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Foreword 
 

 
This Training Strategy is the first in a number of documents concerning  
training developed in response to the report “Best Health For Children”.  One 
of the key themes of “Best Health For Children” was the delivery of the 
evidence based screening programme for child health surveillance. 
 
Implementing this programme relies on having key staff with appropriate skills 
and training.  These skills also need to be regularly up-dated to ensure that 
new developments in research and practice are incorporated. 
 
In Ireland there has been little opportunity for professionals working in child 
health to avail of this training. 
 
This strategy, when implemented, will enable the implementation of a 
programme of screening and surveillance in Ireland, which compares 
favourably with best international practice. 
 
On behalf of the National Conjoint Child Health Committee, I would like to 
thank those that contributed to the development of the report for the hard work 
and commitment they have shown in improving the health of children in 
Ireland. 
 
 
Dr Sean Denyer 
Chairperson, National Conjoint Child Health Committee 
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EXECUTIVE SUMMARY 
 
 
 
1. The training programme in child health surveillance for PHNs and doctors needs to 

be standardised to enable delivery of a standardised screening programme. 
 
 
2. A National Training and Development Officer should be appointed and would have 

responsibility for developing the training programme and overseeing its 
implementation. 

 
 
3. Two regional trainers should be appointed in each health board with responsibility for 

arranging delivery of training locally. A “Training the Trainers” course will be 
facilitated by the National Training and Development Officer. 

 
 
4. Once the training programme is validated, accreditation by an appropriate academic 

institution will be sought. It may constitute a module as part requirement for a 
postgraduate qualification in Child Health. 

 
 
5. The delivery of the training programme should involve interactive and participatory 

methodologies.  
 
 
6.   Since the majority of topics to be included in the programme are common to both groups of 

professionals, doctors and PHNs may be trained together. This will further enhance the team 
approach advocated in “Best Health for Children”. 

 
 
7.   To ensure quality assurance and skills maintenance, a small number of PHNs should have 

responsibility for vision and audiology screening in schools. They should receive additional 
training in these areas 

 
 

8. A total of five working days are required to carry out initial training in all elements of the core-
screening programme.  Modules will be covered as follows: 
 

 - a programme of three working days’ duration is required to deliver training in 
developmental surveillance to all doctors and PHNs 
 
- a programme of one working day’s duration is required to deliver training vision screening 
to all doctors and PHNs 
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An additional vision screening training programme of five working days is required for PHNs 
who will have a specialised role in vision screening. 
 

 - a programme of one working day’s duration is required to deliver training in hearing 
screening to all doctors and PHNs. 
 
An additional audiology screening training programme of five working days is 
required for PHNs who will have a specialised role in hearing screening.  
 
 

9. There should be an ongoing review of the training needs of the doctors and PHNs 
involved.  

 
 
10. There should be a structure in place to facilitate update of the screening training          

for doctors and PHNs every 3 years. 
 
 
11. Training should include information regarding referral guidelines and locally agreed 

referral pathways. 
 
 
12  The screening process needs to be subject to regular audit. Quality indicators should 

be developed to establish the quality of the training. Outcome indicators are needed to 
test the effectiveness of the screening process. 

 
 
13. The co-ordination, monitoring and evaluation of the screening programme should be 

the responsibility of the Child Health Co-ordinators. 
 

  Page 5 



 
 

 

Introduction 
 
Background 
 
The report “Best Health for Children”, published in 1999 made many recommendations 
regarding changes in delivery of the child health services in the Republic of Ireland. 
The core programme for child health surveillance as outlined in the report (See 
Appendix 1) forms the hub of the initiative. Such a programme has many aims including 
the detection of defects, the formation of a relationship between health professionals and 
families and general health promotion. 
The goals of this programme are; 
 

 To ensure that all children have the opportunity to realise their full potential in terms 
of good health, well-being and development. 
 

 To identify remediable disorders at the earliest possible date and to treat them in a 
timely fashion. 

 
Any screening programme has potential to do both harm and good. If a screening 
programme is not supported by quality assurance, it should be stopped. Professional staff 
who contribute to screening activities must be adequately trained to ensure delivery of a 
high quality service. 
 
The report “Best Health for Children” highlighted the importance of and the need for 
training of Public Health Nurses (PHNs) and doctors involved in the delivery of child 
health services. It stated “There is little or no in-service training for all doctors and PHNs 
working in the child health services. This has serious implications for the quality of 
services and standardisation of practices. This lack of ongoing training may be a factor in 
the late detection of defects and the overall low yield of the services: it may also be 
contributing to the perceived low morale among the health professionals involved.” 
The report also recommends that general practitioners (GPs) may be contracted to carry 
out child health surveillance examinations. This would be dependant on the GP having 
the appropriate skills, training and continuing education for the task. 
 
The National Conjoint Child Health Committee, established by the Chief Executive 
Officers of the Health Boards to oversee implementation of the “Best Health for 
Children” initiative, considered that priority should be given to the issue of staff training. 
While it was acknowledged that a wide range of professionals would require training to 
ensure full implementation of the programme, it was agreed that PHNs and doctors 
directly involved in delivery of the core-screening programme should be targeted 
initially. To this end, a training sub-committee of the National Conjoint Child Health 
Committee was set up in January 2000. 
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Terms of reference  
 
Terms of reference were agreed as follows; 
      
• To identify training needs of doctors and PHNs involved in delivery of the core child 

health surveillance programme. 
• To develop appropriate programmes of training to meet these needs. 
• To facilitate implementation of these training programmes. 
• To arrange for process evaluation of the programmes six months post implementation 

of initial phase of training and to make necessary adjustments. 
• To put in place a system of on-going audit and development of programmes by Child 

Health Co-ordinators, under the direction of the National Conjoint Child Health 
Committee. 

 
Membership of the training sub-committee reflected geographical and professional 
representation. (See Appendix 2) 
 
 
Assessment of training needs 
In order to determine the precise training requirements of doctors and PHNs currently 
involved in delivery of the core child health surveillance programme, a questionnaire was 
developed and circulated to all Directors of Public Health Nursing and to all Senior Area 
Medical Officers in the country in February 2000. These managers were asked to 
estimate the numbers of their staff requiring training and to identify topics that needed to 
be covered in a training programme. 
Response Rate 
A response rate of 74% (DPHN) and 76% (SAMO) was achieved. (See Appendix 3). 
Numbers requiring training 
Having regard to staff movement, committee members were asked to confirm numbers of 
staff in each health board in these categories requiring training, in November 2000. (See 
Appendix 4). 
Curriculum Development 
Significant consensus was apparent regarding topics for inclusion in a training 
curriculum. (See Appendix 5) 
 
Based on the above, the training sub-committee decided that three working groups, 
formed by members of the sub-committee, should be established to develop curricula 
pertaining to; 
 
a) Developmental surveillance 
 
b) Audiology screening 
 
c) Vision screening. 
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Each working group was asked to address; 
 
1. Mode of delivery of training 
 
2. Training materials 
 
3. Duration of training 
 
4. Frequency of training 
 
 
They carried out this brief by literature review and extensive consultation with relevant 
experts and organisations. 
 
 
Training Model 
 
Having regard to health board structures, geographical spread, service commitments and 
numbers of staff to be trained, the committee considered that a “Training the Trainers” 
approach would be most appropriate to the needs of the initiative. Appointment of a 
National Training and Development Officer would facilitate programme planning and 
national training of regional trainers. These trainers would then be responsible for 
regional delivery of training in their respective health boards. 
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Training needs for developmental surveillance 
 
The report “Best Health for Children” describes a programme of ongoing surveillance of 
the child from birth to 12 years of age. (See Appendix 1) These activities will be carried 
out in a range of settings, including maternity hospitals, the child’s home, local health 
centres and in primary schools.  
 
At present, no structured training for doctors or PHNs is available in Ireland to meet the 
Core Child Health surveillance programme. Local groups have teachings sessions but 
these are not standardised. Some may have attended courses in the UK dealing with 
development, but they are not compulsory. 
 
As previously outlined, the training needs of doctors and PHNs involved in the delivery 
of the Core Child Health surveillance Programme were established. Topics identified 
were categorised into five general areas as follows: 
 
• Developmental 
• Medical 
• Orthopaedic 
• Health Education and Promotion 
• Behavioural 
 
These topics were further assigned as being appropriate to doctors or PHNs or both. Please see 
Appendix 5(b) for details. 
Since the majority of topics are common to both groups of professionals, doctors and PHNs may be 
trained together. This will further enhance the team approach advocated in “Best Health for 
Children”. 
A detailed curriculum was drawn up to cover these topics. (See Appendix 6) This curriculum is 
intended as a guide for development of the training programme. 
 
Mode of Delivery 
The course will be introduced by the regional trainer. 
All modules would have a short introduction in a lecture format. This would be followed 
by a problem based interactive approach. 
 
Training Materials 
Training materials would include computer facilities, video screening, cassettes, slides 
and use of standard charts. Many of these materials are commercially available and some 
may need to be adapted to cater for the needs of this particular professional group. 
Lecture notes would be provided on a take home information leaflet. 
Specific topics will require certain equipment, as follows : 
 
Developmental examination Videos would provide a very visual and stimulative form of 
education. Slides would also be of help. Interactive participation would be encouraged.  
Developmental equipment required for examinations would also be discussed. 
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Orthopaedics: A “hippy” model doll would be used with a view to practising hip 
examination in infants. 
 
Cardiac Examination: A tape cassette would be used to describe innocent murmurs. 
 
Growth: A model doll would be used to teach correct measurement of head 
circumference and centile charts would be used to teach plotting of growth progress. 
 
Dermatology: Slides would be of particular benefit. 
 
Health Promotion: Information leaflets for parents and for professionals. 
 
Knowledge and understanding of the importance of working within the agreed protocol. 
Agreed national guidelines and local referral pathways will also be covered. 
 
 
Duration of training 
 
Three days should be assigned to provide initial training in these areas. Topics would be 
allocated time as follows – 
 
1 full day -Developmental 
½ day - Orthopaedic 
½ day - Medical 
½ day - Health Education and Promotion 
½ day - Behavioural 
 
 
Frequency of training 
 
Since an evidence-based approach is pivotal to the Core Child Health surveillance 
programme, updating of training should be provided for Doctors and PHNs every 3 years. 
One day should be assigned to issues pertinent to developmental surveillance. 
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Training Needs for Screening for Hearing Defects  
 
The report “Best Health for Children” sets out an evidence-based programme for hearing 
screening. This recommends that a child should be screened at strategic points in his life 
in the child’s home, local health centre and primary school setting. (See Appendix 1). 
Universal neonatal hearing screening, performed either in the maternity hospital or 
community may be incorporated into the programme in the future, following 
recommendations of a soon to be established review committee. 
 
 
Current position re training for hearing screening 
 
Training in this field for PHNs has been provided by Sr. Lydia and Brother McGettrick 
on an “as required” basis. Training has also been supplied by NRB audiologists in some 
health boards. However up to this point training has not been standardised. Training of 
doctors in this area has been very haphazard. 
 
Currently, at a national level, there is no post-graduate training course in Audiology. 
There may be a need to re-instate such a diploma. This would facilitate the development 
of professional expertise who would be in a position to run specialist secondary referral 
centres for hearing testing. 
 
 
Training for Hearing Screening 
 
The report, “Best Health for Children” and experts consulted during the process advised 
that audiology screening should be carried out by a small number of adequately trained 
personnel as this would ensure maintenance of a high level of expertise. This is obviously 
of paramount importance in ensuring quality assurance. Currently, the practice varies 
around the country. In some health board areas, PHNs perform audiology screening along 
with their other duties on the district, whereas in other areas, specialist PHNs carry out all 
the audiology screening in their community care area. 
 
 
Types of Hearing Loss in Childhood 
 
Hearing loss in childhood may be broadly categorised into two groups, sensorineural 
hearing loss (SNHL) and Conductive Hearing Loss (CHL). Hearing loss may also be 
congenital (present from birth) or acquired (i.e. ‘acquired’ after birth). See Page 32 for 
glossary of terms. 
 
 
Curriculum 
 
All PHNs and doctors should receive training in hearing testing. The syllabus would 
include anatomy and physiology of the ear, basic physics in relation to hearing screening, 
normal speech and language development, Infant Distraction Test, performance and co-

  Page 11 



 
 

operation testing and general information re audiology, knowledge and understanding of 
the importance of working within the agreed protocol. 
Agreed national guidelines and local referral pathways will also be covered. 
 
Specialist PHNs only should receive training in performance and interpretation of 
audiology screening. 
 
 
Mode of Delivery 
 
The course should be delivered by a regional trainer who will have undergone training by 
an audiological scientist. 
 
 
Course Materials 
 
Slides and videos will be used. practical demonstrations of hearing testing will be given. 
 
 
Duration of training 
 
Initial basic training of all doctors and PHNs will require one day. 
Specialist PHNs will require five day’s additional training that will cover practical 
training in performance of audiology screening along with the topics included in the basic 
training module. 
 
 
Frequency of training 
 
Following initial training, all doctors and PHNs should receive updating in hearing 
screening every 3 years. 
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Training in Vision Screening 
 
Introduction 
 
“Best Health for Children” recommends that children be screened for visual defects at 
key stages during their childhood. These screening procedures may be carried out in the 
child’s home, in local health centres and in primary schools. (See Appendix 1) 
 
 
Current available training in Ireland 
 
Training varies around the country. Peer training "on the job" accounted for 60.3% of 
PHNs and 34.1% of AMOs in the ERHA survey. In some areas, new PHNs receive a 
short induction with an orthoptist and community ophthalmologist. A module on vision 
screening is included in public health nursing training courses organised in UCD and 
UCC. Local initiatives have been led by community ophthalmologists in some health 
board areas, e. g., Marie Houlihan, in the Midland Health Board, Richard O' Regan, in 
the North Eastern Health Board. 
 
 
Training Programme 
 
All PHNs and doctors should undergo theoretical and practical training in vision 
screening. They should have knowledge of the workings and limitations of all tests used, 
i.e. both theoretical and practical. As recommended in the “Best Health for Children” 
report, the ERHA report and by experts consulted, vision screening should be carried out 
only by a small number of PHNs specialising in this activity. 
 
 
Curriculum 
 
The syllabus for the general programme should include: 
 

 the development of normal vision including physiology and anatomy of the eye and 
visual pathways, 

 the significance of reduced vision, 
 the epidemiology of the target visual defects, 
 general principles of screening programmes, 
 the validity of vision screening tests 
 theoretical and practical training in history taking, 
 observation of visual behaviour, testing of eye movements, light reflection and 

(un)covertest. 
 knowledge and understanding of the importance of working within the agreed 

protocol. 
 agreed national guidelines and local referral pathways. 
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Specialist PHNs will also receive practical training in screening techniques using the 
Snellen and Sonksen-Silver tests. 
 
 
Mode of Delivery 
 
Training will include a combination of didactic presentations and interactive problem 
solving exercises. Specialist PHNs will also receive practical training in screening 
techniques using the Snellen and Sonksen-Silver tests. 
 
 
Training Materials 
 
Slides, Videos, “take home” lecture notes. 
Snellen and Sonksen-Silver tests –for specialist PHNs. 
 
 
Duration of Training 
 
Initial basic training of all doctors and PHNs will require one day. 
Specialist PHNs will require five days training which will cover practical training in 
performance of vision screening along with the topics included in the basic training 
module. 
 
 
Frequency of training 
 
Following initial training, all doctors and PHNs should receive updating in vision 
screening every 3 years. 
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SUMMARY OF RECOMMENDATIONS FROM WORKING GROUPS  
 

 The training programme needs to be standardised to enable delivery of a standardised 
screening programme. 

 
 The delivery of the training programme should involve interactive and participatory 

methodologies.  
 

 Since the majority of topics are common to both groups of professionals, doctors and 
PHNs may be trained together. This will further enhance the team approach 
advocated in “Best Health for Children”. 

 
 A total of five working days is required to carry out initial training in all elements of 

the core screening programme. Modules will be covered as follows; 
 
-A programme of three working days’ duration is required to deliver training in 
developmental surveillance to all doctors and PHNs. 
 
-A programme of one working day’s duration is required to deliver training in vision 
screening to all doctors and PHNs. 
 
An additional vision screening training programme of five working days is required for 
PHNs who will have a specialised role in vision screening.  
 
- A programme of one working day’s duration is required to deliver training in hearing 
screening to all doctors and PHNs.  
 
An additional audiology screening training programme of five working days is required 
for PHNs who will have a specialised role in hearing screening.  
 

 Each Health Board should consider putting in place a secondary referral audiology 
service. The purpose of this service would be to monitor those children with otitis 
media with effusion (OME) and provide reassurance and advice for those who have 
minor hearing difficulties and those who turn out to have essentially normal hearing. 
It would also act as a clearing house to reduce the numbers of children referred 
directly and inappropriately to ENT clinics. 

 
 Those who have received advanced training in audiological science should deliver the 

“Training the Trainers” courses in audiology. There may be a need to reinstate a 
postgraduate training course in audiology in the Republic of Ireland. 
 

 There should be an ongoing review of the training needs of the doctors and PHNs 
involved.  
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 There should be a structure in place to facilitate update of the screening training for 
doctors and PHNs every 3 years. 

 
 Training needs to include information regarding referral guidelines and locally agreed 

referral pathways. 
 

 The screening process needs to be subject to regular audit. Quality indicators should 
be developed to establish the quality of the training. Outcome indicators are needed to 
test the effectiveness of the screening process. 

 
 The co-ordination, monitoring and evaluation of the screening programme should be 

the responsibility of the child health co-ordinators. 
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Key Issues from Recommendations 
 

 The training programme needs to be standardised to enable delivery of a standardised 
screening programme.  
 

 
 The delivery of the training should be both theoretical and practical in application and 

should be based on a wide variety of participatory methodologies. The selection and 
training of the trainers needs to focus on the acquisition of these training skills. 

 
 

 The training needs of those receiving training should be assessed and planned for as 
part of an ongoing programme. 

 
 

 Five working days are required to carry out the core programme screening training. 
 

 
 Those who have specialised roles will require additional training in audiology 

screening and vision screening.  
 

 
 An update of training every 3 years is required for all those involved in the screening 

programme. 
 
 

 The quality of the training programme should be subject to ongoing evaluation. An 
evidence-based approach is advocated. The development of outcome indicators for 
the core programme should be considered while the training is being designed. 
 

 
 Once the training programme has been validated, consideration should be given to 

arranging accreditation from the relevant academic and professional bodies.  
 

 
 Co-ordination of child health at a national level and regional health board level as 

advocated by ‘Best Health for Children’ is necessary for the successful 
implementation of the core screening programme training. 
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Training Plan Proposal 
 
It is proposed that a National Training and Development Officer would be appointed to 
work with the National Conjoint Child Health Committee. The National Training and 
Development Officer would have responsibility for ; 
 
• Development of the training programme and overseeing its implementation. 

 
• Training regional trainers to deliver the programme. 

 
• Arrangement for process evaluation of the programme six months post 

implementation of initial phase of training. 
 

• Establishment of a system of on-going audit of training programmes by the Child 
Health Co-ordinators, under the direction of the National Conjoint Child Health 
Committee. 
 

• Development of training programmes in conjunction with the Child Health Co-
ordinators, under the direction of the National Conjoint Child Health Committee. 

 
 
The National Training and Development Officer will link in with the relevant training 
and development personnel already in place in the health boards. 
It is envisaged that the regional trainers will link with the Child Health Development 
Officers at health board level. 
 
The curriculum suggested in this report will act as a guide for training programme 
development. Detailed planning by the National Training and Development Officer in 
conjunction with the regional trainers will ensure development of a flexible and 
responsive but yet standardised programme. 
 
It is also envisaged that once the training is validated, it will be accredited by an 
academic institution and that it may constitute a module as part of the requirements for a 
postgraduate qualification in Child Health. 
 
This report specifically addresses training for doctors and PHNs but the broader training  
needs of the multi-disciplinary child health team also need to be assessed and planned for 
as part of the implementation process of “Best Health for Children”. 
 
A time frame and a recommended structure with costings are provided for year one. This 
costing does not take into account cost of replacement of staff undergoing training, which 
is crucial to the success of the training programme. It is anticipated that the same level of 
funding will be required for year two and three to address the ongoing training needs of 
the “Best Health For Children” programme. 
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Time Frame 
 
 
January - September 2001 
 

 Appointment of National Training and Development Officer. Training sub-
Committee of National Conjoint Child Health Committee and T & D Officer to 
devise training schedule for the national trainers in consultation with relevant experts 
and institutions. 

  
 National training of 20 Regional Trainers.  

(2 trainers per health board area) 
 
 

September 2001 - December 2001 
 

 Regional training of one-week duration per group delivered to groups of 10-12. It is 
planned to provide basic training for all doctors and PHNs by December 
2001.Training will be arranged at a later date for those who are unable to avail of 
training at this time. 

 
 
January 2002 - December 2002 
 

 Training of specialist nurses in vision screening and audiology. 
 

 Training of newly appointed staff and staff who have missed previous training 
opportunity. 

 
 Co-ordination of the release of staff to attend training and the provision of appropriate 

cover. 
 

 Ongoing assessment of training needs of child health teams at national and regional 
level. 
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ESTIMATED COSTS (YEAR 1) 2001 
 
The North Western Health Board will be allocated the funding to co-ordinate and 
administer the national training structure. 
 
National Structure and Costs 
 
Appointment of National Training and Development Officer   
Other costs for National Training and Development Officer   
Provision of national training for 20 trainers    
 (6 weeks per trainer)        £ 105,000 
 
 
The regional health boards will be allocated the funding to co-ordinate and administer the 
regional training structure 
 
 
Regional Structure and Costs 
 
Appointment/Secondment of 20 Trainers  
 (6months for first year) 
 
Other costs for regional trainers (clerical/accommodation)   
(£10,000 per trainer) 
 
Provision of regional training for training groups    
(£30,000 per health board to cover venue costs, lunches 
 and other refreshments, training materials etc.) 
   
Release of staff for training (to be negotiated locally)                  

    £ 850,000 
 
 
Total Costs (Year 1)                    £ 955,000 
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APPENDIX 1 
 

Content and Timing of Core Child Health Surveillance Programme 
 

Age  At 
Examination 

 
Content 

Topics For Health 
Education 

Professional 
Involved 

 
 History Examination   
Birth Family history. 

Pregnancy. 
Birth. 
Parental concerns. 
 

Full physical 
examination. 
Note particularly 
colour, respirations, 
birth marks, heart 
murmur, congenital 
dislocation of hip 
(CDH)*, testicular 
descent.  Inspect 
eyes, view red reflex. 
Guthrie test on day 5.  
Universal hearing 
screening.  
 

Cot death.  Feeding 
and nutrition.  
Vitamin K. 
Baby care. 
Sibling management. 
Crying and sleep 
problems. 
Transport in cars. 

Doctor – usually 
hospital doctor. 
Guthrie test usually 
carried out by 
hospital midwife or 
public health nurse 
(PHN) 
 

Within 48 hours of 
discharge. 

Parental concerns. External appearance.  
Note particularly  
colour, respirations, 
chest movements.  
Check for CDH. 

Nutrition and breast-
feeding.  Parental 
smoking. 
Accident prevention.  
Immunisation.  Post-
natal depression.  
Recognition of 
illness and what we 
do. 

PHN 
 

6 – 8 weeks Check history.  
Parental concerns, 
particularly relating 
to hearing and 
vision.  Refer as 
appropriate. 

Physical 
examination.  Weight 
and head 
circumference.  
Check for CDH, 
testicular descent. 

As at 10 – 14 days, 
particularly 
immunisation, 
weaning. 

Doctor – usually GP. 
 

3 months Parental concerns, 
particularly relating 
to hearing and 
vision.  Refer as 
appropriate. 

External appearance.  
Weight and head 
circumference if 
indicated by parental 
concern or 
appearance.  Check 
for CDH. 

As at 6 – 8 weeks. PHN 
 

7 – 9 months Parental concerns.  
Ask specifically 
about general health 
and development, 
vision and hearing. 

Weight and length as 
indicated or 
requested by parent.  
Check for CDH, and 
testicular descent.  
Observe visual 
behaviour and look 
for squint.  
Distraction test of 
hearing.  Where 
there are concerns, a 
full developmental 
examination should 
be carried out. 

Accident prevention, 
nutrition, iron 
deficiency, parental 
smoking, transport in 
cars, dental  
prophylaxis, 
developmental 
stimulation, sunburn. 

Doctor, usually 
AMO, and PHN 
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Age  At  Topics For Health Professional 
Examination Content Education Involved 

 
 History Examination   

 
 
 

18 – 24 months Parental concern.  
Ask specifically 
about vision, 
hearing, 
comprehension, 
behaviour.  Refer as 
appropriate. 
 
 

Height and gait. As at 7 – 9 months.  
Also, avoidance and 
management of 
behaviour problems. 

PHN 
 

3.25 – 3.5 years Ask about vision, 
squint, hearing, 
behaviour, language 
acquisition and 
development.  Refer 
as appropriate. 

Measure height and 
weight if indicated.  
Check for testicular 
descent only if not 
previously recorded.  
Refer to doctor for 
physical examination 
where indicated. 
 
 

Accidents, 
preparation for 
school, nutrition and 
dental care. 

PHN 
 

5 – 6 years (senior 
infants) 

Parental and teacher 
concerns.  Review 
pre-school records. 

Measure height and 
weight, and plot on 
chart.  Check visual 
acuity using Snellen 
chart.  Check hearing 
by “Sweep” test.  
Opportunity for 
general health check. 
 
 

As per SPHE 
Programme 

School nurse.  
School doctor-
advisory and 
secondary referral 
role 
Teacher – SPHE 
 

7  - 8 years (2nd 
Class) 

Parental and teacher 
concerns.  Review 
school health 
records. 

Check visual acuity.  
Measure growth if 
concern about child’s 
health or growth.  
Opportunity for 
general health check. 
 
 

As per SPHE 
programme. 

School nurse School 
doctor-advisory and 
secondary referral 
role 
Teacher – SPHE 
 

11 – 12 years (6th 
class) 

Parental and teacher 
concerns. Review 
health records 

Check visual acuity.  
Check colour vision.  
Opportunity for 
general health check. 

As per SPHE 
programme. 

School nurse School 
doctor-advisory and 
secondary referral 
role 
Teacher – SPHE 
 

 
 
 
 
* Congenital Dislocation of the hip is now known as Developmental Dysplasia of the hip. 
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APPENDIX 2 
 

MEMBERSHIP OF CORE PROGRAMME TRAINING SUB-
COMMITTEE - JANUARY 2000 

 
Ms. Sheila O’Malley, Director of Public Health Nursing, Northern Area Health Board, 
Eastern Regional Health Authority (Chairperson) 
 
Dr. Eleanor Carey, Area Medical Officer, South Western Area Health Board, Eastern 
Regional Health Authority (until May 2000) 
 
Dr. Mary Christie, Senior Area Medical Officer, South Eastern Health Board 
 
Dr. Margaret Cosgrove, Area Medical Officer, Midland Health Board 
 
Ms Caroline Cullen, National Child Health Co-ordinator 
 
Ms. Catherine Curry, Director of Public Health Nursing, North Eastern Health Board 
 
Dr. Sieneke Hakvoort, Area Medical Officer, Northern Area Health Board, Eastern 
Regional Health Authority  (since May 2000) 
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APPENDIX 3  
 
Analysis of Questionnaire to determine Training needs for delivery of Core Surveillance programme. 
 
Mar-00 

Health Board  No. C.C.A.'S No. S.A.M.O.'S* No.responses % response No. D.P.H.N. No. responses % response  
          

E.R.H.A.         10 10 8 80 10 7 70  
          
South-Eastern 3      3 2 66 3 1 33  
          

Southern         5 5 4 80 5 5 100  
          

Mid-western         3 3 3 100 3 3 100  
          

Western         3 3 3 100 3 3 100  
          
North-western 2      2 2 100 2 1 50  
          

North-eastern         3 3 1 33 3 2 66  
          

Midland         2 2 2 100 2 1 50  
          
          

Total 31 31 25 76 31 23 74  
  

         

        
 
*NB  Only Senior Area Medical Officers with a brief  for Child Health were invited to participate. 
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APPENDIX 4 
 
Core Child Health Surveillance Programme – Training Needs 
 
NUMBERS OF STAFF BY HEALTH BOARD *              November 2000 
 
 
Health Board 
 

Public Health Nurses SAMO / AMO’s 

ERHA 
 

358  56

Midland 
 

94  15

Midwest 
 

129  25

Southern 
 

180  31

Southeast 
 

145  23

Northeast 
 

110  17

Northwest 
 

120  14

Western 189  23
   
 
 
*Numbers reflect actual numbers of whole-time and part-time staff currently employed and not full staff complement 
  Percentage of PHNs specialising in vision or hearing screening varies from board to board. 
 

  Page 26 



 
 

 
 
APPENDIX 5(a) 
 

CORE SURVEILLANCE PROGRAMME-TOPICS FOR CURRICULUM 

The following list of topics has been identified by S.A.M.O. (25) respondents to 
questionnaire; 
 
Congenital dislocation of hip-19 
Vision and squints-23 
Heart murmurs-16 
U.D.T.-3 
Growth monitoring-7 
Speech development-11 
Audiology-18 
Minor orthopaedic problems-22 
Dermatology-4 
E.N.T.-3 
Motor assessment and dev. milestones-18 
Behavioural problems-14 
Nutrition-7 
Colour vision testing-1 
Report writing-1 
Training in computerisation of records-2 
Training in health promotion delivery-6 
Training in team building-1 
Neurological problems-6 
A.D.D.-2 
Dyspraxia and Dyslexia-3 
Training re evaluation-1 
Metabolic and endocrine disorders-1 
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Continued - Appendix 5(a) 

CORE SURVEILLANCE PROGRAMME-TOPICS FOR CURRICULUM 

 
The following list of topics has been identified by D.P.H.N. (23) respondents to 
questionnaire;  
 
Congenital dislocation of hip-19 
Vision and squints-13 
Heart murmurs-2 
U.D.T.-7 
Growth monitoring-11 
Speech development-9 
Audiology-17 
Minor orthopaedic problems-10 
Dermatology-6 
E.N.T.5 
Behavioural problems-11 
Nutrition-5 
Colour vision testing- 
Report writing-1 
Training in computerisation of records-1 
Training in health promotion delivery-6 
Training in team building- 
Neurological problems- 
A.D.D.-3 
Dyspraxia and Dyslexia- 
Contraindications to immunisation-1 
Screening for Post natal depression-3 
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APPENDIX 5 (B) 
 

Identification of training needs by professional grouping 
 

 
P – Public Health Nurse 
A – Area Medical Officer 
B – Both 

 
 

Development – 
Normal Developmental Delay (B) 
Speech and Language Delay (B) 
Dyslexia (B) 
Dysmorphology (B) 
Neurology (B) 
 
Medical – 
Heart murmurs (A) 
Growth – (B) 
Dermatology (B) 
Guthrie test (B) 
Undescended Testes (B) 
 
Orthopaedics – 
Developmental dysplasia of the hip (B) 
Minor orthopaedic problems (B) 
 
Health Education and Promotion – 
Vaccinations (B) 
Smoking (B) 
Breastfeeding(P) 
Cot deaths (B) 
Dental Care (B) 
Accident prevention  (non accidental injury) (B) 
Postnatal depression (B) 
 
Behavioural – 
Psychiatry (B) 
Psychology (B) 
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APPENDIX 6 
 
CURRICULUM -DEVELOPMENT SURVEILLANCE 
 
 
DEVELOPMENT – 
 
1. Normal developmental milestones  

- Birth 
- Six weeks 
- Nine months 
- Eighteen months 
- Three years 
- Four years 

 
2. Abnormal milestones 

- Dyspraxia/Dyslexia 
- Dysmorphology and associations 
- Cerebral Palsy 

 
ORTHOPAEDIC – 
 
• Dysplasia of hip 
• Talipes 
• Inturning of feet and bow legs 
• Flat feet 
• Scoliosis 
 
MEDICAL – 
 
• Innocent heart murmur 
• Growth   

-  height, weight, head circumference 
-  anterior fontanelle, posterior fontanelle sizes 
- centile charts 

• Dermatology  
- Birth marks, strawberry birth marks, Mongolian blue spots 
- Eczema, cradle cap, seborrhoeic dermatitis 
- Viral rashes 
- Sunburn 
- Thrush 
- Scabies 

• Guthrie test – information on each condition screened for. 
• Undescended testes – Questions in relation to – retractile testes – when to refer for 

surgery. 
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HEALTH EDUCATION AND PROMOTION – 
 
• Vaccinations (contra indications and what is not a contra indication) 
• Dental (overcrowding of teeth, braces, growth, nutrition, soothers. 
• Cot death ( positioning and counselling 
• Accident prevention ( accidental bruising 
• Poisoning 
• Cycle helmets and car seats 
• Fire crackers 
• Postnatal depression ( recognition 
• Smoking ( facts 
• Breast feeding ( ? Separate breast feeding course also) 

- Medicines that interfere with breast feeding 
- Weighing children pre and post feeds 

• Family planning include benefits 
 
 
BEHAVIOUR - 
 
• ADHD 
• Autism 
• Manipulative child (guidelines for management) 
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GLOSSARY OF TERMS  

Audiometrician 
 
This is a term for a person who has recognised training in the assessment of hearing. 
Training usually consists of a six months technician’s course. The term audiometrician is 
regarded as an ‘old term’. Audiometricians assess older children and are not qualified to 
assess pre-school children. 
 
Audiologist 
 
This is a general term for a person who performs audiological tests. It does not infer what 
type of training the person has received. 
 
Audiological Scientist 
 
This term refers to a person with specific postgraduate qualifications in audiology i.e. 
either a Masters or Diploma Qualification in audiology. They can test both pre-school 
and older children’s hearing (or adults) and can evaluate appropriate hearing aids. 

Conductive hearing loss (CHL) 

Conductive hearing loss is related to middle ear pathology.  This is commonly due to 
secretary otitis media, now most commonly known as otitis media with effusion/"Glue 
Ear" (OME). 

 
Distraction test or Infant Distraction test (IDT) 
 
This is a behavioural test of hearing, that depends on the developmental maturity of the 
infant to turn and locate to the source of quiet sounds. It requires two trained staff 
members, some distraction toys and a quiet environment to administer. Ideally, it is 
performed at 7-9 months but it may be employed with increasing difficulty up to the age 
of 18 months. 
 
Otitis Media with Effusion (OME) 
 
This is now the preferred term for secretory otitis media or ‘glue ear’. It may be acute or 
chronic. It is the presence of fluid in the middle ear cavity when the eustachian tube 
(which has a ventilatory function) fails to operate. 
 
 
 

  Page 32 



 
 

Sensorineural hearing loss (SNHL) 
 
SNHL is caused by a lesion in the cochlea or the auditory nerve and its central 
connections.  It may be unilateral or bilateral.  In the absence of appropriate intervention 
children with SNHL suffer impairment of language acquisition. 
 
‘Sweep’ test of hearing 
 
This hearing test consists of a modified pure tone audiogram. Essentially, the child is 
asked to indicate when he/she hears beeps at different frequency and decibel levels.  
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