also completed their immu-
nisation programme against measles, mumps,

and rubella.7
Table 5 describes the notification rate for the

common infectious diseases now immunised
against within the first 15 months of life, for
England and Wales for 1994. Whereas the
number of notifications for rubella and pertus-
sis have fallen this year, the number for measles
and mumps have risen. The rise in measles
from 9612 notifications in 1993 to 16 375 in

0.7 r

0.6 _

a) 0.5

.4- 0.4
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x, 0.3
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Figure 2 Birthweight specific neonatal mortality rates, England and Wales, 1963-91.
Source: Office ofPopulation Censuses and Surveys.

3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4
1991 1992 1993 1994

Year
Figure 3 Sudden infant death rate by quarter of occurrence, England and Wales, 1990-4.
Source: Office ofPopulation Censuses and Surveys.'
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Figure 4 International comparison of infant mortality rates (1991 data).

1994 is the highest since 1989. However, cases
of measles notified are now routinely con-

Table 5 Notification of infectious diseases for children
under 15 years

Age group (years) Measles Pertussis Rubella Mumps

< 1
< 3 months 76 122
3-5 months 242 109 207 5
6-8 months 583 61
9-11 months 764 39

1 360 47 134 15
2 145 53 63 20
3 125 56 59 25
4 107 50 36 29
5 111 49 51 24
6 94 49 43 22
7 75 41 33 18
8 72 32 28 14
9 73 27 23 13
10-14 104 11 16 11

Source: Office of National Statistics.8

firmed by serological examination, and this
showed that in 1994, only about 9.5% of the
2660 children aged 3-12 months notified as
having measles infection had serological evi-
dence of infection.8
The other infectious disease that makes an

important contribution to the morbidity and
mortality of children is meningitis, with 1102
cases reported in children under the age of 15
years. The organisms identified as responsible
for the infection among children 0-5 years of
age are shown in fig 5, with over 50% of the
cases due to Neisseria meningitidis.8

SPEECH AND LANGUAGE SERVICES
Demands for speech and language services has
risen steadily over the last five years, from
2 658 300 face-to-face contacts in 1990-1 to
3 344 900 in 1994-5.9 The average number of
face-to-face contacts per initial contact gives an
indication of the duration of treatment, in
1994-5 it was 11. Not all these contacts were
for children, but 25% of them took place on
educational premises. Figure 6 shows the serv-
ice utilisation by age and sex of young people
under 16 years of age. At all ages, the rate
among boys is double that in girls of the same
age.9

CONGENITAL MALFORMATIONS
The reported rate of congenital malformations
in 1993 was 84.9/10 000 births. This shows a
small fall from 1992 and continues the decline
observed over recent years. This decline prob-
ably does not reflect a fall in the birth
prevalence of congenital malformations seen,
but changes in the monitoring system intro-
duced in 1990.'0 The current monitoring
scheme (to be renamed the National Congeni-
tal Anomaly System, from 1996), provides the
most extensive national data on the prevalence
of congenital malformations, but it is a
voluntary scheme, and covers only those
malformations identified within 10 days of
birth. Some malformations will therefore
inevitable be missed by this system, notably
cardiovascular malformations.'0
The commonest malformations notified

were deformities of the feet (9.5/10 000 total
births), hypospadias (8.1/10 000), polydactyly
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Other Coxsackie
bacteria 5%

Escherichia 7% Echovirus
coli 5% Haemophilus

Other viruses influenzae 4%
0% Herpes simplex

1%

Streptococcus
pneumoniae j

19%

Listeria monocytogenes
1%

Staphylococcus sp
2% Neisseria meningitidis

52%

Figure 5 Organisms associated with meningitis among children age 0-5 years, England
and Wales, 1994. Source: Office ofNational Statistics.8

[II Males
M Females

0-2 3-4 10-15

Age group (years)

Figure 6 Initial contact rates for speech and language therapy services, England and
Wales, 1994-5. Source: Department ofHealth.9

Table 6 Prevalence of notified congential malformations
by maternal age, England and Wales, 1993

Prevalence of reported malformations (per
Maternal age (years) 10000 total births)

< 20 83.9
20-24 88.6
25-29 79.6
30-34 82.9
35-39 88.2
40-44 126.0
Total 84.9

Source: Office of National Statistics.'0

(6.8/10 000), and cleft lip (6.5/10 000). The
prevalence of Down's syndrome was 4.6/
10 000 total births. Among the 5750 infants
notified, 761 had more than one malformation
identified. As may be expected, the prevalence
of congenital malformations declines with
increasing birth weight from 192.8/10 000
infants weighing under 1000 g to 70.3/10 000
infants weighing 3500 g or more. Table 6 shows
there is no significant trend in the notification
of congenital malformations among women
under aged 40 years, but older women (age
40-44 years) are 50% more likely to have an

infant with a congenital malformation than the
general population.'"
The Office of Population Censuses and Sur-

veys (OPCS, since April 1996, the Office for
National Statistics) congenital malformation
monitoring scheme has recently been reviewed
by a working party, its made several recom-

mendations in their report on ways to increase
ascertainment, and thus provide a more
complete database of serious congenital
abnormalities."

DISABILITY
The prevalence of disability among children is
not measured regularly at a national level,
therefore it is not possible to monitor trends.
The most recent comprehensive survey of dis-
ability among children was performed in 1985
by the OPCS.'2 This survey estimated that
there were 360 000 children under the age of
16 years with one or more disabilities, a preva-
lence of 32/1000. Ten per cent of the identified
children were profoundly disabled, totally
dependent for all their needs. Figure 7
illustrates the age specific prevalence for the
different categories of disability, and shows that
behaviour problems are the greatest cause of
disability among children in all age groups.'2

DENTAL HEALTH
The national diet and nutrition survey of chil-
dren aged 1.5-4.5 years investigated the dental
health of a representative sample of British
preschool children, and included a dental
examination and interview. The interview cov-
ered topics such as visits to the dentist,
toothbrushing, feeding habits, and social and
economic data.'3

Sixteen per cent of the sample had active
decay on examination, with a further 2% of
children having had teeth filled and another
2% with missing teeth due to decay. Figure 8
illustrates the regional and age variation in
these figures. Children in Scotland, Wales, and
the north ofEngland experience almost double
the decay seen in children living in central and
southern England, with 40% of children in
Scotland and the north of England having
active decay by aged 4.5 years.'3

Fifty two per cent of the sample had been
seen and examined by a dentist, with very little
regional variation. This ranged between 24% at
ages 1.5-2.5 years, 51% at ages 2.5-3.5 years,
and 76% at ages 3.5-4.5 years. Ninety eight per
cent of the sample reported regularly tooth-
brushing, with 31% of the children brushing
their own teeth, and 55% reporting brushing
more than once a day.'3 Children who had their
teeth brushed more than once a day were 50%
less likely to have active decay (25% v 13%).
However, despite associations between dental
hygiene, dietary factors, and active decay,
social and economic factors (for example
receipt of income support or family credit) and
maternal education level were the most power-
ful predictors of active dental decay.'3
The British Association for the Study of

Community Dentistry (BASCD) carries out,
on a rolling programme, survey dental exami-
nations of children in the UK. The most
recently reported is the survey among 127 481
14 year old children, carried out in 1994-5.l4
The number of teeth with caries into dentine,
missing or filled teeth is recorded (D3MFT). In
the 1994-5 survey, 57.2% of 14 year olds
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Age in years:
[iI 0-4
= 4-9
1E 10-15

T Fig

Table 7 Percentage ofpupils reaching expected standards
by age and sex, 1994

Age (years) Subject Males Females

7 English
Handwriting 76 85
Reading 76 85
Spelling 65 77
Writing 61 74

Artithmetic 80 84
14 English 49 66

Mathematics 60 63
Science 64 63

Source: Central Statistical Office."7

Table 8 Percentage ofpupils achieving qualifications by
sex, 1993-4

Qualification No Males Females

GCSE (grade A-C)
-> 1 64 75

¢ 5 ormore 39 48
GCE 'A' level ¢ 1 21 23

>- 3 14 15

Source: Central Statistical Office."7

Disability type

Figure 7 Estimated prevalence of disability among children in Great Britain by type of
disability and age. Source: Hinds and Gregory. 3

Age in years:

F 1.5-2.5
2.5-3.5

3 3.5-4.5

a)
0)

(a
4-

a)

a)

Scotland North Central and London and
England south west south east

Wales

Figure 8 Percentage of children with active dental decay, by age and region of residence,
1993. Source: Pitts and Evans.'4

examined had some evidence of dental decay,
and the average D3MFT for the UK was 1.93,
a fall of 20% on the 1990-1 figure of 2.30.
However, there is marked regional variation, as

shown in fig 9, with young people in Scotland,
Northern Ireland, and the north west of
England experiencing D3MFT measures more

than 45% higher than the national average.

The survey also calculated a care index, the
percentage of D3MFT that are filled, indicat-
ing dental treatment for caries. This fell from
73% in 1990-1 to 59% in 1994-5, suggesting
that, alongside an overall fall in dental decay,
there was also a fall in the uptake of dental
treatment during this time.'4 However, as illus-
trated in fig 9, there is not a direct relationship
between the care index and D3MFT; while
Scotland, the Isle ofMan, and the North West-
ern region have a high D3MFT and a low care

index, Northern Ireland and Wales have a high
care index as well as a high D3MFT.'4

Social habits
SMOKING AMONG TEENAGERS
A reduction in smoking in young people was

specifically identified as a target in the national
health strategy for England, The Health of the
Nation (1992).25 The central monitoring unit
for these targets has shown that the prevalence
of regular smoking among girls attending
secondary school has remained at 1 1% for the
past 10 years (1983-93), although during the
same time, the smoking rate among boys of the
same age has declined from 11% to 8%.16
Unlike adults, there in no social class relation-
ship, and little regional variation with likeli-
hood of smoking among teenagers. White chil-
dren aged 9-15 years are more likely to smoke
regularly compared with children of Asian or

Afro-Caribbean origin (6% v 2%).

EDUCATIONAL ACHIEVEMENTS
Poor literacy and numeracy skills can handicap
a child for life. Table 7 shows the proportion of
pupils reaching expected standards by age and
sex, based on the results from nationwide
assessments,'7 and table 8 shows the qualifica-
tions achieved. Girls outperform boys at all
stages in all subject areas except science at age
14 years. Under 50% ofboys aged 14 years had
reached the age standard in English.

Several political points have recently been
made about this, and among the areas

highlighted as contributing to poor skills are

the lack of nursery school provision, class sizes,
and the proportion ofyoung people continuing
in education after age 15 years. Figure 10
shows the increase in the numbers of children
aged under 5 years attending school full or part
time, and demonstrates a large expansion in the
number of those under 5 attending both nurs-

ery and primary school on a part time basis.
The average class size has changed very little in
the last 15 years. The average number of pupils
in a class in a public sector primary school rose

from 26 in 1980-1 to 27 in 1990-1, and has
remained at this level this decade. In public
sector secondary schools, the average class size
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Figure 9 D3MTFand care indexforyoungpeople aged 141years, UKby region of
residence, BASCD survey 1994-S. Source: Pitts and Evans.4
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Figure 10 Children under S5years attending school, England and Wales, 1970-1 to

1994-S (PT = part time, FT =full time). Source: Central Statistical Offce.17
is smaller, and has remained at 22 for the whole
of this period. However, the proportion of pri-
mary school classes with 26 or more pupils has
risen from 58% in 1980-1 to 68% in 1993-4.
In contrast, the class sizes in secondary schools
has remained stable. The proportion of young
people aged 16-24 who are in full time educa-
tion has almost doubled in the last 15 years
from 15% in 1980-1 to 26% in 1993-4.'7

LONE PARENTS AND FAMILIES IN POVERTY
Twenty three per cent of all families with
dependent children in 1993 were lone parents,
21% lone mothers and the remainder lone
fathers. This represents a threefold increase in
the last 23 years as illustrated in fig 1.1' Lone
parent families with dependent children are
disadvantaged (table 9). They are more likely

*AII lone parent families
o Lone parent families with two or
more dependent children

A Lone parent families with
single dependent children

.C

I O '

E(A
a) c

.-a)

on

Co C
I Co

4-Qo0-
DCo

0~

1975 1979 1983 1987 1991 1994
Year

Figure 11 Proportion ofsingle parentfamilies with
dependent children, Great Britain, 1971-94. Source:
Bennett et al. 18

Table 9 Comparison ofhousing characteristics of lone
parents with dependent children, with otherfamilies, Great
Britain 1993-4

Lone Other
Housing characteristic parents families

Tenure (%)
Owner occupied 28 70
Council or housing association 56 19
rental

Central heating (%) 80 89
Persons/room
> 0.5 21 5
0.5-0.99 71 74
1-1.49 8 20
2 1.5 1 1

Source: Bennett et al l8

to live in overcrowded rented accommodation
without central heating.
Lone mothers are less likely to be in employ-

ment and have a lower household income.
Twenty three per cent of lone mothers with
children under 5 work full or part time,
compared with 51% of married mothers. Only
53% oflone mothers with children over 5 are in
employment, compared with 74% of married
mothers. Over the last 15 years, the proportion
of lone mothers in employment has declined,
from 47% to 40%, whereas the proportion of
married mothers in employment has increased
from 52% to 64%. Forty seven per cent of lone
mothers have a weekly gross household income
of less than £100, compared with only 4% of
married mothers. In contrast, 62% of families
with married mothers have a weekly gross
household income over £350.1'

Poverty remains an important predictor of
poor health among all ages. Children in lone
parent families are disadvantaged with respect
to housing and income when compared with
children of married parents, and this disadvan-
tage appears to be increasing, as a trend of
fewer lone mothers and more married mothers
in paid employment has been observed. Addi-
tionally the proportion of lone parent house-

I I~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
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holds are increasing, further increasing the
proportion of children in poverty."8

CHILDREN IN CARE OF THE LOCAL AUTHORITY
During the period 1981-93, there has been a
reduction in the proportion of children in the
care of local authorities, and a change in the
nature of the provision of this care.'7 Currently,
in England, Wales, and Northern Ireland
(1993 data), 4.6/1000 young people under the
age of 18 years are in the care of the local
authorities, a fall from 7.6/1000 in 1983. Sixty
one per cent of the 56 000 children in care in
1993 were in foster care, compared with 39%
(of 99 000) in 1981. In the main, this has been
as a result of a shift away from local authority
homes. In Scotland, in 1993 there were 12 000
children in care.'7

Thirty eight thousand children were on a
child protection register in England, Wales, and
Northern Ireland as at March 1994, with over
one third of boys and a quarter of girls being at
risk from physical abuse.'7

Summary
There is much evidence that the children born
in the last decade of the 20th century are
healthier and living longer than children born
earlier this century, and that children born too
small or too soon are now more likely to reach
adulthood than similar children born 10 or 20
years ago. Yet measures of social disadvantage
(poverty, underachievement in education, lone
parenthood) are increasing, putting this gen-

eration of children at higher risk of morbidity
later in life.
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