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мΦ {ǳƳƳŀǊȅ 
The aim of this report is to gain an understanding of the needs of children with Special Educational 
Needs and Disabilities in Halton to ensure local services are meeting the needs of the population and 
to identify any gaps in provision.  

 

According to the Children and Families Act 2014, a child has Special Educational Needs and 
5ƛǎŀōƛƭƛǘƛŜǎ ƛŦ άǘƘŜȅ ƘŀǾŜ ŀ ƭŜŀǊƴƛƴƎ ŘƛŦŦƛŎǳƭǘȅ ƻǊ ŘƛǎŀōƛƭƛǘȅΣ ǿƘƛŎƘ ǊŜǉǳƛǊŜǎ ǎǇŜŎƛŀƭ ŜŘǳŎŀǘƛƻƴŀƭ 
ǇǊƻǾƛǎƛƻƴ ǘƻ ōŜ ƳŀŘŜ ŦƻǊ ǘƘŜƳΦέ   

 

! Řƛǎŀōƛƭƛǘȅ Ŏŀƴ ōŜ ŘŜŦƛƴŜŘ ŀǎ ΨΧŀ ǇƘȅǎical or mental impairment which has a long-term and 
substantial adverse effect on their ability to carry out normal day-to-Řŀȅ ŀŎǘƛǾƛǘƛŜǎΩ ό9ǉǳŀƭƛǘƛŜǎ !ŎǘΣ 
2010).   

Research undertaken into the pattern of child disability suggests that there has been an increase in 

the number of disabled children.  This is especially so for those with complex needs and this increase 

is projected to continue, with improvements in medical technology as well as population changes 

being the drivers. 

1.2. Key Findings 

1. The rate of children with life limiting conditions is higher in Halton than for the North West 

and England. This appears to be due to improved medical technologies rather than an 

increase in incidence. Such children are more likely to need complex care packages and 

palliative care. 

2. An estimated 2,826 children and young people (0-24) live with a disability in Halton. It is 

estimated that the most prevalent areas of need are social emotional and mental health and 

communication. 

3. There are 1,320 DLA claimants aged 0-24 as at August 2016.  This is decrease of 100 

compared to November 2015; an increase of 340 since May 2013  

4. As at January 2016 there were 2,962 Halton children identified as having SEND.  The majority 

had SEND support level needs, 2,577, with 385 having a statement/Education and Health 

Care (EHC) plan.  Most of those in the latter category attend special schools. 

5. The percentage of pupils receiving SEND support is higher than the regional, statistical 

neighbours and national average but the percentage with a statement/EHC is slightly lower. 

These figures should be read in context; Halton schools and settings, in conjunction with 

Local Authority officers services and health, work proactively to develop innovative ways of 

supporting all school children & young people, without the need to place them into a set 

category within the graduated approach. Our Early Help policies and interventions will 

continue to become embedded within all areas of practice and this, along with the approach 

enshrined within the Code of Practice 2015, should ensure that there is a continuing 

reduction in the identification of SEND within existing classifications 

6. In Halton, as with the national prevalence, boys are more likely to have SEND than girls  

7. Learning difficulties is one of the main reasons for a child being identified as having SEND.  In 

Halton the percentage of children with SEND identified as having autistic spectrum condition 
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is lower than the regional and national level at primary and secondary school but higher 

amongst those attending special schools 

8. Levels of children with SEND due to speech, language and communication needs are 

generally higher in Halton than comparators 

9. There is a medium/strong relationship between the percentage of children with SEND and 

deprivation (areŀ ƭŜǾŜƭ ŘŜǇǊƛǾŀǘƛƻƴǎ ǎŎƻǊŜǎ ōŀǎŜŘ ƻƴ ǇƻǎǘŎƻŘŜ ƻŦ ŎƘƛƭŘΩǎ ǊŜǎƛŘŜƴŎŜύ 

10. The percentage of Children in Need assessed as having a disability is lower in Halton than 

England but slightly higher than the regional average.  However, this is likely to be due to the 

borough's approach to early help and support and the range of services such as short breaks 

11. 40.2% of children in care receive SEND support, higher than the national and regional 

averages.  However, the percentage with a statement of SEND/ EHC is lower at 18% 

12. Three conditions account for over 90% of emergency admissions for children under 19s with 

long-term conditions.  These are asthma, diabetes and epilepsy. For admissions due to all 

three of these conditions combined the borough has higher rates of emergency hospital 

admissions than England.  However, numbers are relatively low compared to the main 

conditions which result in an admission to hospital for this age group 

13. National research indicates that obesity levels are significantly higher for children who have 

disabilities, especially where this includes a learning disability.  The local offer around play 

and active leisure enables children and young people with disabilities a range of 

opportuntites to access open space and other services.  These services encourage the 

development of cognitive, motor skills, independence and self confidence 

14. Mental health and emotional support needs of children with disabilities need to be tailored 

to meet their specific needs  

15. Halton has one of the lowest levels of children achieving a good level of development at the 

end of reception year at 62% in 2016, although this was an improvement on the previous 

ȅŜŀǊΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ƻŦ 55% (2015).  For those with no SEND 67% have a  good level of 

development but for those receiving SEND support only 17% do so.  Rates are lower than 

regionally and nationally.  Despite this improvement the gap between Halton and England 

remains.  Narrowing the gap at early years has been agreed as a continuing Health and 

WellbeiƴƎ ǇǊƛƻǊƛǘȅ ǿƛǘƘ ŀƭƭ ƪŜȅ ǇŀǊǘƴŜǊǎ ǿƻǊƪƛƴƎ ŀǎ ΨhƴŜ IŀƭǘƻƴΩ ǘƻ ŀŦŦŜŎǘ ǘƘŜ ǎǘŜǇ ŎƘŀƴƎŜ 

required 

16. Although 2015/16 data is available nationally, small numbers of eligible Halton pupils with 

SEND means updated local data on education attainment at all key stages was suppressed 

for this reporting period.  

17. In 2014/15, a lower proportion of Halton children with SEND achieve level 2 or above at Key 

Stage 1 than regionally or nationally 

18. In the 2014/15 academic year the percentage of pupils with SEND support needs achieving 

5+ A*-C GCSEs including English and Maths in Halton was 21.7% whilst only 6% of those with 

a statement of SEND/ EHC achieved this.  For both these achievement rates were lower than 

the regional and national averages despite Halton children overall performing similar or 

slightly better than comparators    
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19. The proportion of Halton pupils with SEND with level 2 (GSCE, BTEC or NVQ level 2) or level 3 

(A levels, NVQ level 3 etc) qualifications is lower than comparators.  However, Halton has 

followed the national and regional trend for increasing levels of pupils with SEND achieving 

such qualifications 

20. Both absence and exclusion rates are higher for children with SEND than pupils without.  

Given the complex health, learning difficulties and behavioural needs of this cohort this 

result is not unexpected and is in line with the national pattern 

1.2 Gaps in local knowledge  

¶ Trend data for many services is not available  

¶ Apart from SEND data from education, data is not available on the number of children 
identified as having a disability.  Therefore the report relies on estimates based on national 
prevalence research.  It is therefore possible that the figures in the report may be an over or 
under estimation, depending on how closely HaltonΩǎ ǇƻǇǳƭŀǘƛƻƴ ǊŜŦƭŜŎǘǎ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ 
included in individual research studies 

¶ To help address these gaps the local authority encourages parents and carers of children and 
young people who have SEND to register their child and/or young person on Halton 
/ƘƛƭŘǊŜƴΩǎ 5ƛǎŀōƛƭƛǘȅ wŜŎƻǊŘ  ǎƻ Iŀƭǘƻƴ Ŏŀƴ ƳŀƪŜ ǘƘŜ ōŜǎǘ Ǉƭŀƴǎ ŦƻǊ ǘƘŜ ŦǳǘǳǊŜΦ ¢Ƙe record is 
voluntary and contains the information that a parent or carer tells the local authority about.  
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нΦ LƴǘǊƻŘǳŎǘƛƻƴ 
 

Disabled children and their families face distinct and often challenging issues that require a range of 

dedicated and often specialist responses from public services. The needs of disabled children, young 

people and their families are unique to them, often complex, and will change over time. The 

challenge is to understand these needs and develop a system around them that is flexible enough to 

meet the needs of the person and their families. Children with disabilities and complex health needs 

often suffer from significant inequalities in health, employment, education and the wider society.  

They have poorer health, wellbeing and social outcomes compared to their peers, with accessibility 

and the specialised nature of their needs being detrimental. 

The numbers of children with a disability, and the complexity of some disabilities, is increasing due 

to improvements in medical science and interventions as well as earlier and more robust 

assessments.[1] 

To reach their potential to make a positive contribution to society, children and young people with 

disabilities and their families need co-ordinated and effective support from statutory health, 

education, social care and voluntary services. Integrated, joint agency approaches need to be further 

enhanced to ensure the most effective and efficient commissioning and targeting of resources for 

this population.  

Current and future financial pressures and new national policies require more integrated, joint 
approaches to ensure the best use of resources to support the needs of children with disabilities and 
complex needs.   

Without appropriate and effective support, children with disabilities and complex needs are likely to 

face challenges and disadvantages in life proportionate to those faced by other vulnerable groups.  

These children are more likely to live in poverty and to suffer mental health conditions, they will 

miss more school and are more likely to underachieve educationally and not reach their full 

potential.   

The publication of, Aiming High for Disabled Children: Better Support for Families,[2] pledged to 

improve outcomes for disabled children and their families identifying three priority areas:  

¶ access and empowerment 

¶ responsive services and timely support 

¶ improving quality and capacity.  

 

In order to plan and deliver effective services good information about the numbers and needs of 

disabled children, and about the support they receive is needed. Yet the variation in definitions of, 

and criteria for, disability means it is not possible to derive a single figure for the number of disabled 

children and young people. 
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In line with the Department for Children, Families and Schools (now Department for Education) 2008 

report[3] comparisons have been drawn based on five different sources of data:  

1. the total number of children with Special Educational Needs statements  

2. the total number of children with SEND (both with and without statements)  

3. the 2011 Census figure for the number of children with limiting long-term illness (LLTI)  

4. the number of children in receipt of Disability Living Allowance (DLA) 

5. the number of disabled children recorded in the CIN Census; and with figures based on the 

Family Resources Survey estimates. 

 

From a local authority, Clinical Commissioning Group (CCG) and wider NHS perspective providing 

specialist, often intensive health and social care support has a significant impact on public resources.  

This can include the cost associated with the treatment, social care support; the cost of home 

adaptations and respite and other support for their carers / families.  Beyond this, children with 

disabilities and complex conditions often need specialist educational support. 

 

2.1. Definitions 

2.1.1. The Disability Discrimination Act 1995  

This defines a disabled person as someone who has a physical or mental impairment, which has 

substantial and long term adverse effects on his or her ability to carry out normal day-to-day 

activities. 

Lƴ ŀŎŎƻǊŘŀƴŎŜ ǿƛǘƘ ǘƘŜ 9ǉǳŀƭƛǘƛŜǎ !Ŏǘ нлмлΣ ŀ Řƛǎŀōƛƭƛǘȅ Ŏŀƴ ōŜ ŘŜŦƛƴŜŘ ŀǎ ΨΧŀ ǇƘȅǎƛŎŀƭ ƻǊ ƳŜƴǘŀƭ 
impairment which has a long-term and substantial adverse effect on their ability to carry out normal 
day-to-Řŀȅ ŀŎǘƛǾƛǘƛŜǎΦΩ   

Children aged six and older are subject to the normal requirements of the definition. However, in 
considering the ability of a child aged six or over to carry out a normal day-to-day activity, it is 
necessary to take account of the level of achievement which would be normal for a person of a 
similar age.[4]  

It should be noted that not all children with a disability will have a special educational need however 

there is an overlap between the two. 

Based on this definition the Department for Education estimates around 7% of children have a 

disability. In Halton this would equate to around 2,702 children and young people with additional 

needs/disabilities aged 0-25 years (based on population estimate of 38,600 people aged 0-24[1] in 

the borough in 2015). This is slightly lower than the estimate using the latest Family Resources 

Survey 2014/15 which puts the estimate at 2,826 (see section 3.2.2.) 

  

                                                           
1) Note this includes all children and young people up to their 25th birthday 
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2.1.2. Who is a disabled child? 

The Halton Short Breaks Statement[5] states: 

In Halton, we see disabled children as being those children and young people aged 0 ς18 years whose 
daily lives are substantially affected by one or more of the following diagnosed conditions: 

 ω ! ƘŜŀǊƛƴƎ ƛƳǇŀƛǊƳŜƴǘ 
 ω ! Ǿƛǎǳŀƭ ƛƳǇŀƛǊƳŜƴǘ 
 ω ! ƭŜŀǊƴƛƴƎ Řƛǎŀōƛƭƛǘȅ 
 ω ! ǇƘȅǎƛŎŀƭ Řƛǎŀōƛƭƛǘȅ 
 ω ! ŎƘǊƻƴƛŎκƭƛŦŜ ǘƘǊŜŀǘŜƴƛƴƎ ǇƘȅǎƛŎŀƭ ƛƭƭƴŜǎǎ 
 ω ! ŎƻƳƳǳƴƛŎŀǘƛƻƴ ŘƛǎƻǊŘŜǊ όƛƴŎƭǳŘƛƴƎ ŀǳǘƛǎƳύ 
 ω ! ŎƻƴǎŎƛƻǳǎƴŜǎǎ ŘƛǎƻǊŘŜǊ όŜΦƎΦ ŜǇƛƭŜǇǎȅύ 
 ω ! ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴ 

Their condition should usually be expected to last for more than 12 months and have a substantial 
effect upon the child in more than one of the following areas: 

 ω tƘȅǎƛŎŀƭ ŀōƛƭƛǘȅ 
 ω /ƻƳƳǳƴƛŎŀǘƛƻƴ ŀƴŘ ǳƴŘŜǊǎǘŀƴŘƛƴƎ 
 ω !ǿŀǊŜƴŜǎs of risk and danger 
 ω .ŜƘŀǾƛƻǳǊ 
 ω LƴŘŜǇŜƴŘŜƴŎŜ 

 

2.1.3. Special Educational Needs and Disabilities (SEND) 

According to the Children and Families Act 2014, a child has Special Educational Needs and 

5ƛǎŀōƛƭƛǘƛŜǎ ό{9b5ύ ƛŦ άǘƘŜȅ ƘŀǾŜ ŀ ƭŜŀǊƴƛƴƎ ŘƛŦŦƛŎǳƭǘȅ ƻǊ ŘƛǎŀōƛƭƛǘȅΣ ǿƘƛŎƘ ǊŜǉǳƛǊŜǎ ǎǇŜŎƛŀƭ ŜŘǳŎŀǘƛƻƴŀƭ 

ǇǊƻǾƛǎƛƻƴ ǘƻ ōŜ ƳŀŘŜ ŦƻǊ ǘƘŜƳΦέ   

A child or young person is subsequently defined as having a learning difficulty or disability if;  

άǘƘŜȅ ƘŀǾŜ ŀ ǎƛƎƴƛŦƛŎŀƴǘƭȅ ƎǊŜŀǘŜǊ ŘƛŦŦƛŎǳƭǘȅ ƛƴ ƭŜŀǊƴƛƴƎ ǘƘŀƴ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ƻǘƘŜǊǎ ƻŦ ǘƘŜ ǎŀƳŜ ŀƎŜΣ ƻǊ 

if they have a disability which prevents or hinders them from making use of facilities provided for 

other children of the same age in mainstream schools or post-мс ƛƴǎǘƛǘǳǘƛƻƴǎέ[6] 

Special educational needs and provision can be considered as falling under four broad areas.  

1. Communication and interaction  

2. Cognition and learning  

3. Social, mental and emotional health  

4. Sensory and/or physical  

Many children and young people have difficulties that fit clearly into one of these areas; some have 

needs that span two or more areas; for others the precise nature of their need may not be clear at 

the outset. It is therefore important that a detailed individual assessment of each child or young 

person and their situation is carried out at the earliest opportunity to make an accurate assessment 

of their needs. 
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2.1.4. Complex Needs 

As there is no single definition of children with complex needs this assessment will consider a range 

of conditions, including: 

¶ a serious on-going i.e. chronic  illness 

¶ an illness, condition or disability that results in the loss or limitation of opportunities to take 

part in the normal life of the community on an equal level with others due to social or 

physical barriers  

¶ significant developmental or acquired impairments or delays in one or more areas of 

cognitive development, sensory or physical development, communication development, 

social, behavioural or emotional development  

¶ a condition which has a high probability of resulting in developmental delay or deteriorating 

functional ability and whose ability to achieve their potential is impaired due to a wide range 

of barriers facing them 

¶ vulnerability and risk that is likely to require support at key transitions and during transition 

into adulthood 

 

Other medical conditions such as obesity could possibly be an issue for children with disabilities and 

complex health needs.  This may be due to genetic, metabolic or mobility factors and support should 

be provided to the children and their families to help the child maintain a healthy weight.   

2.1.5. Learning Disability 

The white paper Valuing People Now: A New Strategy for Learning Disability for the 21st Century[7] 

formed the basis of the recent government paper Valuing People Now: A new three-year strategy for 

people with learning disabilities.[8] Lƴ ǘƘƛǎΣ ǘƘŜ ǘŜǊƳ ΨƭŜŀǊƴƛƴƎ ŘƛǎŀōƛƭƛǘȅΩ ƛƴŎƭǳŘŜǎ ǘƘŜ ǇǊŜǎŜƴŎŜ ƻŦΥ 

 

¶ A significantly reduced ability to understand new or complex information, to learn new 

skills(impaired intelligence), with; 

¶ A reduced ability to cope independently (impaired social functioning); 

¶ which started before adulthood, with a lasting effect on development. 

 

The definition covers people with autism who also have learning disabilities, but not those with a 

higher level autistic spectrum disorder who may be of average or even above average intelligence. 

 

Learning disabilities are usually detected from childhood and can result from a number of causes 

such as genetics, chromosomal abnormalities or environmental factors. Sometimes there is no 

known cause for a learning disability.[9]  

 

Ψ[ŜŀǊƴƛƴƎ ŘƛǎŀōƛƭƛǘȅΩ ŘƻŜǎ ƴƻǘ ƛƴŎƭǳŘŜ ŀƭƭ ǘƘƻǎŜ ǿƘƻ ƘŀǾŜ ŀ ΨƭŜŀǊƴƛƴƎ ŘƛŦŦƛŎǳƭǘȅΩ ǿƘƛŎƘ ƛǎ ƳƻǊŜ ōǊƻŀŘƭȅ 

ŘŜŦƛƴŜŘ ƛƴ ŜŘǳŎŀǘƛƻƴ ƭŜƎƛǎƭŀǘƛƻƴΦ [ŜŀǊƴƛƴƎ ŘƛǎŀōƛƭƛǘƛŜǎ ŀǊŜ ŘƛŦŦŜǊŜƴǘ ǘƻ ƭŜŀǊƴƛƴƎ ΨŘƛŦŦƛŎǳƭǘƛŜǎΩ ƭƛƪŜ 

dyslexia, which do not affect intellectual ability.[10]  
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2.1.6. Autistic Spectrum Condition (ASC) 

Autistic spectrum condition (ASC) is a lifelong condition characterised by impairments in three main 

areas: social interaction, communication and the presence of repetitive behaviours (known as the 

ǘǊƛŀŘ ƻŦ ƛƳǇŀƛǊƳŜƴǘǎύΦ ¢ƘŜ ǘŜǊƳ άǎǇŜŎǘǊǳƳέ is used due to the significant variations between 

individual cases, including severity and presentation of the triad of impairments; differing IQ levels; 

and general functional abilities. Autistic Disorder, Asperger Syndrome and High Functioning Autism 

are all types of Autistic Spectrum Condition.[11]  
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оΦ tƻƭƛŎȅ /ƻƴǘŜȄǘ 
 

The publication of, Aiming High for Disabled Children: Better Support for Families, pledged to 

improve outcomes for disabled children and their families identifying three priority areas: access and 

empowerment, responsive services and timely support, improving quality and capacity.                                                                                                                        

 

The Children and Family Act 2014, The Care Act 2014 and The Single Equalities Act 2010 are aimed at 

offering  simpler, more improved and more consistent help for children and young people with 

SEND.   

 

The Children and Families Act 2014 (March 2014) introduced a number of changes in how children 

and young people with special educational needs in England are supported.  This included a move 

from special educational needs statements to education, health and care plans.  These changes 

came into effect on 1 September 2014.   

 
Replacing Statements of SEN with Education Health and Care Plans (EHCPs) 
In September 2014 the special educational needs and disability (SEND) reforms came into effect as 

part of the Children and Families Act 2014. From 1 September 2014, any children or young people 

who are newly referred to a local authority for assessment are considered under the new EHC plan 

assessment process. This form of assessment replaces the Special Educational Needs and Learning 

Disability Assessments (s139a). The legal test of when a child or young person requires an EHC plan 

remains the same as that for a statement under the Education Act 1996. January 2016 marked just 

over one third of the way through the transition period for local authorities to transfer statements to 

EHCPs, which is due to end by April 2018. 

 

The EHCP will also be extended to young people aged 0-25 years, in order to support young people 

into adulthood.  Guidance states that EHCPs should be issued when the local authority considers the 

special educational needs of the child cannot reasonably be provided for with resources normally 

available to mainstream early years provision, school and post 16 institutions.  

 

¢ƘŜ 9I/t Ŏŀƴ ŀƭǎƻ ƛƴŎƭǳŘŜ ǿƛŘŜǊ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ŀ ŎƘƛƭŘΩǎ ǎƻŎƛŀƭ ŎŀǊŜ ƴŜŜŘǎΦ  LŦ ŀ child or young 
person has received a social care assessment under the Chronically Sick and Disabled Persons Act, 
any support identified must be included in the EHCP.    
 
All existing Statement and Learning Disability Assessments will remain unchanged, but will transfer 
to an EHCP in two to three years.   
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Transferring children and young people with statements and young people receiving support as a 
result of a learning difficulty assessment (LDA) to EHC plans will be phased. Timescales are set out in 
Department for Education non statutory guidance.[12]  

The England-wide timetable for implementing the reforms is as follows: 

¶ From 1 September 2014: young people in further education and training who 
receive support as a result of a Learning Difficulty Assessment (LDA) can now choose to 
request an education, health and care needs (EHC) assessment. 

¶ By Spring 2015: early years settings and schools must now have adopted the new 
SEN support approach for children and young people who do not have statements of SEND. 

¶ By September 2015: early years settings and schools are expected to have adopted the new 
SEN support approach for all children and young people. 

¶ By 1 September 2016: all young people who receive support as a result of a LDA who will 
continue in further education or training beyond 1 September 2016 must have an EHC plan 
by that date where one is needed. Until that point, local authorities should continue to 
implement their duties in relation to young people who receive support as a result of a LDA. 

¶ By 1 April 2018: local authorities must have transferred all children and young people with 
statements of SEND to the new SEND system following a ΨǘǊŀƴǎŦŜǊ ǊŜǾƛŜǿΩ όŀƴ 9I/ ƴŜŜŘǎ 
assessment). The Department for Education expects the vast majority of children and young 
people with statements of SEND to be transferred to an EHC plan. To ensure children and 
young people continue to receive the support they need during the transition period, local 
authorities must continue to comply with the previous SEND system. 

Every local authority has published a Local Transition Plan setting out the timings for transfers to the 
new system.  In Halton, a timetabled, detailing transfer arrnagements and the schedule for 
completing these is published on the Local Offer.  This identifies the specific year groups for whom a 
conversion of their statement to an EHCP is being made each years.  In 2015 and 2016 this is were it 
was expected to be.  All conversions must be complete by 31 March 2018 and it is envisaged that 
this will happen slightly ahead of schedule, probably by the end of quarter 3 of the 2017/18 financial 

Summary of the SEND reforms in the Children and Families Act 2014 

 

¶ Integrate SEND services to include education, health care and social 

care services  

¶ Give the child and their parent greater control over decision making 

¶ Ensure the child and parents are fully informed of SEND services 

available to them  

¶ Replace the SEN Statement of Need and Learning Difficulties 

Assessment with Education and Health Care (EHC) plan in order to 

provide a holistic care plan 

¶ Extend SEN Service provision to 0-25 years 

¶ Mediation must be considered before a tribunal in the case of appeals  

¶ Young people in further education or training now have the right to 

appeal themselves rather than through their parents 

¶ Ensure early identification of need and assessment 
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year. Once a transfer Review has commenced, the process should be com0pelted within 14 weeks, 
unless there are exceptional circumstances that prevent this.  The statement will remain in place 
during this process. 
 
This SEN support should take the form of a four-part cycle (assess, plan, do, review) through which 

earlier decisions and actions are revisited, refined and revised with a growing understanding of the 

ǇǳǇƛƭΩǎ ƴŜeds and of what supports the pupil in making good progress and securing good outcomes. 

This is known as the graduated approach. Department of Education code of practice: 0-25 years  

The Special Educational Needs and Disability Code of Practice: 0 to 25 years by the Department of 

Education provides guidance based on the new legislation for CCGs and local authorities.    

 

The Department for Education and Department of Health SEND Code of Practice [13] provides 

practical advice on how to carry out statutory duties to identify, assess and provide services for 

children and young people with SEND, was approved by Parliament in July 2014. It makes two 

specific references to children's palliative care: 

¶ Health and wellbeing boards should consider the needs of vulnerable groups  
including those with SEN and disabled children and young people, those needing  
palliative care and looked after children. 

¶ Building on the Joint Strategic Needs Assessment (JSNA) the local offer must include  
information about health care provision for children and young people with SEN. This  
should include palliative and respite care and other provision for children with complex 
health  
needs. 

The Department for Education has also published a framework which sets out how local areas will be 
held to account for implementing the SEND reforms.[14] The document sets out to describe: 

¶ the vision for the whole SEND system 
¶ the roles and responsibilities of local and national organisations in meeting the requirements 

in the Children and Families Act 2014 
¶ the data and analysis that will enable everyone to judge how well the new arrangements are 

working and to compare delivery across areas provide information about new arrangements 
for independently assessing the new SEND system, including the Ofsted and Care Quality 
Commission (CQC) inspection framework. 

Levels of SEND Support 

The majority of children and young people, identified as having SEND have their needs met within a 

mainstream school using existing school resources or with some support or  through referral and 

advice from other agencies. This type of support is now known as SEND support. All monitoring of 

ǘƘŜ ŎƘƛƭŘ ƻǊ ȅƻǳƴƎ ǇŜǊǎƻƴΩǎ ǇǊƻƎǊŜǎǎ ƛǎ ǘƘŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ ǘƘŜ ǎŎƘƻƻƭΦ 

In Halton, it is required that, before a school can approach the Local Authority for additional top-up 

funding (in Halton, this is called Enhanced Provision) the school must evidence how it has used the 

schools own resources to support the child or young person. Secondary Schools must evidence the 

first 16 hours and Primary Schools 13 hours. The multi-agency Enhanced Provision panel will act to 

moderate and take decisions upon the funding if there is sufficient evidence of need and the 

graduated response has been implemented. 
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If a child has very complex needs or requires a special school placement, an assessment will be 

undertaken with a range of professionals to put in place an EHC plan. This legal document details the 

specific needs of the child and how these should be met. The EHC plan was previously known as a 

Statement of SEND.  The majority of data in this report uses pre-reformation categorisations of SEND 

support.  Some of the description of need therefore uses old terminology.   

 

Working Together to Safeguard Children (2015) is a statutory guidance which sets out what is 

expected of organisations and individuals to safeguard and promote the welfare of children.[15] It 

states the need for a child-centred approach to services as well as the need for a good, dynamic 

assessment process. 

 

Better Care, Better Lives όнллуύ ǎŜǘ ƻǳǘ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ǎǘǊŀǘŜƎȅ ŦƻǊ ƛƳǇǊƻǾƛƴƎ ŎƘƛƭŘǊŜƴΩǎ ǇŀƭƭƛŀǘƛǾŜ 

care. 

 

Statutory guidance on safeguarding and promoting the wellbeing of disabled children was published 

in 2010.[16] 

 

This brought together into one volume all the existing and new statutory guidance relevant to the 

provision of short breaks for disabled children and their families. The main elements are: 

¶ short breaks and the provision of accommodation 

¶ assessment, planning, implementation and review cycle for children using short breaks; and 

¶ the different settings in which short breaks may take place. 

 

The new duty for local authorities to provide a short breaks service came into force in April 2011.  

 

Again this relates to the Early Help and Support model of service delivery.  The national policy and 

local approach for this model are detailed in the Early Years chapter of the JSNA. 

 

The new duty for local authorities to provide a short breaks service came into force in April 2011.  
The Short Break Regulations Duty says that Local Authorities must:    

¶ Provide a range of short breaks services 

¶ Give families the choice to access short breaks services using a direct payment 

¶ Publish a statement of their short break services on their website 

¶ Keep their short breaks statement under review 

¶ State in their short breaks service statement the range of short break services available, the 
criteria by which eligibility for services will be assessed, and how the range of services is 
designed to meet the needs of families with disabled children in their area 

¶ Consult parents as part of the review of the statement 

¶ Consider the legal implications of the eligibility criteria they apply to short break services 

¶ Not apply any eligibility criteria mechanƛǎǘƛŎŀƭƭȅ ǿƛǘƘƻǳǘ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ŀ ǇŀǊǘƛŎǳƭŀǊ ŦŀƳƛƭȅΩǎ 
needs 

   
Significant work has been implemented in relation to Short Breaks For Disabled Children and their 

Families.  These are detailed in the latest Short Breaks Statement at: 

http://localoffer.haltonchildrenstrust.co.uk/wp-content/uploads/2016/09/Short-Breaks-Statement-
2016-17-1.pdf 

http://localoffer.haltonchildrenstrust.co.uk/wp-content/uploads/2016/09/Short-Breaks-Statement-2016-17-1.pdf
http://localoffer.haltonchildrenstrust.co.uk/wp-content/uploads/2016/09/Short-Breaks-Statement-2016-17-1.pdf
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пΦ tǊƻŦƛƭŜ ƻŦ ŎƘƛƭŘǊŜƴ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎ ŀƴŘ ŎƻƳǇƭŜȄ ƘŜŀƭǘƘ ƴŜŜŘǎ 

4.1. Risk factors for developing complex needs 
Disabilities may be developmental or acquired. There are several risk factors associated with a child 

being born with a congenital disability or developing complex needs.  These include: 

¶ premature & multiple births 

¶ maternal age 

¶ low birth weight 

¶ Poor maternal nutrition 

¶ Maternal smoking and use of drugs and alcohol 

¶ Infectious diseases suffered by mothers during pregnancy and in childhood 

¶ Economic disadvantage 

¶ Physical injury to mothers abdomen or stress during pregnancy.  This may be 

due to accidental injury or domestic violence. 

¶ Physical injury during childhood 

 

Many of these are detailed in the updated Maternal Health chapter of the JSNA.[2] Some headlines 

are included in this chapter, below. 

Families who lack wider family familial support and have a limited social network often have less 

access to respite and support as primary carers.   

Poor quality housing ς can exacerbate issues, restricting mobility.  The impact of poor quality 

housing on the life chances of children and young people is significant as their health, education and 

future opportunities suffer.  Children living in poor housing are twice as likely to suffer from poor 

health as other children, particularly respiratory problems such as breathing difficulties, asthma and 

bronchitis.  They are also more likely to suffer from behavioural issues, depression and mental 

ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎΦ  ²ƘŀǘΩǎ ƳƻǊŜΣ ƘƻǳǎƛƴƎ ǊŜƭŀǘŜŘ ƘŀȊŀǊŘǎ ǎǳŎƘ ŀǎ ŘŀƳp, mould, and structural defects 

increase the risk of an accident in the home and can exacerbate issues (poor lighting or lack of stair 

handrails).   

4.1.1. Premature and multiple births 

Multiple births, of twins, triplets or more babies carry greater risks for both mothers and babies. 

Babies born as a result of multiple pregnancies are more likely than others to be born prematurely, 

to be of low birth weight, to require special or intensive care, and to suffer long term disabilities. In 

2004, the Office of National Statistics reported a 20% increase in the proportion of multiple births in 

England and Wales from 12.5 per 1000 maternities in 1992 to 15.0 per 1000 in 2002. 

                                                           
2. Halton collaborated with local authorities across Cheshire, Merseyside and West Lancashire.  The report can be found at 
http://www.cph.org.uk/wp-content/uploads/2016/03/Maternity-Services-Needs-Assessment-March-2016.pdf 

http://www.cph.org.uk/wp-content/uploads/2016/03/Maternity-Services-Needs-Assessment-March-2016.pdf
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4.1.2. Maternal age 

! ƳƻǘƘŜǊΩǎ ŀƎŜ Ŏŀƴ ƘŀǾŜ ŎƻƴǎŜǉǳŜƴŎŜǎ ŦƻǊ ƘŜǊ ōŀōƛŜǎΩ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭ-being. For mothers aged 

under 20 and over 40, pregnancy and birth carry higher risks of complications and mortality for both 

mothers and babies. 

In Halton, the highest rates per 1,000 births are to mothers aged 25-29. About 10 in 1,000 births are 

to mothers aged under-18, with less than 8 in a every 1,000 to mothers aged over 40. Compared to 

England and the North West, the borough has a higher percentage of births to mothers under age 30 

and lower percentages to mothers aged 30 onwards. 

Figure 1: Crude birth rate by age of mother, Halton and comparators, 2015 

 

4.1.3. Low birth weight 

Babies who are born weighing less than 2500g, either because of prematurity or intrauterine growth 

retardation, are at a disadvantage. They need special care or even intensive care after birth to 

ensure their survival and they carry higher risks of long term health problems and disability than 

babies whose birth weights are closer to average. 

Halton remains higher than comparators for both birth weight under 1500g but lower for birth 

weight under 2500g, although percentage figures are very low. IŀƭǘƻƴΩǎ ǊŀǘŜǎ ƘŀǾŜ ōŜŜƴ ǎǘŀǘƛǎǘƛŎŀƭƭȅ 

similar to both the North West and England (Table 1).  However, for 2014 and 2015 low birth weight 

under 2500g rates have been statistically better than both comparators (Figure 2). 

Table 1: Percentage of live and still births that are low birth weight, Halton and comparators, 2015 
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Figure 2: Trend in percentage of live births at term (>= 37 gestation weeks) with low birth weight 
(<2500g) 

 

4.1.4. Economic Disadvantage: children living in poverty 

Families from less advantaged socioeconomic backgrounds tend to be disproportionately 

represented amongst those with disabilities.[17] Those from more economically disadvantaged 

backgrounds may be more vulnerable to lifestyle factors that can contribute to disability and 

disability itself can be a major contributor to material poverty. This is the case whether measured by 

overall levels of deprivation, the proportion of children living in workless families or in lone parent 

families.[18] Compared to families without disabled children with disability, families supporting a 

disabled child are more likely to be poor, more likely to become poor and less likely to escape from 

being poor.[19] 

Being a lone parent for example can reduce accessibility to respite and have a negative impact on 

ŎŀǊŜǊΩǎ ǿŜƭƭōŜƛƴƎΦ  /ƘƛƭŘǊŜƴ ƛƴ ƭƻƴŜ ǇŀǊŜƴǘ ŦŀƳƛƭƛŜǎ ŀǊŜ ŀǘ ƎǊŜŀǘŜǊ Ǌƛǎƪ ƻŦ ƭƛǾƛƴƎ ƛƴ ǇƻǾŜǊǘȅ ǘƘŀƴ 

children in couple families.  71% of children living in families in receipt of low-income or out-of-work 

benefits are living in lone parent families; this represents 71% of all children living in such 

circumstances in the borough, compared with a national rate of 68.5%.  The 2011 Census indicated 

that there were 5350 lone parent families in the borough with 46% of these not in employment. 

Child poverty is defined as the proportion of all dependent children living in households where 

income is less than 60% of median household income before housing costs.  In Halton 23.6% of 

dependent children under age 20 are living in poverty and 24.5% of those aged 16 and under.  This is 

statistically higher than both the North West and England.  It represents 6,090 children under age 16 

and 7,859 under age 20.  
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4.2. Long-term limiting illness, disability or infirmity 

4.2.1. 2011 Census  

The 2011 Census includes a question that enables people to indicate if they have a disability or 

limiting lifelong condition.  This is a self-reporteŘ ƧǳŘƎŜƳŜƴǘΣ ōŀǎŜŘ ƻƴ ǘƘŜ ǇŜǊǎƻƴΩǎ ƻǿƴ ǇŜǊŎŜǇǘƛƻƴ 

of their state of health and the extent to which any health conditions they have limit their daily 

activity.  Whilst it may therefore under- or over- estimate levels of disability, it nevertheless provides 

a useful approximation of levels of limitations people feel their health places on their ability to lead 

full and active lives. Also, this is a broader definition than the DDA definition of disability, so this 

indicator is likely to be an overestimate of the number of disabled children, if we want to restrict 

estimates to those that would come under the DDA definition. 

 

Table 2: Number of Halton children and young people with long-term health problem or disability 

by general health by age, 2011 Census 

  Age Group 

All ages 0 to 15 16 to 24 

limited a lot 13,970 417 340 

limited a little 12,154 574 501 

limited a little or a lot 26,124 991 841 

not limited 98,750 23,930 13,551 

Source: Census 2011, Office of National Statistics 2013 

 

These numbers represent a slightly higher prevalence than in the North West and nationally. 

Table 3: Prevalence of children and young people with long-term health problem or disability by 
general health by age, 2011 Census, Halton and comparators 

 

4.2.2. Family Resources Survey 

Extensive information on disability is collected in the Family Resources Survey (FRS); it now stands as 

one of the key sources of information on the populations of disabled adults and children as it 

includes a Disability Discrimination Act (DDA) measure of disability. The estimates for disabled 

people within it cover the number of people with a long-standing illness, disability or impairment 

which causes substantial difficulty with day-to-day activities. Everyone classified as disabled under 

this definition would also be classified as disabled under the general definition of disability in the 

Equality Act (EA) which has applied since 1 October 2010. However, some individuals classified as 

disabled and having rights under the EA would not be captured by this definition. 
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 The Family Resources Survey 2014/15,[20] estimated that nationally between 3% and 11% of young 

people have a long-standing illness, disability or infirmity and experience significant difficulty with 

day-to-day activities (based on the average of three years 2012/13, 2013/14 and 2014/15). These 

rates are slightly higher than the 2011/12 data suggested. The variation is by age and gender. Of 

particular note are the higher levels of disability for males than females in each age category apart 

from 20-24 where the rate is slightly higher for females. Table 4 applies these percentages to the 

local resident populations aged up to age 25 years (based on 2015 mid-year population estimates) to 

give a total estimate of 2,826 children aged 0-25 as having a disability. These figures are higher than 

the Census.  

Table 4: Disability prevalence and estimated numbers by age and gender, Family Resources Survey 

2014/15 (based on average of 2012/13 to 2014/15 data) 

 

The 2014/15 survey also includes breakdown of the type of impairments people with disabilities 

have. Note numbers to not add up to the total number of disabled young people estimated for 

Halton as many people will have more than one disability. The categories are different to the 

2011/12 survey and so cannot be compared to determine any trends. 

Table 5: Disability prevalence and estimated numbers by gender and impairment type, Family 

Resources Survey 2014/15 

 

The number of children registered as wheelchair users in Halton, as at  December 2015, was 188. 
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4.3. Long-term medical conditions 
It is possible to consider some of the main long-term conditions individually. 

The most recent data for England found that 15% of all school students aged 11-15 report having 

been diagnosed with a long-term illness, disability or medical condition. This increasing prevalence 

of long-term conditions has led to greater attention being focussed on them, with the new NHS 

Outcomes Framework including an indicator on reducing unplanned hospital admissions in under-

19s for asthma, diabetes and epilepsy.[21] 

4.3.1. Asthma, diabetes and epilepsy 

Asthma is the most common long-term condition among children.  The UK has one of the highest 

rates in the world with around one in 11 children having the condition. Research by the Royal 

College of Paediatrics and Child Health published in 2009 revealed at least 209 per 100,000 children 

aged 0-17 have diabetes (any type).[22]  Epilepsy is the most common serious neurological condition.   

The Joint Epilepsy Council estimates it affects 1 in 220 children under 18 in the UK.  They also note 

that more than one in five people with epilepsy have learning or intellectual disabilities and that 

prevalence is 25% higher in the most socially deprived areas compared to the least socially deprived 

areas.[23] 

!ǇǇƭȅƛƴƎ ǘƘŜǎŜ ǇǊŜǾŀƭŜƴŎŜ ǊŀǘŜǎ ǘƻ IŀƭǘƻƴΩǎ ǇƻǇǳƭŀǘƛƻƴ ŀƎŜŘ ǳƴŘŜǊ-19 (in line with the NHS 

Outcomes Framework indicator for hospital admissions) gives the following estimated number of 

children with each condition. 

Table 6: Estimated number of children with asthma, diabetes and epilepsy 

 

4.3.2. Cancers 

Cancers within childhood are rare compared to the levels within older age.  Some key statistics 

include:[24] 

¶ Around 1 in 500 children in the UK develop some form of cancer by the age of 14, making it 

the most common cause of death from disease for children and young people. 

¶ Nearly 950 adolescents aged 10-19 were diagnosed with cancer in England in 2008. 

¶  Rates for newly diagnosed cases (per 100,000 population) are higher among males and 

increase with age across the whole life course - in 2008, from a rate of 13.2 among boys 

aged 10-14 to 30.5 for young men aged 20-24. 

¶ Improved treatment strategies have led to substantial increases in survival rates for 

childhood cancers over the past 40 years - nearly 8 out of 10 children diagnosed with cancer 

now survive for at least five years, compared with fewer than 3 in 10 in the late-1960s. 

However, five-year survival rates for leukaemias are 25% higher for children aged 0-14 at 

diagnosis than for older adolescents and young adults aged 15-24. 
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The main types of cancer in children are leukaemias (31%), Central Nervous System (CNS) tumours 

(25%) and Lymphomas (10%) which make up 66% of all cancers occurring in those under the age of 

14 (Figure 3).  These percentages shift with age. 

Figure 3: types of cancer in children aged 0-14 

 

 

 

 

 

 

 

 

Source: Treadgold P. (2012) 

Locally, the latest data remains the 2006/10 figures when there 18 cancers in 0-19 year olds.  

Cancers of the CNS leukaemias and lymphomas were key features.  As Figure 4 shows bone cancers 

makes up a greater percentage locally than nationally.  However, with such small numbers caution is 

needed in drawing any conclusions about this. 

Figure 4: Cancer incidence in 0-19year olds, 2006/10, by tumour types 

 

 

 

 

 

 

 

 

Rates compare favourably with both England and the North West.  The rates calculated are for 

slightly different time periods due to the availability of regional and national data lagging behind 

access to local data.  However, they are only one year out.  Table 8 shows rates are slightly lower 

than both these comparators.  Low numbers locally, leads to wide confidence intervals and so the 

difference is not statistically significant. 
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Table 7: Cancer incidence rates, children aged 0-14 

 

 

 

 

 

4.4. Incidence and prevalence of congenital and chromosomal disorders 
There is no local routinely available data on the number of children with congenital and 

chromosomal disorders.  In order to gain an insight into the scale of this population it is necessary to 

estimate birth prevalence of a range of disabilities arising from congenital causes and chromosomal 

causes from national sources[25] and apply these to the relevant local data of: 

¶ In 2014 there were 1,556 live births in Halton.  This is slightly lower than in 2012 when there 

were 1661.  (ONS 2013 and 2015)  

¶ Under-18 population of 31,120 in Halton (mid-year estimates 2014, ONS 2015) 

¶ 5-17 (school aged) population of 20,021 in Halton (mid-year estimates 2014, ONS 2015) 

 

By doing this (Table 8) we can estimate that based on 1556 live births, between 37-38 children are 

likely to be born with congenital and chromosomal abnormalities. 

Table 8: National and estimated local incidence (number per year) of disability arising from 

congenital and chromosomal disorders 

Condition National Incidence Halton Estimated Number 

Cerebral palsy[26] 2% live births 31 

5ƻǿƴΩǎ {ȅƴŘǊƻƳŜ[27] 1: 1,000 live births  1.6 

Edwards syndrome trisomy 18 1: 3,000 live births 0.5 

tŀǘŀǳΩǎ ǎȅƴŘǊƻƳŜ ǘǊƛǎƻƳȅ мо 1:15,000 live births 0.10 

Turners syndrome 1:2,500 live births 0.6 

Klinefelters 1-2: 1,000 live births 1.6-3.2 

Fragile X 1:1,000-2,500 live births 1.6 ς 0.6 

Cystic fibrosis 1:2,500 live births 0.6 

TOTAL  37.5- 38.2 
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Again using national sources, it is possible to estimate the number of children in the borough who 

have cerebral palsy, autistic spectrum condition (ASC) and attention deficit hyperactivity disorder 

(ADHD).  These estimated numbers are detailed in (Table 9). 

Table 9: National and estimated local prevalence (total cases in population at a given time) of 

disability arising from congenital and chromosomal disorders 

Condition National Incidence or 

Prevalence 

Halton Estimated 

number 

Cerebral palsy[28] Prevalence 1 in 400  78 

Autistic spectrum condition[29] 1:100 311 

ADHD[30] 3-9% of school aged 

children 

600-1,802 

 

4.5. Prevalence of severely disabled children 
Nationally, over the past ten years, the prevalence of severe disability and complex needs has risen. 

This is due to a number of factors, including increased survival of pre-term babies and increased 

survival of children after severe trauma or illness. Children and young people with life-limiting 

conditions, such as cystic fibrosis, have better life expectancy and improved quality of life, due to 

improved treatment and support.[31] 

The Office of National Statistics[32] estimates that between 2% and 15% of children & young people 

have a severe disability.  Rates depend on age and gender.  Based on national prevalence, it is 

estimated 22 Halton children aged under-18 years of age are severely disabled. 

Table 10: Number of severely disabled children and young people, based on national prevalence 

rates 

 

Unfortunately, it was not possible to determine the level of severely disabled children locally as this 

is not recorded on the community health service provider child health system. 

4.6. Life limiting conditions 
 

Life limiting conditions describe diseases with no reasonable hope of cure that will ultimately be 

fatal.  For children with such conditions, palliative care services will be needed.  However, there is 

little data available to estimate the burden of these conditions.  A study using hospital admissions 

data 2000 to 2010 found that prevalence has increased over the last ten years from 25 to 32 per 
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10,000 population aged 0-19.  Congenital anomalies make up about a third (31%) of these.  

tǊŜǾŀƭŜƴŎŜ ƛǎ ƘƛƎƘŜǊ ŀƳƻƴƎǎǘ {ƻǳǘƘ !ǎƛŀƴΣ ōƭŀŎƪ ŀƴŘ /ƘƛƴŜǎŜΣ ƳƛȄŜŘ ƻǊ ΨƻǘƘŜǊΩ ǇƻǇǳƭŀǘƛƻƴǎ ǘƘŀƴ ǘƘŜ 

white British population; between 31 to 48 per 10,000 compared to 27 per 10,000.  Prevalence was 

also associated with deprivation, being highest in the most deprived quintile and lowest in the 

second least deprived quintile.[33] Increasing survival rates rather than an increase in prevalence is 

likely to account for this as the increase has been particularly high amongst the 16-19 age group. The 

prevalence was highest in the under 1 age group and decreased through the age bands. The increase 

in prevalence over time was seen in all of the age groups but was most marked in the 16-19 years 

old where there was a 44.8% increase in prevalence over the 10 years.  Prevalence was higher for 

boys than girls. 

 

The research showed that in 2009/10 there were 110 cases in Halton.  Based on an estimated 

population under age-19 of 28,292 in Halton this equates to a rate per 10,000 of 38.9.  This is higher 

than the England rate of 32 per 10,000 and North West rate of 33.3 per 10,000.[34] Whilst the 

research relied on hospital admissions and accurate coding, it nevertheless provides a good estimate 

of the local and national burden of these conditions and offers a guide on likely level of need locally. 

This was one-off research and it has not been possible to reproduce the methodology to update. 

 

Children who are terminally ill will receive palliative care. This includes pain management and 

psychological support for the person and their whole family. Palliative care teams are made up of 

different professionals from the NHS, local council and/or charities. The Department of Health 

estimates that 16 per 10,000 children and young people aged 0-19 are likely to require palliative 

care (excluding neonatal deaths). Based on mid-year population estimate for 2014 (latest available) 

this would equate to 50 children in Halton.   

4.7. Prevalence of other medical conditions amongst children with disabilities 

4.7.1. Obesity 

While children in Reception Year (aged 4 to 5) and Year 6 (aged 10 to 11) are measured and weighed 

as part of the National Child Measurement Programme (NCMP), it is recommended that those 

children not able to stand unaided are excluded.[35] However, key finding from CHIMAT analysis 

shows that children who have a limiting illness are more likely to be obese or overweight, 

particularly if they also have a learning disability. Their analysis used Health Survey for England 

participant data for those aged 3 to 18 years analysed in four groupings: children with both a limiting 

illness and learning difficulties, children with a limiting illness but without learning difficulties, 

children with neither limiting illness nor learning difficulties, and all children.  It showed 40% of 

children aged under-8 years old with a limiting illness and learning disability are obese or overweight 

compared to 22.4% of children who have neither condition. Considering the whole age cohort 3-18, 

this rose to almost 45% with boys more likely to be obese or overweight than girls, especially where 

they also had a learning disability.  Unlike the general cohort where the percentage of obese or 

overweight children decreases as the familyôs household income increases, there is no obvious 

pattern when looking at those children with a limiting illness. Where a child has both a limiting 

illness and a learning disability the pattern is more erratic, possibly as a result of the population 

size.[36]   
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A proportion of this may be related to genetic or metabolic factors as some chromosomal disabilities 

pre-dispose children to overeat and for other conditions limited mobility reduces opportunities to be 

physically active. Attitudes of parents and service providers as well as neighbourhood facilities may 

also play an important role.[37] 

 

As the research suggests this means there is no routine data collection on levels of obesity and 

overweight amongst Halton children with disabilities.  However, the NCMP data does show this is a 

significant issue for local children and as such there is nothing to suggest local children with 

disabilities are not experiencing high, if not higher levels of obesity than the national research 

shows.  As such appropriate services should exist to support children and their families to maintain 

or achieve a healthy weight.  

 
Many children and young people have access to different forms of play, leisure, social and 

recreational activities in Halton. Children with additional needs /disabilities aged 5-12yrs can access 

ŀƴŘ Řƻ ǳǘƛƭƛǎŜ ΨhǇŜƴ ŀŎŎŜǎǎΩ ǇƭŀȅǎŎƘŜƳŜǎ ǘƘǊƻǳƎƘƻǳǘ ǎŎƘƻƻƭ ƘƻƭƛŘŀȅǎ ŘŜƭƛǾŜǊƛƴƎ Ǉƭŀȅ ƻǇǇƻǊǘǳƴƛǘƛŜǎ 

with peers to support emotional health through pleasure and enjoyment and physical health. 

Young people with disabilities aged 8-18 yrs have the opportunity to participate in services (after 

school and weekends) specifically around their needs supporting engagement in social skills, 

improving their cognitive, motor skills and independence and self confidence in a safe environment 

without judgement and prejustice from others. 

Despite probable levels of overweight and obesity amongst Halton disabled children and young 

people, local providers and services encourage as much physical movement and for the young 

people to be active.  Whilst this may be difficult due to limited movement with some disabilities, 

participation in these clubs/activities helps the development of muscles, movement and flexibility.  

This supports good progression of their learning and undŜǊǎǘŀƴŘƛƴƎ ƻŦ ǿƘŀǘΩǎ ƴŜŜŘŜŘ ƛƴ ǘƘŜƛǊ ōƻŘƛŜǎ 

to be healthy and happy. 

Halton has a dedicated SEND & Inclusive Sports Co-ordinator who has in-depth knowledge of what is 

availoable and what suits differign levels of need. The SEND local offer around leisure can be found 

at http://localoffer.haltonchildrenstrust.co.uk/leisure/ although the programme do change quite 

regularly.  In addition the leisure centres swimming pools provide facilities all year round and some 

dedicated sessions. 

4.7.2. Sensory Disabilities 

4.7.2.1. Hearing Loss and Deafness 
There are more than 45,000 deaf children in the UK, plus many more who experience temporary 

deafness due to conditions such as glue ear. Around half of all deaf children are born deaf, and 

around the same amount acquire deafness during childhood. The incidence of significant permanent 

congenital hearing impairment is about 1 in 1,000 live births in most developed countries. This 

would equate to 1-2 children born every year in Halton with permanent deafness. The incidence 

almost doubles by ten years of age because of acquired hearing loss from meningitis (see entry), 

mumps, measles, trauma and other causes.[38] 

At least half of all childhood deafness is inherited. So far scientists have identified 80 genes related 

to a genetic predisposition to deafness. Since the introduction of the MMR vaccine (measles, mumps 

http://localoffer.haltonchildrenstrust.co.uk/leisure/
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and rubella), fewer babies are born deaf as a result of German measles (rubella) during pregnancy ς 

the number of rubella infections in pregnant women fell from 167 in 1987, to one in 2003 (NHS 

Choices). This drop has been offset by more babies being born deaf from other causes, such as 

premature birth or lack of oxygen during birth. More babies survive with multiple disabilities than 

used to be the case.[39]  

 

Fortnum and Davis study published in 1997[40] identified that 38.7% of the children with a hearing 

impairment had at least one other clinical or developmental problem and half of these children had 

at least two additional problems. Since then there have been major developments in the technology 

used to assess deafness, with objective measures in place allowing for hearing testing from birth. In 

England, the newborn hearing screening program offers 99.9% of babies born a hearing screening 

test within the first few weeks of birth. The annual CRIDE (Consortium for Research in Deaf 

Education) 2015 study highlighted that there has been a 2% increase in the reported number of deaf 

children since the last survey with the majority (78%) of deaf children attending mainstream schools. 

Around 21% of deaf children have some form of additional special educational need and 

disabilioty(SEND). The most common additional need appears to be moderate learning difficulties.[41] 

Between 15% and 26% of deaf children identified by CRIDE have a statement of SEND or an 

Education, Health and Care plan. The study also found that the School Census continues to under-

record the number of deaf children, identifying only 58% of those identified by CRIDE.  

A review of recent literature by The Ear Foundation[42] revealed that the prevalence of additional 

disabilities in children with hearing loss as: 

¶ Visual impairment: range of prevalence= 4-57%  

¶ Neurodevelopmental disorder: range of prevalence= 2-14%  

¶ Speech Language Disorder: range of prevalence= 61-88%  

 

The prevalence of deafness in children with other disabilities identified three areas of published 

research:  

¶ Autistic Spectrum Condition: range of prevalence= 2-4.2%  

¶ Cerebral Palsy: range of prevalence= 2-13%  

¶ Pervasive Developmental Disorder: prevalence= 2%  

 

The 2015 CRIDE England survey showed that in Halton there were 106 deaf children of which 81 
were supported. There were 1.5 whole-time equivalent teachers for the deaf in the specialist 
peripatetic service and 2 whole-time equivalent in resource provision. 

 
¢ƘŜ bŀǘƛƻƴŀƭ 5ŜŀŦ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŜǘȅ ƘŀǾŜ ŀƴŀƭȅǎŜŘ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ŦƻǊ 9ŘǳŎŀǘƛƻƴ Řŀǘŀ ƻƴ 

educational attainment.  They note that although hearing impairment is not a learning disability and 

there is no reason why most deaf children should not be doing as well as other children, deaf 

children continue to underachieve compared to other children throughout their education.[43] 

 

¢ƘŜ bŀǘƛƻƴŀƭ 5ŜŀŦ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŜǘȅ ƘŀǾŜ ŀƴŀƭȅǎŜŘ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ŦƻǊ 9ŘǳŎŀǘƛƻƴ Řŀǘŀ ƻƴ 

educational attainment.  They note that although hearing impairment is not a learning disability and 

there is no reason why most deaf children should not be doing as well as other children, deaf 

children continue to underachieve compared to other children throughout their education.[44] In 
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Halton provision for children and young people with hearing impairment is cureetnloy being 

reviewed to better meet the needs of this cohort ,both now and in the future. 

 

4.7.2.2. Sight loss and blindness 

In the summer term of 2012 the Royal National Institute for the Blind (RNIB) carried out a national 

questionnaire survey of Visual Impairment (VI) education advisory services for blind and partially 

sighted children in England and Wales.[45] This was the fifth RNIB survey of VI services, dating back to 

1995. The aims of all the surveys have been to obtain:  

1. An estimate of the numbers of blind and partially sighted children who receive specialist 

educational support 

2. Information about where pupils are being educated and the type of educational provision 

they receive 

3. An overview of the policies and practices underpinning their educational provision 

An additional aim of the current survey was to follow up on the findings of two RNIB surveys 

that had been carried out in September 2010 and April 2011 to find out how local authority 

cuts were affecting VI services and the impact on provision for children and young people. 

Using data provided by the survey the RNIB have calculated for each local authority, using 2011 

Census data, how many children and young people are blind or partially sighted. For Halton this 

figure is 53 0-16 year olds and 29 17-25 year olds. 

 

Data is also available local authorities on the numbers registered blind and partially sighted.  The 

register of blind people is voluntary; however it is a precondition for the receipt of certain financial 

benefits.  This is a factor that gives more credibility to the register for blind than to the register of 

the partially sighted.  Registration is not a pre-requisite for certain social services concessions and 

this factor alongside the uncertainties about the regularity with which councils review and update 

their records, means that the reliability of this information is difficult to determine and so cannot be 

thought of as a definitive number of blind and partially sighted people.   

 

Data is available by broad age bands and also contains an analysis of those in both categories who 

have other disabilities. 

 

 As at 31 March 2011 (the last year that data is currently available for) there were no children aged 

0-4 registered with the council as either blind or partially sighted. There were 20 people aged 5-17 

(10 registered blind and 10 registered partially sighted).  All of these had an additional disability 

recorded.   

 

Warrington Hospital provides an Orthoptic Assessment Service for children in special schools.  This 

service provides a full orthoptic assessment service for children in special schools who are 

particularly vulnerable to vision impairments. 

 

4.7.2.3. Sensory impairments for children with Special Educational Needs 

Data on sensory impairments is also available for children who have a Special Educational Need.  

Children with SEN may have multiple needs due to physical health problems, learning disabilities or 

behavioural or communication needs.  The Annual School Census reports data January to January.  
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Data is also available from the Children in Need return from local authorities.  As at January 2016 

there were 35 children with SEN due to hearing impairment, 54 due to visual impairment and 4 with 

multi-sensory impairments.  

 

Table 11: Number of children with a Special Educational Need due to Hearing or Visual 

Impairment, January 2016 

 

However SEND data has a number of limitations in being used to identify children and young people 

with sensory impairments. First it only includes those children with SEND for whom hearing 

impairment (HI) or visual impairment (VI) is the main type of SEND. Thus substantial proportions of 

sensory impaired children who have additional needs as their primary type of need be recorded 

under a different SEND category and not be included in this HI or VI cohort. The census also excludes 

pre-school aged children, students attending further education colleges and pupils in private 

education. 

4.7.3. Continence problems 

NICE estimate that about 900,000 children and young people (5-19 years) have bladder or bowel 

dysfunction (or a continence problem).[46] This may consist of bedwetting, daytime urinary 

incontinence, or constipation and faecal incontinence, or a combination of these. However, these 

figures may be an underestimate, as recording prevalence accurately is difficult, because of the 

related stigma attached to these conditions. There is a greater prevalence among children and young 

people with physical disabilities, such as spina bifida or cerebral palsy ς and children and young 

ǇŜƻǇƭŜ ǿƛǘƘ ƭŜŀǊƴƛƴƎ ŘƛŦŦƛŎǳƭǘƛŜǎΣ ǎǳŎƘ ŀǎ 5ƻǿƴΩǎ ǎȅƴŘǊƻƳŜ ƻǊ ŀǳǘƛǎǘƛŎ ǎǇŜŎǘǊǳƳ ŎƻƴŘƛǘƛƻƴΣ Ƴŀȅ ǘŀƪŜ 

longer to achieve continence.  

CHIMAT have produced reports on the prevalence of continence problems.[3]  Using national 

research they have estimated the following number of children in Halton suffer with various 

continence issues: 

¶ Daytime wetting: 880 children and young people aged 5 to 24  

¶ nocturnal enuresis(persistent bedwetting): 1,590 children and young people aged 5 to 19 

¶ faecal incontinence: 620 children and young people aged 4 to 16 

 

1 in 33 children between 5-16 years have a physical disability.[47]  It is estimated that about half of all 

children with a physical disability may have continence problems[48] 

It is not known how many children with moderate to severe learning disability are likely to have a 

continence problem, but clinical practice suggests that it is higher than the average. 

                                                           
3. The full CHIMAT report on continence can be downloaded at 
http://atlas.chimat.org.uk/IAS/profiles/profile?profileId=45&geoTypeId= 

http://atlas.chimat.org.uk/IAS/profiles/profile?profileId=45&geoTypeId
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Locally, it is believed that there are high levels of need around enuresis and encopresis.  These need 

a multi-layer approach of parental training, together with advice and support on nurturing and diet. 

Some causes may be due to physical health/development issues or even result from abuse. 

A multi-agency approach between the Positive Behaviour Team, Early Years team and Portage is 

under development.  It is recognised that the planning and delivery of training on a multi-agency 

basis around this issue- not just for children with learning difficulties or learning disabilities ς would 

be beneficial. 

4.8. Prevalence of Learning Disabilities and Autism 
People with learning disabilities and autism are a very diverse population, with differing needs and 

are one of the most vulnerable groups in society, experiencing health inequalities, social exclusion 

and stigmatisation.[49] 

4.8.1. Learning Disabilities 

It is important to consider the hidden population with learning disability ς those not using services 

with potentially unmet needs.  This is because although about 4.6 people per 1,000 in the population 

are known to have a learning disability, research suggests there may actually be around 20 people in 

every 1,000 with a learning disability. 

There is no routinely collected data on the number of children with learning disabilities. We do know 

how many children locally have been identified as having a learning difficulty. . It has been estimated 

that just over three and a half children in every 1,000 has a severe learning difficulty. Those classified 

as having a severe learning difficulty may well have a learning disability but this cannot be said this 

for certain.  

 

Table 11 ǎƘƻǿǎ ǘƘŜ ŜǎǘƛƳŀǘŜŘ ΨǘǊǳŜΩ ǇǊŜǾŀƭŜƴŎŜ ŦƻǊ ŜŀŎƘ ŀƎŜ ƎǊƻǳǇ ŀƴŘ ǎŜȄΦ ¢ƘŜ ƴŀǘƛƻƴŀƭ ŜǎǘƛƳŀtes 

in Table 4 are adjusted to take into account variations relating to ethnicity (i.e. the increased 

prevalence of learning disabilities in South Asian communities) and mortality (i.e. both increased 

survival rates of young people with severe and complex disabilities and reduced mortality among 

older adults with learning disabilities). The estimates do not take into account local variations, so 

that locally there will be an over-estimate in communities with a low South Asian community, and an 

under-estimate in communities with a high South Asian community.[50] 

 

Table 12: Estimated True Prevalence of Learning Disabilities applied to local population aged 0-19 

years.  
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4.8.2. Autistic Spectrum Condition (ASC) 

Numbers of children with ASC have been estimated by applying the prevalence rate of 1% reported 

by the National Autistic Society (2013)51 to local populations.  Applying this rate to the total number 

of children aged under 18 shows that there are an estimated 300 children with the condition in 

2013.  Small projected population growth means that this will have increased slightly to 314 by 2021 

(Figure 5). 

 
Figure 5: Projected estimates of numbers of children with ASC, 2013 to 2021, aged under age 18 

 

 

 

 

 

 

 

 

 

 

 

 

Emerson and Baines [52] reviewed the most recent prevalence studies and concluded that it is likely 

that the prevalence of learning disability amongst children with autism is somewhere between 40% 

and 67%. The average prevalence across the studies reviewed by Emerson & Baines was around half 

(52.6%). This means that at least half of those children with autism should have come to the 

attention of schools as having special educational needs. However, even those with autism who are 

intellectually able may still require support to help them to overcome communication difficulties. 

 

Not all those children with autism will have problems with learning severe enough to be recorded by 

schools as having Statements of Special Educational Need. In Halton, there were 170 children known 

to the local authority as having ASC. The January 2013 School census data showed that 47 had a 

Statement of Special Educational Need with ASC as the primary need.  At a rate of 6.7 per 1,000 

pupils, this represents the second lowest rate across the Liverpool City Region. 

 

4.8.3. Asperger syndrome 

Asperger syndrome is a form of autism. People with Asperger syndrome are often of average or 

above average intelligence. They have fewer problems with speech but may still have difficulties 

with understanding and processing language.  

 

Proposed changes in the diagnosis of Asperger disorder involve collapsing the condition into the 

general spectrum of autism. In an analysis of online discussions about this proposal, Giles[53] found 

that many members of the online Asperger community welcome the notion of the spectrum. Others, 

however, are suspicious of the motives behind the absorption of Asperger disorder, and potential 

threats to the benefits it brings (mainly access to mental health and other services).[54] 
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There is a need to know more about the numbers and needs of people with High Functioning Autism 

and Asperger syndrome, in order to support them better, particularly as they are unlikely to meet 

stringent eligibility criteria for social care services.[55] Higher level autistic spectrum disorders are 

excluded from the definition of learning disability in Valuing People. This would include some people 

with Asperger syndrome. 

4.9. Disability Living Allowance 
Disability Living Allowance (DLA) for children may help with the extra costs of looking after a child 

who: 

¶ is under 16  

¶ Ƙŀǎ ŘƛŦŦƛŎǳƭǘƛŜǎ ǿŀƭƪƛƴƎ ƻǊ ƴŜŜŘǎ ƳƻǊŜ ƭƻƻƪƛƴƎ ŀŦǘŜǊ ǘƘŀƴ ŀ ŎƘƛƭŘ ƻŦ ǘƘŜ ǎŀƳŜ ŀƎŜ ǿƘƻ ŘƻŜǎƴΩǘ 
have a disability 

Only those under age 16 can make a new DLA claim.  After this age DLA will continue if needed until 
the Department for Work and Pensions (DWP) writes to the person to tell them when it will end and 
invites them to apply for the Personal Independence Payment (PIP).  

Records of Disability Living Allowance (DLA) payments are available for each local authority, by age, 

on a quarterly basis.  A major advantage of using the DLA figures to estimate levels of disability in an 

area is that recipients of the benefit will have had to give evidence of disability, usually from their 

doctor. In consequence, it is likely that all children in receipt of DLA do have a disability as defined 

under the DDA, unlike with the Census LLTI figure which is a self-definition with no validity check.[56]. 

On the other hand, an unknown number of disabled children who would be eligible for the 

allowance may not be claiming it. This figure is therefore likely to an underestimate, but to what 

degree is unknown.[57] 

Data on children claiming Disability Living Allowance (DLA) shows that just over half of those 

estimated to have a long-standing illness, disability or infirmity[4]  are claiming DLA (Table 13).  

However, as with the Census data, differences in definitions and the use of self-reporting will also 

impact and make it invalid to compare directly as a way of estimating any level of unmet need. There 

were a total of 1,350 claimants as at August 2016, with more than twice as many males than 

females. 

Table 13: Halton residents aged under 18 claiming Disability Living Allowance at August 2016 

 

                                                           
4. (using Family Resources Survey 2011/12 results ςsee Table 2) 

https://www.gov.uk/pip
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Data is also available at small area geography allowing for electoral ward level analysis (Figure 6).  

This uses only two broad age groups, under 16 and 16-24.. As at August 2016 there were 1,020 

claimants under the age of 16 and 320 between 16-24 years of age (compared to 845 claimants 

under age 16 and 495 aged 16-24, May 2013).  The 16-24 figure is also a reduction on the November 

2015 level of 445, probably as a result of the move from DLA to PIP. Number ranged from 10 in both 

Beechwood and Hale to 130 in Halton Lea wards. When converted to a percentage of the 0-24 

population, rates were lowest in Beechwood and highest in Halton Castle, with the ranks being 

similar to levels of deprivation in the borough.  The borough continues to have a higher percentage 

of young people claiming DLA than across the North West and England. 

Figure 6: Disability Living Allowance claimants by age band and ward, Halton, August 2016 

 

Learning disabilities accounts for over a third of the claimants needs, with behavioural disorders and 

hyperkinetic syndromes joint second highest causes. This is consistent with previous years. 

Table 14: Number of DLA claimants aged 0-24, by type of condition, as at November 2015 
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4.10. Housing needs of disabled children and their families 
A national survey of parents carried out by Joseph Rowntree Foundation[58] found that  

¶ Families with a disabled child experience far greater problems with their housing 

than families with non-disabled children. Nine out of ten families reported at least 

one difficulty with their housing, with many reporting multiple problems. 

¶ Difficulties with housing can be experienced by any family with a disabled child: not 

just where there is physical impairment. 

¶ Many families would prefer to deal with their housing problems by moving rather 

than adapting their current home. 

¶ Inside the home, the most frequently reported problem was the lack of space: space 

for play, for ǇǊƛǾŀŎȅ ƻǊ ΨǘƛƳŜ ƻǳǘΩΣ ŦƻǊ ŜǉǳƛǇƳŜƴǘ ǳǎŜ ŀƴŘ ǎǘƻǊŀƎŜΣ ŀƴŘ ŦƻǊ ŎŀǊǊȅƛƴƎ 

out therapies. Other common problems related to house condition and access. 

¶ Over a third of families found the location of their home to be a problem, either 

because it was an unsafe place for the child or because of difficulties with 

neighbours. 

¶ Only a minority of families had received assistance from statutory agencies in order 

to address their housing needs. Typically, at a local level no single agency or 

department assumes lead responsibility for meeting the housing needs of disabled 

children. In addition, the lack of strategic information collection hampers 

improvements in service provision and delivery. 

In recent years the issue of housing and disabled children has moved up the policy agenda, and there 

are currently opportunities for change at both the national and local policy level. A review of 

national evidence showed:[59] 

¶ Families with a disabled child are more likely to be renting their homes than families 

with non-disabled children. Whilst there has been an increase in the proportion of 

familes as a whole being home-owners, the proportion of families with a disable child 

becoming home-owners has remained the same.  

¶ Families with a disabled child are less likely to be living in a decent home compared to 

families with a non-disabled child. Those with a disabled child are 50 per cent more likely 

than other families to live in overcrowded accommodation, to rate their home as being 

in a poor state of repair, and to report problems with wiring, draughts and damp in the 

child's bedroom.  

¶ Compared to other groups of disabled people, disabled children requiring specifically 

adapted homes are the least likely to be living in suitable accommodation.  

¶ The great majority of families with disabled children report that their homes are 

unsuitable for their child's needs and the associated needs of other family members. 

Often the home is unsuitable in a number of ways.  

¶ All disabled children and their families, not just children with physical disabilities, are 

likely to experience difficulties with their housing.  

¶ The sorts of problems with housing most frequently reported by families include lack of 

family space, and lack of space for storing and using therapeutic equipment. Other 
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common problems are difficulties with location and unsuitable or inaccessible kitchens, 

toilets and bathrooms.  

¶ Moving, as opposed to adapting the current home, is the preferred option for dealing 

with unsuitable housing for around half of families.  

¶ Disabled children and young people spend more time at home than non-disabled 

children, but there is evidence to suggest that their homes are the most restrictive 

environments in which they spend their time.  

¶ Improvements in families' housing situation can lead to increased independence, more 

confidence and greater self-reliance among disabled children. However, families can 

experience significant difficulties accessing support and services to help them address 

the problems with their housing.  

¶ Living in unsuitable housing has been found to be associated with increased levels of 

parental stress. Parents describe the negative impact living in unsuitable housing has on 

their child's well-being and development as well as on their own, and their other 

children's, physical and emotional well-being.  

 

The 2016 Strategic Housing Market Assessment showed that just under a third (28.7%) of 

households in Halton have been identified as having special needs.  This equates to 15,104 out of 

52,677 households.  Whilst many of these will be older people the 2011 Census shows that 48.1% of 

Halton residents live in families with dependent children. Whilst not all types of disability will require 

housing adaptations the assessment does show that there is a level of need for both provision of 

suitable housing and improvements to current housing, with the following being the most commonly 

identified:[60] 

¶ Maintenance 

¶ Bathroom, toilet and accessible shower facilities 

¶ Handrails 

¶ Parking near to front door 

¶ Lift/stair lift  
 

There are various levels of provision in Halton.  Occupational Therapists based at Woodview assess 

and co-ordinate provision of minor aids and adaptations, those which are not permanent fixtures, 

whilst Occupational Therapists within the Complex Care Team deal with major adaptations, liasing 

with social landlords and helping home owners access funds.  GPs, hospitals and other professionals 

may refer to the Occupational Therapists at Woodview, whilst referrals to the Complex Care Team 

come from an Initial Assessment Team.  For those in social rented properties, adaptations up to the 

value of £5,000 are dealt with by the landlord but if over this price, families are likely to be subject to 

rehoming.  Not only is this disruptive, but there is very limited availability at any given time.  This 

leaves ŦŀƳƛƭƛŜǎ ǿƛǘƘ ŀƴ ǳƴŎŜǊǘŀƛƴ ŦǳǘǳǊŜ ŀƴŘ ƭƛǾƛƴƎ ƛƴ ƘƻǳǎƛŜƴƎ ǳƴǎǳƛǘŀōƭŜ ǘƻ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ƴŜŜŘǎΦ 

 

If the family need a manual handling assessment a seperate referral made to an independent 

agency. Young people may have one assessment in school, one at short breaks provision and one 

within their own home and this information is currently not shared. 
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The complexity of the current arrangements can lead to long waiting times, with families struggling 

to cope with ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ƴŜŜŘǎ ŀǘ ƘƻƳŜ ƛƴ ǘƘŜ ƛƴǘŜǊƛƳΦ This can lead to conflict between 

different teams over who should be providing what rather than having an integrated approach. 

Despite this, the Accessible Housing Service has coordinated the provision  adapted properties to 

allow early discharge from hospital for Aquired Brain Injury which saves a significant amount.  

 

Improvements needed have been identified as: 

¶ Telling their story once, one assessment instead of 4  

¶ All equipment provided for a CYP within the home from 1 OT  

¶ Share manual handling assessments, to improve inclusion in education, social and 
leisure. Therefore reducing costs   

¶ Understand the current stock of equipment, ensure that new equipment that is value for 
money and fit for purpose. Ensuring that equipment is recycled as appropriate   
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рΦ tǊƻŦƛƭŜ ƻŦ ŎƘƛƭŘǊŜƴ ǿƛǘƘ {ǇŜŎƛŀƭ 9ŘǳŎŀǘƛƻƴŀƭ bŜŜŘǎ  

5.1. National picture 
Nationally, the percentage of children with SEND is decreasing as identified by the school census 

data collated by the Department for Education. In 2010, 21.1% of school aged children had SEND and 

this fell to 14.4% in January 2016.[61] According to the Department for Education, the steep decline 

observed in the number of pupils with SEND support since January 2014 may be due to more 

accurate identification of people with SEND since the reforms. The number of pupils with an EHCP or 

Statement of SEND has remained level.[62] 

¶ Boys are two and a half times more likely to have an EHC plan/ Statement of SEND at 

primary schools and nearly three times more likely to have statements at secondary schools 

compared to girls 

¶ Pupils with SEND are more than twice as likely to be eligible for free school meals than those 

without SEND (29.1% compared to 13.4%)  

¶ Black pupils are most likely to have SEND without statements (18.9%) and also most likely to 

have statements (3.5%). Chinese pupils are the least likely to have SEND without statements 

(8.9%) and least likely to have SEND with statements (2.1%) 

¶ Work carried out by the National Autistic Society (2013) indicates that 1% of children and 

young people under 18 years of age have an autism spectrum disorder 

¶ The January 2016 school census shows the most common primary need for pupils with 

statements or EHCs remains autism (25.9%). The most common for children with SEND 

support is moderate learning difficulty (26.8%), followed by speech, language and 

communication needs 20.9%), social, emotion and mental health needs (17.3%) and specific 

learning difficulties (15.6%). These have consistently been the most common types of need 

over the past few years[63] 

¶ Two thirds (67.8%) of children looked after for at least a year at 31 March 2013 in the school 

population had SEND, compared to 17.9% of all pupils in January 2014. Looked after children 

are almost four times more likely to have SEND and around ten times more likely to have 

statements than all pupils 

¶ 75% of children identified as disabled also have an SEND[64]  

¶ Pupils with a statement of SEND are around eight times more likely to receive a permanent 

exclusion than those pupils with no SEND ς in the previous year they were nine times more 

likely[65] 

¶ 4 in 10 pupils with SEND are in special schools 

¶ The vast majority of pupils (94%) with SEND but no statement are in state-funded primary or 

secondary schools 

¶ Half of children with a Statement of SEND are in state-funded schools. 40% are in 

maintained special schools 

 

A young person may have either a SEND or a disability but there is considerable overlap. A disability 

might give rise to a learning difficulty that calls for special educational provision to be made for a 

child.  Many children who have SEND will also be defined as being disabled under the Disability 

Discrimination Act (DDA). However, not all children who are regarded as SEN will be defined as 
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learning disabled, e.g. those with mild learning difficulties. Similarly, not all those defined as disabled 

under the DDA will have SEND.[66] 

5.2. Profile of SEND in Halton 

5.2.1. Number and rate of SEND 

As at January 2016 there were 2,962 Halton pupils with SEN, 2,577 with SEN support and 385 with a 

statement/EHC.  There has been a drop in all these figures since 2015. Nevertheless, this equates to 

a higher proportion of all pupils than for its comparators.  It has higher proportion of pupils with 

SEND support but slightly lower proportion of those with a statement/ EHC.  

Figure 7: SEND with and without statements, 2016 

 

For both the percentage of pupils with SEND support and those with a statement/EHC, Halton has 

seen a downward trend.   

For pupils with SEND support needs this has also been the case both regionally and nationally.  

However, Halton has been a larger percentage change 2009 to 2015, 36% drop compared to 25% for 

the North West and 30% for England, closing the gap between the borough and its comparators 

from 5.7 percentage points between Halton and the North West, 4.8 percentage points halton and 

England to just 1.8 and 1.9 respectively by 2015.  
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Figure 8: trend for percentage of all pupils who have SEND support needs 

 

There has also been a fall in the percentage of all pupils with a statement /EHCP in Halton, but this 

time against a static position regionally (with just a 6% decrease) and nationally (no decrease).  So, 

whilst in 2007 Halton had higher rates, a 48% decrease 2007 to 2015 means from 2011 onwards 

Halton has had lower rates.  

 
Figure 9: trend for percentage of all pupils who have a statement of SEND/ EHCP 

 

Data as at January 2016 shows whilst Halton continues to have a lower percentage of pupils who are 

SEND with statements or EHCPs, the percentage who have SEND support needs remains higher. 
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Table 15: Number and percentage of SEND pupils, based on where they attend school, January 
2016 

 

5.2.2. Age, gender and ethnicity profile of children with SEND 

There is a higher proportion of boys with both SEND with statement/ EHC and SEN support 

compared to girls and this is seen across all year groups. 

 
Table 16: Age and gender split by SEND status, Halton pupils, January 2017 

 

Although numbers are much smaller for those children with SEND from non-white British ethnicities, 

analysis does show than those from White British ethnicity are statistically more likely to  to have 

SEND. 

Table 17: SEND status by broad ethnicity categories, Halton pupils, January 2017 
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5.2.3. Primary needs of children with SEND 

Data is also collected on the primary need pupils with SEND have.  It should be noted that young 

people with SEND may have multiple needs. Table 15 shows how Halton compares to England and 

the North West for primary, secondary and children attending special schools. It shows that the 

borough has higher proportions with Speech, Language and Communication Needs for both primary 

school and secondary school children, as well as ASD but overall lower proportions of children with 

learning difficulties 

Table 18: Percentages of pupils with SEND by primary need, January 2016 

 

5.2.4. Location of Children with SEND 

Data as at January 2016 shows significant differences in the percentage of pupils with SEND support 

across the borough, ranging from just over 5% to 20% (red bars indicate wards that have rates 

statistically higher than the borough average, amber statistically similar and green statistically 

lower).  The overall unverified rate suggests the downward trend continuing at 13.9% compared to 

last published date from the Department for Education of 14.5% (January 2015).  
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Figure 10: Ward level SEND support needs, January 2017 

 

5.2.5. Deprivation and SEND 

A recent report by the Joseph Rowntree Foundation[67] confirms earlier findings[68][69] that shows that 

poverty is both a cause and an effect of SEND.  Research shows that children born into poor families 

are more likely to be born with inherited SEND and disabilities or to develop it during childhood and 

less likely to move out of SEND categories whilst at school.  Analysis of the school census shows that 

nationally childen with SEND are much more likely to be eligible for free school meals (FSM), a proxy 

indicator for poverty.  This is certainly the case in Halton, where children with SEND are over twice 

as likely to be elegible for FSM and the difference is statistically significant. 

Table 19: SEN status and free school meals (FSM), Halton pupils, January 2017 

 

Another way of considering the relationship between SEND and deprivation is to undertake an 

correlation analysis between the percentage of pupils with any type of SEN and the Index of Multiple 

Deprivation (IMD) score for the area (lower super output area or LSOA) in which they live.  This 

shows a correlation of 0.73 which is a medium/strong strength relationship. 
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Figure 11: Correlation between the percentage of school children with any type of SEN (January 
2017) and deprivation score (IMD 2015), LSOA 

 

 

5.2.5. Transport for pupils with SEND 

Transport to and from educational settings is available for children with an EHC plan or a Statement 

where transport has been identified as being an issue and where the child/young person meets the 

eligibility criteria for assistance with transport.  Generally this will be where the child/young person 

is attending the nearest qualifying (suitable) school over 2 miles for a child aged under 8, and over 3 

ƳƛƭŜǎ ŦƻǊ ŀ ŎƘƛƭŘ ŀƎŜŘ у ŀƴŘ ƻǾŜǊΦ DŜƴŜǊŀƭ ŘŜǘŀƛƭǎ ŀǊŜ ŀǾŀƛƭŀōƭŜ ƻƴ ǘƘŜ /ƻǳƴŎƛƭΩǎ [ƻŎŀƭ hŦŦŜǊ ǇŀƎŜ ƻŦ 

the website.   

 

Where children or young people with SEND are identified as eligible for assistance with travel a 

range of options will be considered.  These include cycle maintenance grant, travel pass for use on 

public transport, travel on specific Halton Borough Council contracted services (including taxis and 

mini-buses where appropriate) or a mileage payment to parents.  In addition the Council has an 

Independent Travel Trainer who works with children/young people and their families to encourage 

independent travel to and from school/college.    

 

The cost of transport for children with SEND is increasing.  Currently 385 pupils with special 

educational needs and disabilities receive support from the Local Authority to access educational 

provision either within Halton, or, where that specific need cannot be met in-borough, assistance is 

provided to out-borough provision.  The cost for providing transport for pupils with SEND for the 

2015/16 academic year was £1,273,776.  £879,092 for in-borough transport and £394,684 for out-

borough transport.  The Local Authority is currently reviewing its Home to School and College Travel 

and Transport Policy for Children & Young People with SEND with a view to implementing a revised 

Policy for 2017 onwards. 
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5.3. Children in Need and Children in Care who have disabilities 

5.3.1. Children in Need (CIN) 

! ŎƘƛƭŘ ƛƴ ƴŜŜŘ ƛǎ ƻƴŜ ǿƘƻ Ƙŀǎ ōŜŜƴ ŀǎǎŜǎǎŜŘ ōȅ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜ ǘƻ ōŜ ƛƴ ƴŜŜŘ ƻŦ ǎŜǊǾƛŎŜǎΦ 

These services can include, for example, family support (to help keep together families experiencing 

difficulties), leaving care support (to help young people who have left local authority care), adoption 

ǎǳǇǇƻǊǘΣ ƻǊ ŘƛǎŀōƭŜŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ όƛƴŎƭǳŘƛƴƎ ǎƻŎƛŀƭ ŎŀǊŜΣ ŜŘǳŎŀǘƛƻƴ ŀƴŘ ƘŜŀƭǘƘ ǇǊƻǾƛǎƛƻƴύΦ  

As at 31 March 2016 Halton had 144 CIN recorded as having a disability (out of a total of 1,177).  This 

equates to a higher percentage of CIN  recorded as having a disability compared to the North West, 

at 12.2% compared to 9.7%, but slightly lower than for England (12.7%). Unlike England and the 

North West were the most common reason was learning disabilities, for Halton the prime reason 

was behavioural problems, although learning disabilites was the second most prevalent condition 

with Autism/Asperger Syndrome the third.  Both communication and mobility problems accounted 

for much lower percentages than in the North West and England. This was consistent with the 2014-

15 pattern. 

Figure 12: Percentage Children in Need with SEND by primary disability, as at 31 March 2016 

 
 
Of children in need who were school aged (5 to 16 years) at 31 March 2015 with available SEND 

information, nearly half (49.9%) had a SEND. 37.9% had SEND support which is lower than the 55.7% 

for Halton statistical neighbours group average and 54.7% for England. However, the percentage 

with SEND support was higher at 37.9% compared to 29.1% for the statistical neighbours group and 

28.2% for England.  The percentage with a statement was also lower at 7% compared to the 

statistical neighbours average of 21.3% and England average of 21.6%. 
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5.3.2. Children in care (CiC) 

IŀƭǘƻƴΩǎ ƭŜǾŜƭ ƻŦ ŎƘƛƭŘǊŜƴ ƛƴ ŎŀǊŜ ǿƘƻ ƘŀǾŜ {9bD without a statement is higher than comparators at 

40.2% but the percentage who have a statement is lower.  These patterns have generally been 

consistent although it should be noted Halton did have an upward trend in CIC without statement 

against a comparator downward trend but in Halton as well the level is now falling.  

 

Figure 13: Percentage of children in care who have SEND, 2011 to 2015, Halton and comparators 

 
  

5.4. Other vulnerable children 

5.4.1. Children on child protection plans 

The rights of disabled children to protection from abuse are enshrined in the UN Convention on the 

Rights of the Child (UNCRC) and all work to protect and safeguard disabled children should be 

grounded in the Convention. Article 19 provides for the protection of the child from all forms of 

physical or mental violence, injury or abuse, neglect or negligent treatment, and maltreatment or 

exploitation, including sexual abuse. Article 2 addresses the rights of all children, without 

discrimination of any kind, to all rights enshrined in the ConveƴǘƛƻƴΣ ƛǊǊŜǎǇŜŎǘƛǾŜ ƻŦ ǘƘŜ ŎƘƛƭŘΩǎ ƻǊ Ƙƛǎ 

ƻǊ ƘŜǊ ǇŀǊŜƴǘΩǎ ƻǊ ƭŜƎŀƭ ƎǳŀǊŘƛŀƴΩǎ ŘƛǎŀōƛƭƛǘȅΦ !ǊǘƛŎƭŜ но ǊŜŎƻƎƴƛǎŜǎ ǘƘŜ ǊƛƎƘǘ ƻŦ ǘƘŜ ŘƛǎŀōƭŜŘ ŎƘƛƭŘ ǘƻ 

enjoy a full and decent life in conditions which ensure dignity, promote self-reliance and facilitate 

the chiƭŘΩǎ ŀŎǘƛǾŜ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΦ[70] 

Research, mostly conducted outside the UK, shows that disabled children are three times more likely 

to be abused than non-disabled children. Disabled children are at significantly greater risk of 

physical, sexual and emotional abuse and neglect than non-disabled children[71]. Disabled children at 

greatest risk of abuse are those with behaviour/conduct disorders. Other high-risk groups include 

children with learning difficulties/disabilities, children with speech and language difficulties, children 

with health-related conditions and deaf children. Evidence on risk and severity of impairment is 

mixed. Most research suggests that disabled boys are at greater risk of abuse than disabled girls 

when compared to nondisabled children.[72] 
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As at the end of summer term 2016, there were 37 children subject to a child protection plan who 

were recorded as having SEND. Overall, there were 126 children with a child protection plan in the 

borough, of whom 72 were aged 4 and over. 

5.4.2. Young offenders 

Information from the Ministry for Justice and other sources shows that a substantial prporiton of 

young people entering the criminal justice system have SEND[73] 

¶ 18% of sentenced young people in custody had a statement of special educational needs, 

compared to 3% in the general population 

¶ Half of 15-17 year olds entering public sector Young Offender Institutions (YOIs) were 

assessed as having the literacy levels equivalent to that expected of a 7-11 year old 

¶ Of 15-17 year olds in YOIs, 88% of young men and 74% of young women had been excluded 

from school at some point. Of 15-17 year olds in YOIs, 36% of young men and 41% of young 

women were aged under 14 when they last attended school 

¶ A recent review[74] suggests that the prevalence of neuro-developmental disorders (e.g. 

dyslexia, communication disorders and epilepsy) among young people in custody is higher 

than in the general youth population 

¶ Over 60% of people in the youth justice estate have difficulties with speech, language or 

communication[75]  

¶ Research suggests generalised learning disability is more common in young people in 

custody, with a prevalence of 23-32% compared to 2-4% in the general population[76] 

The Youth Offending Service (YOS) work with all young people, on preventative and statutory 

ǇǊƻƎǊŀƳƳŜǎΣ ŦƻǊ ŀ ǘƛƳŜ ƭƛƳƛǘŜŘ ǇŜǊƛƻŘΦ  hƴ ŜƴǘǊȅΣ ǘƘŜ ¸h{ ǘŜŀƳ ŀǎǎŜǎǎƳŜƴǘ ǘƘŜ ȅƻǳƴƎ ǇŜǊǎƻƴΩǎ 

needs, liaising with other agencies/professionals as appropriate.   

άLŦ a detailed person has an EHC plan before being detained (or one is 

completed with the detained person is in the relevant youth 

accommodation) the local authority must arrange appropriate 

educational provision for the detained person while he or she is 

detŀƛƴŜŘέ Code of Practice 2015 

A recent health needs assessment of young offenders accessing the Halton, Warrington and 

Cheshire West & Chester YOS[77] showed that young people from disadvantaged communities are 

over-represented in the youth justice system with 61% of young people in the service coming from 

ǘƘƛǎ ōŀŎƪƎǊƻǳƴŘ όŎƻƳǇŀǊŜŘ ǘƻ пу҈ ƻŦ IŀƭǘƻƴΩǎ ǇƻǇǳƭŀǘƛƻƴ ŀǎ ŀ ǿƘƻƭŜύΦ  ¦ǎƛƴƎ Řŀǘŀ ŦǊƻƳ ǘƘŜ !{{9¢ 

process 13% of the YOS cohort had physical health needs and 2% had a disability.  Halton young 

offenders had the highest percentage with a mental health problem affecting functioning, 83%, 

compared to a YOS average of 57%, itself higher than the national estimate of 43%.[78]  17% of Halton 

YOS cases had a formal diagnosis of mental ill health and 39% were in contact with mental health 

services. 

National research shows that young people with Attention Deficit Hyperactivity Disorder (ADHD) are 

disproportionately likely to be involved in the youth justice system.[79] 9% of the YOS cases examined 

were identified as having learning difficulties with a small number suspected as having a learning 
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disability.  Of Halton cases included in the analysis 11% had ADHD but there were no cases of LD or 

ASD.  Whilst national research indicates over half of children and young people in the youth justice 

system have a speech, language and communication need,[80] only 8% of the Halton cases examined 

had SLCN problems.  It was noted in the health needs assessment that issues with recording may be 

contributing to this low percentage as over 30% of electronic Diversion Programme assessments did 

not have the SLCN portion filled in. 

¢ƘŜǊŜ ŀǊŜ ƻƴƭȅ ǎƛƴƎƭŜ ƴǳƳōŜǊ ƻŦ ȅƻǳƴƎ ǇŜƻǇƭŜ ŀŎŎŜǎǎƛƴƎ IŀƭǘƻƴΩǎ ¸h{ ŀǘ ŀƴȅ ƻƴŜ ǘƛƳŜ ǿƘƻ ƘŀǾŜ 

SEND.  Their need tends to be social, emotional and mental health. 

5.5. Costings 
In 2015/2016 £84,534 of additional funding  was allocated for children with SEND to the Private, 

Voluntary and Independent Early Years sector.   Additional funding of £1,959,497 was allocated to 

schools to support additional SEND provision.    The cost of Resource Base provision was £1,937,469 

and Special Schools £5,579,254.  Placing pupils in Independent Provision costs £2,444,335 and the 

cost of placing pupils in provision run by other Local Authorities costs £206,070.  Post-16 provision 

costs £1,069,744 and provision of transport for pupils and students with SEND was £994,669.   

 

Figure 14: Number of pupils with top-up funding by year group (January 2016) 

 

The weekly cost per person has been calculated using the total amount spent on SEND services (as 

recorded on the financial budget statement) and the total number of children with a SEND 

statement / EHC plan.  The results for Halton indicate that the local authority spends more per child 

per week on SEND services than statistical neighbours and England.  
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Figure 15: Weekly estimated costs per person for SEND services 
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сΦ {ŜǊǾƛŎŜǎ ŦƻǊ /ƘƛƭŘǊŜƴ ǿƛǘƘ ŎƻƳǇƭŜȄ ƴŜŜŘǎ 

6.1. Hospital admissions for asthma, diabetes and epilepsy 
There are three conditions (asthma, epilepsy and diabetes) which account for 94% of emergency 

admissions for children (under 19s) with long-term conditions. Because of this a dedicated indicator 

ƛǎ ƛƴŎƭǳŘŜŘ όΨǳƴǇƭŀƴƴŜŘ ƘƻǎǇƛǘŀƭƛǎŀǘƛƻƴ ŦƻǊ ŀǎǘƘƳŀΣ ŜǇƛƭŜǇǎȅ ŀƴŘ ŘƛŀōŜǘŜǎ ƛƴ ǳƴŘŜǊ мфǎΩύ ƛƴ ǘƘŜ bI{ 

Outcomes Framework.  Based on children registered with GPs in the Halton CCG area, there are now 

six full years worth of data on this indicator plus an additional provisional time period available.  The 

data indicates that Halton rates are statistically higher than those for England as whole for the whole 

period. Observed numbers and rates show more fluctuation locally due to smaller numbers, ranging 

from a high of 139 observed admissions in 2011/12 to a low of 117 in 2013/14.  The last reporting 

period showed there were 131 admissions (July 2015 to June 2016 (Provisional)). 

Figure 16: Trend in emergency hospital admissions for under-19s due to asthma, epilepsy and 
diabetes, Directly Age Standardised Rate per 100,000, England and Halton CCG, 2010/11 to July 
2015 to June 2016 

 

6.1.1. Asthma 

Asthma is the most common long-term condition among children and the UK has one of the highest 

prevalence of asthma symptoms in the world. 

A report on long-term conditions in the North West indicated that the region had the highest levels 

of emergency admissions in England due to asthma amongst 0-18 year olds and that across primary 

care trusts in England there was a significant relationship between admissions for asthma and 

deprivation.  Analysis[81]for 2011/12 to 2015/16 shows that following a fall between 2011/12 to 

2013/14, there has been a rise since, although for the last reporting period the rate of increase has 

reduced considerably. During the period IŀƭǘƻƴΩǎ ǊŀǘŜ has been consistently statistically higher than 

the England rate but is similar to the regional (North West) rate. 

 
 






































































