
 

Monthly topic of interest: Children in Hospital Episode Statistics – July 2012 to June 2013, 
Provisional 
Most of the HES analysis regularly published by the HSCIC uses broad age bands for children, eg. 0-14.  In July 2012, 
the Children and Young People’s Outcomes Forum1 recommended that “with immediate effect, all data about 
children and young people should be presented in 5 year age bands through childhood and the teenage years”2.  This 
report reproduces some of the standard HES analyses which are published as part of the annual reports for 
Outpatients, Admitted Patient Care and A&E with these additional breakdowns3.  It also includes some further 
breakdowns by gender to show the differences between boys and girls and uses the 12 months period of data from 
July 2012 to June 2013.   
 
The report does not include the latest month of provisional HES data as it was submitted by hospital providers only 3 
weeks after the end of the month and is known to be incomplete (see data completeness information which 
highlights the change in the submission of previous months’ data).  Therefore, it is excluded from this topic of 
interest due to the known shortfall in the most recent month. 
 

Key facts (for the period July 2012 to June 2013) for Children aged 0-19: 

Admitted Patient Care 
 There were 2.5m finished consultant episodes (FCEs) in the 12 month period July 2012 to June 2013 for 

children aged 0-19.  This was a very small increase of 0.1 per cent on the previous 12 months and came from 
the 1-4 and 5-9 year old age groups (up 3.5% and 4.9% respectively) while FCEs for the other age groups fell. 

 For FCEs for children aged 1-4, the most common primary diagnoses were viral infections, respiratory 
conditions and acute tonsillitis.  For children aged 5-9 the most common primary diagnoses were for dental 
caries, acute tonsillitis and nonsuppurative otitis media .  The most common primary diagnosis for 10-14 and 
15-19 year olds was for abdominal and pelvic pain.  Boys had more primary diagnoses which related to 
fractures and this difference was more pronounced for older children. 

 For FCEs where a cause was recorded, the most common causes for boys and girls were similar up to age 9.  
For older children, girls were more likely than boys to have a cause relating to intentional self-harm (5 per 
cent of all FCEs for 15-19 year old girls), whereas boys were more likely than girls to have a cause recorded 
relating to assault (2 per cent of all FCEs for 15-19 year old boys).  Similar differences were also apparent for 
10-14 year olds but they were more pronounced for 15-19 year olds. 

Outpatient Attendances 
 There were 9.4m outpatient attendances for children aged 0-19 which was an increase of 3.7 per cent on the 

previous 12 months.  All age groups showed an increase with the largest proportionate increase being for 5-9 
year olds (up 6.4%). 

                                                           
1
 “Report of the Children and Young People’ Health Outcomes Forum” available at 

http://healthandcare.dh.gov.uk/forum-recommendations/ 
2
 The recommendation included an allowance for having a specific break for children aged under 1 years if relevant to 

the analysis being undertaken. 
3 Additional age breakdowns for those aged 20-24, 25-59, 60-74 and 75 and over are available in the excel tables which form 

part of this report. 
 

http://healthandcare.dh.gov.uk/forum-recommendations/


 The “did not attend” rate at outpatient appointments was similar for boys and girls for those aged under 1, 
1-4 and 5-9.  A gap appeared for 10-14 year olds and got larger for 15-19 year olds with boys in this older age 
group having the highest “did not attend” rate at 14 per cent. 

A&E Attendances 
 There were 4.8m attendances at A&E for children aged 0-19 which was an increase of 1.0 per cent on the 

previous 12 months.  This increase came from the under 1 year olds, 1-4 and 5-9 year old age groups (up 
5.9%, 3.6% and 5.3% respectively) while attendances at A&E for 10-14 and 15-19 year olds fell (down 3.1% 
for both groups). 

 Boys had more attendances at A&E than girls for all age groups apart from 15-19 year olds.  There were 
differences in when children attended A&E but most school age groups had a peak in visits to A&E between 
9-10am and 4-5pm. 
 
 

Summary Table 

 
 



Admitted Patient Care 
 
Table 1 shows that children under 1 year old had more finished consultant episodes (FCEs) than the other age groups 
although most of these were related to the birth episode or conditions arising immediately after birth.  For all age 
groups, other than 15-19, boys have more FCEs than girls.   For this oldest age group however, a third of these FCEs 
for girls had a primary diagnosis relating to pregnancy and when these were removed from the analysis the 
difference between boys and girls was much smaller.   Ignoring these older children, the largest proportionate 
difference was for 1-4 year olds where the number of FCEs for boys was 37 per cent higher than the figure for girls. 
 

 
 
Table A1 at the end of this report shows that the most common primary diagnoses for FCEs for 1-4 year olds were for 
viral infections, respiratory conditions and acute tonsillitis.  Interestingly 1-4 year old boys had nearly twice as many 
episodes for asthma (6,794) compared to girls (3,469).   
 
For children aged 5-9, the most common primary diagnoses for both boys and girls were for dental caries, acute 
tonsillitis and nonsuppurative otitis media.  The 6th most common diagnosis for boys was fracture of forearm which 
was 48 per cent higher for boys than girls where it was the 7th most common diagnosis. 
 
There were more noticeable differences between boys and girls for 10-14 year olds and 15-19 year olds and these 
are shown in charts 1 a-b.  The charts show the 20 most common primary diagnoses for 10-14 year olds and 15-19 
year olds by gender.  This information is also available in table A1.   
 
For children aged 10-14, the most common primary diagnosis was abdominal and pelvic pain for both boys and girls 
although the number of diagnoses for girls was 45 per cent higher than the equivalent figure for boys.  For boys, 
fracture of the forearm was the 2nd most common primary diagnosis and it was nearly 3 times higher than the figure 
for girls where it was the 9th most common. 
  
Similarly for 15-19 year olds, abdominal and pelvic pain was the most common primary diagnosis for both boys and 
girls although the difference was now much greater compared to  10-14 year olds with the figure for girls being four 
times the level for boys.  A large number of primary diagnoses for girls for this age group related to pregnancy.  
When these were removed from the analysis, the next most common primary diagnosis was “poisoning by nonopioid 
analgesics, antipyretics and antirheumatics” which was over four times the number for boys where it was only the 
11th most common diagnosis.  However, it only made up 3 per cent of all primary diagnoses for this 15-19 year old 
girls including those diagnoses related to pregnancy.   
 
The third most common diagnosis for 15-19 year old boys was fracture of skull and facial bones and the fourth most 
common was fracture at wrist and hand level.  These were only the 74th and 96th most common primary diagnoses 
for girls. 
 



Charts 1 a-b:  20 Most Common Primary Diagnosis Codes for Finished Consultant Episodes for 10-14 and 15-19 year olds by 
gender, July 2012 to June 2013, Provisional 

 

 
 
Table A2 shows the most common external causes for FCEs.  The cause recorded for each FCE is the first occurring 
diagnosis which takes a value between V01 to Y98 which relate to “external causes of morbidity and mortality”.  
Therefore an external cause is not recorded for the majority of FCEs as in most cases the patient is admitted to 
hospital for a known condition rather than as the result of an accident for example.  For the 12 month period, the 
external cause was only recorded for 7 per cent of FCEs for children aged 0-19. 
 
Where an external cause was recorded, the most common or 2nd most common cause for all child age groups was a 
“surgical operation and other surgical procedures as the cause of abnormal reaction of the patient, or of later 
complication, without mention of misadventure at the time of the procedure”.  This was the most common cause for 
children under 1 year old with the second most common being a fall whilst being carried or supported by other 
persons.  Other types of falls were also common causes for these very young children. 
 
For 1-4 year olds, the most common cause for females was a “foreign body entering into or through an eye or natural 
orifice” and this was the second most common for males.  Another common cause for this age group was being 
“caught, crushed, jammed or pinched in or between objects” as were different types of falls.   
 
For 5-9 year olds, the most common cause for boys and girls was a “fall involving playground equipment”.  For this 
age group there was little difference between boys and girls with the 5 most common external causes being identical 
for boys and girls. 
 
There are more differences between boys and girls for 10-14 year olds and 15-19 year olds and these are shown in 
charts 2 a-b.  The charts show the 20 most common causes for 10-14 year olds and 15-19 year olds by gender where 
a cause was recorded.  This information is also available in table A2.   
 



The most common cause for 10-14 year old girls was “intentional self-poisoning by and exposure to nonopioid 
analgesics, antipyretics and antirheumatics” .  2,614 FCEs were recorded with this cause for 10-14 year old girls 
which was 14 times the number for boys (184 FCEs) where it was the 26th most common cause.  To set this into 
context however, it only made up 17 per cent of all FCEs for 10-14 year old girls where an external cause was 
recorded and only 2 per cent of all FCEs when including those with no external cause.  “Intentional self-harm by 
sharp object” was also a common cause for 10-14 year old girls at 3rd highest but it was only the 42nd most common 
cause for boys. 
 
Taken as a group, FCEs where the external cause was recorded as “intentional self harm” (ICD10 codes X60-84 and 
Y87) accounted for 4,599 FCEs for 10-14 year old girls compared to 593 FCEs for boys of a similar age. 
 
For 10-14 year old boys, the 4th most common cause was “pedal cyclist injured in non-collision transport accident” 
The figure for 10-14 year old boys (1,143) was five times higher than the figure for girls (226) where it was the 19th 
most common cause.   Other noticeable difference between the genders were for “Other fall on same level due to 
collision with, or pushing by, another person” and “hit, struck, kicked, twisted, bitten or scratched by another person” 
which were  the 5th and 10th most common causes for boys respectively, but only the 32nd and 27th most common for 
girls. 
 
The most common cause for 15-19 year old girls was also “intentional self-poisoning by and exposure to nonopioid 
analgesics, antipyretics and antirheumatics” but unlike 10-14 year olds, this was also a common cause for boys at 3rd 
highest although the actual number of episodes was over four times higher for girls.   
 
Intentional self harm as a group accounted for 13,438 FCEs for 15-19 year old girls.  This represented half of all FCEs 
where an external cause was recorded but only 5 per cent of all FCEs when also including those which did not have 
an external cause.  This was three times the number for boys where only 4,030 FCEs were recorded which 
represented 13 per cent of FCEs which had a known cause and 3 per cent of all FCEs when including those without a 
cause. 
 
The 2nd most common cause for 15-19 year old boys was “Assault by bodily force”  (2,367 FCEs) which was reported 
over 5 times more often than it was for girls where it was the 11th most common (424 FCEs).  Taken as a group 
“Assault” (ICD10 codes X85-Y09) accounted for 3,496 FCEs for 15-19 year old boys.  This represented 12 per cent of 
all FCEs where an external cause was recorded but only 2 per cent of all FCEs when also including those which did not 
have an external cause. 
 



Charts 2 a-b:  20 Most Common Causes for Finished Consultant Episodes for 10-14 and 15-19 year olds by gender, July 2012 to 
June 2013, Provisional 

 
1.  Note that some of the cause descriptions have been truncated in the charts.  The full description is available in table A2. 

 
Outpatients 
 
Table 2 shows that boys had more outpatient attendances than girls for all ages other than 15-19.  However, over a 
fifth of attendances for 15-19 year old girls was to see the following main speciality groups:  obstetrics, midwife 
episode or gynaecology.  The largest discrepancies between boys and girls was for 1-4 year olds where boys attended 
32 per cent more outpatient appointments than girls. 
 

 
 



Table 3 shows that the “did not attend”4 rate at outpatient appointments was similar for boys and girls for those 
aged under 1, 1-4 and 5-9.  A gap appeared for 10-14 year olds and got larger for 15-19 year olds with boys in this 
older age group having the highest “did not attend” rate at 14 per cent.  However if this analysis is extended to all 
age groups, the rate for 15-19 year olds was lower than the rate for 20-24 year old men which was 18 per cent.  
Those under 1 year of age had a non-attendance rate of 9 per cent which was the lowest for all the child age groups 
but not as low as those aged 60-74 where it was 5 per cent. 
 

 
 

A&E Attendances 
 
Table 4 shows that boys had more attendances at A&E than girls for all age groups apart from 15-19 year olds.  The 
largest proportionate difference being for 1-4 year olds where boys had 28 per cent more attendances than girls.  
This was also the age group with the most attendances. 

 
 
 

                                                           
4
 See notes section at end of report for a definition of how the rate was calculated. 



Chart 3 shows the variations in when people attend A&E by age and gender.    The time indicated on the chart is the 
start time of that hour, eg. 09:00 means between 09:00 and 09:59.  The chart shows that 5-9 and 10-14 year olds 
both had a morning peak for weekdays at 9am, and an afternoon peak at 4pm on all weekdays.  There was also a 
secondary afternoon peak at 6pm apart from Fridays for 10-14 year olds.  At weekends, both groups had a peak 
around lunchtime which was more pronounced on a Sunday than Saturday.  The 5-9 year olds also had another peak 
around tea-time on a Saturday. 
 
0-4 year olds had a much less pronounced peak later in the morning during weekdays around lunchtime and they 
also had a higher peak later in the afternoon around 6-7pm. 
 
15-19 year olds are shown separately for females and males as they have different distributions.  Males had a slightly 
later peak on Saturdays at 4pm compared to 2pm for females.  The difference on Sundays was more pronounced 
with males having a higher peak around lunchtime and early afternoon than females.  The 15-19 year old males did 
not show a similar pattern to 20-24 year old males who had peaks on Saturdays and Sundays in the early hours of the 
morning. 
 

 
 



Table A1:  Most Common Admitted Patient Care 3 Character Diagnoses by Age and Gender, July 2012 to June 2013, Provisional 

 



Table A2:  Most Common External Causes by Age and Gender, July 2012 to June 2013, Provisional 
 



Annex Tables 

Table P1:  Finished Consultant Episodes by hospital providers by age and gender, July 2012 to June 

2013, Provisional 

Table P2:  Hospital providers outpatient attendances broken down by gender and age group, July 

2012 to June 2013, Provisional 

Table P3:  Hospital providers outpatient ‘did not attends’ broken down by gender and age group, 

July 2012 to June 2013, Provisional 

Table P4:  Number of A&E attendances in each provider by age group and gender, July 2012 to June 

2013, Provisional  



Notes 
 
1. Provisional data - The data is provisional and may be incomplete or contain errors for which no 

adjustments have yet been made.  Counts produced from provisional data are likely to be lower than 
those generated for the same period in the final dataset. This shortfall will be most pronounced in the 
final month of the latest period, ie July 2013 which is why data for this month is not included in this 
report. It is also probable that clinical data are not complete, which may in particular affect the last 
two months of any given period. There may also be errors due to coding inconsistencies that have not 
yet been investigated and corrected.  

2. Data quality - Hospital Episode Statistics (HES) are compiled from data sent by more than 300 NHS 
trusts and primary care trusts (PCTs) in England and from some independent sector organisations for 
activity commissioned by the English NHS. Health and Social Care Information Centre liaises closely 
with these organisations to encourage submission of complete and valid data and seeks to minimise 
inaccuracies. While this brings about improvement over time, some shortcomings remain. 

3. Finished Consultant Episode (FCE) - This report is based on the finished consultant episode (FCE), this 
is the primary unit of measure in the Hospital Episode Statistics (HES) database. Since a hospital stay 
may involve more than one episode of care (for example when the patient is transferred from the care 
of one consultant to another), or a patient may attend hospital more than once in the period, this 
data should not be interpreted as the number of people or the number of admissions to hospital in 
the period. Please note that all data presented here aggregates each episode, so if patient X has a 
hospital stay comprising of three episodes in the period, each of these three episodes is reported. 

4. Primary diagnosis - The primary diagnosis is the first of up to 20 (14 from 2002-03 to 2006-07 and 7 
prior to 2002-03) diagnosis fields in the Hospital Episode Statistics (HES) data set and provides the 
main reason why the patient was being treated in hospital. 

5. Cause code - A supplementary code that indicates the nature of any external cause of injury, 
poisoning or other adverse effects. Only the first external cause code which is coded within the 
episode is counted in HES. 

6. Did not attend rate – This is calculated as: 
               

                           
 

 
Attendances are defined as attendance type =  
1 = Attended first appointment,   
2 = Attended subsequent appointment,  
3 = Attended but first/subsequent/tele unknown, 
21 = Attended first tele consultation, 
22 = Attended subsequent tele consultation. 
 
Non-attendances are defined as attendance type =   
4 = Did not attend first appointment, 
5 = Did not attend subsequent appointment, 
6 = Did not attend but first/subsequent/tele unknown, 
24 = Did not attend first tele consultation, 
25 = Did not attend subsequent tele consultation. 
 


