
EDITORIALS

Towards a comprehensive child health service
IT is now 10 years since the publication of the Court Report,
which argued persuasively for the integration of prevention

and treatment services for children.' A crucial element in the
Court Report's strategy was a greater integration of developmen-
tal surveillance into the primary care team. Sadly, little progress
has been made since then; the tripartite system of child health
services still exists, with general practitioners (contracted through
family practitioner committees) providing treatment of illness
in the practice, consultants (employed by regional health
authorities) providing hospital treatment and clinical medical
officers (employed by district health authorities) providing
developmental screening and health education. Indeed, it seems
at times that the services have become even less integrated.
New hope, however, appeared last year in the form of a short

policy statement on health services for children, agreed jointly
by the Health Visitors Association, the General Medical Ser-
vices Committee of the British Medical Association, the British
Paediatric Association and the Royal College of General Prac-
titioners. This stated that:
1. Preventive and surveillance services for all children are the
function of primary care and should be delivered by general prac-
titioners, health visitors and clinical medical officers.
2. There needs to exist an effective secondary support service
which should be led by consultant paediatricians.
3. There needs to be a planned move towards an integrated ser-
vice for children.
4. The Department of Health and Social Security should initiate
action towards integrating services for children as a high priority.
5. The integrated service should include specialist and support
services available in the community.
6. The school health service should be included within these in-
tegrated arrangements.
7. Preventive and surveillance services for identified populations
should increasingly be based upon general practices.
8. In order to provide an effective service, there should be in-
creased opportunities for continuing education in developmen-
tal paediatrics and child health surveillance for all professional
groups. The four organizations will encourage the uptake of
these opportunities.
Although welcome, these proposals are stated in broad terms

and we need to examine the ways in which they might be im-
plemented. First, the Government needs to take an active role,
in the knowledge that previous governments of different political
persuasions have been committed to the principle of an in-
tegrated child health service. The DHSS should invite health
authorities to develop overall strategies for achieving integra-
tion, leaving health districts to implement these in a way best
suited to their particular needs. Secondly, community physicians

will need to be involved in coordinating and monitoring the ef-
fectiveness of services to different populations of children.
Thirdly, each professional group should look at the ap-
propriateness of its training programmes. In general practice,
for instance, the ability to deliver a comprehensive health ser-
vice for children, embracing both prevention and surveillance,
could become a prerequisite for recognition as a trainer.

If some general practitioners are unable or unwilling to pro-
vide preventive and surveillance services for their child popula-
tions, clinical medical officers could be invited to carry out these
tasks with access to practice records and premises. Such a move
would foster integration and might provide a better career struc-
ture for clinical medical officers.

Developmental surveillance will only lead to improvements
in health if all children are assessed and if problems which are
detected are treated effectively; this means that all general prac-
titioners must be informed about the results of health
assessments in children. It has been shown that surveillance rates
of over 95% can be achieved in practices which are committed
to preventive care in children,2 whereas the proportion of
children aged under five years attending child health clinics is
currently only 45%.3 The direct comparison is perhaps unfair
but it indicates that the present system is not providing a preven-
tive service to the whole population and also that high
surveillance rates are possible.

For too long the different professional groups involved in child
health services have been concentrating on protecting their own
interests. They need to join together and forget their sectional
interests. A survey of general practitioners published in the Jour-
nal this month shows that there is a high level of commitment
to paediatric developmental screening in general practice but that
there is a need for further expansion in postgraduate paediatric
training.4 General practice should commit itself wholeheartedly
to delivering comprehensive health care to children, to providing
a service which embraces prevention and surveillance and to en-
suring that all entrants to general practice are appropriately
trained.

COLIN WAINE
Chairman, Communications Division
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The future of community nursing
HE discussion and debate about the Government's Green
Paper on primary health care' may mean that the Report

of the Community Nursing Review in England, chaired by Julia
Cumberlege,2 will be overlooked by general practitioners. This
would be a pity as the Report contains an interesting analysis
of the current problems in community nursing and makes clear
proposals for changes in the organization and training of the
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The review team were asked to 'study the nursing services pro-
vided outside hospital by health authorities and to report to the
Secretary of State on how resources can be used more effective-
ly, so as to improve the service available to client groups and
to take into account the input from nurses employed by general
practitioners. They were also asked to conduct the review within
a very short time, although the reason for this haste is not ap-
parent since nursing reviews in Wales and Scotland are pro-
ceeding in a different manner. The evidence of the Welsh Council
of the College to the Welsh Community Nursing Review is
published in this issue of the Journal.
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Editorials

What impact is the Cumberlege Report likely to have? The
recommendations are certainly radical - the Report envisages
a neighbourhood nursing service for communities between
10 000 and 25 000 people and the eventual removal of the demar-
cations between district nurses, health visitors and school nurses
by integrating the training of the different groups. The logic of
the proposals is attractive were it not for the difficulties of im-
plementing radical changes in primary health care in the United
Kingdom. The fundamental difference in management struc-
ture between general practitioner and nursing services means that
progress towards teamwork in primary health care is painfully
slow. Where teamwork does operate it is often based on the
development of trust between individuals rather than ar-
rangements between organizations.

Nevertheless there are changes which can take place to
facilitate the development of effective primary care teams or net-
works. For example, practices in urban areas could restrict
themselves to smaller geographical areas through local and in-
formal agreements between practices without creating
monopolies which deny choice to patients.
From the point of view of general practitioners, the accoun-

tability of community nurses is a key issue which needs to be
addressed. The Report places great emphasis on the role of
neighbourhood nursing managers. With notable exceptions, the
tendency of nursing managers in the United Kingdom has been
to take a bureaucratic approach to the provision of services, with
decisions delayed while consultations take place within the nur-
sing hierarchy. Such an approach restricts the clinical role of
nurses, preventing them from adapting to new circumstances and
new approaches to care. The adaptability and flexibility seen
by the Report as essential for providing primary health care is
lost unless the actual providers of care can become individually
accountable for their clinical decision-making.

The growth in the numbers of practice nurses in the last 10
years is related more to this issue of accountability then to the
subsidizing of nurses salaries which the Report condemns.
General practitioners take responsibility for the actions of the
nurses they employ and this has enabled many practice nurses
to carry out a wider range of activities than would be permitted
by nursing managers and health authorities. Perhaps the solu-
tion to the problems of accountability and clinical responsibili-
ty for community nurses is to make them more independent in
their decision-making and this in turn would make the debate
about who employs them less contentious.
The National Health Service seeks to provide a uniformly

good standard of care throughout the country. But despite
schemes to equalize the resources for health care between dif-
ferent parts of the country, the 'inverse care law' coined by Julian
Tudor Hart still applies. The struggle to achieve a uniform ser-
vice means, however, that the professions and the Government
have been reluctant to sponsor experiments in the organization
of health care. It should be possible to set up an experiment
by organizing health care in some districts along the lines recom-
mended in the Cumberlege Report and evaluating the effec-
tiveness of the services provided - only then can rational deci-
sions about the future of community nursing in the UK be made.

E.G. BUCKLEY
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Family conciliation services
AILTHOUGH neither family conciliators nor doctors would

endorse the headline 'Divorce doctors' in the Daily Express
last year, it serves to draw attention to the possible relationship
between the two.

Local out-of-court family conciliation services are growing
rapidly throughout the country, their growth coordinated by the
National Family Conciliation Council (NFCC). There are now
more than 30 affiliated services operating and the NFCC is in
touch with a further 40 at different stages of development. All
these services are run as voluntary agencies with charitable status
and employ professional staff. In some areas conciliation is car-
ried out within the courts by divorce court welfare officers. Con-
ciliation is becoming a popular concept and is recommended
to clients by an increasing number of solicitors.
The NFCC defines the aim of conciliation as 'to help couples

involved in separation and divorce to reach agreement, or to
reduce the area of intensity of conflict between them, especial-
ly in disputes concerning their children. In the short term the
objective is to reach a workable settlement which takes account
of the needs of the children and the adults involved. The longer
term objective is to help both parents maintain their relation-
ship with their children and achieve a cooperative plan for their
children's welfare! It has been predicted that on current trends,
one in three marriages is likely to end in divorce and 20% of
children are likely to experience the divorce of their parents
before reaching the age of 16 years.' At the time of separation
couples are so caught up in their own distress that they may find
it difficult to recognize distress and confusion in their children.

Conciliation offers them help in reaching decisions without ab-
dicating parental responsibility.

Conciliation, though performed by people with a training and
background in social work or marriage counselling, is not a
therapeutic or a welfare activity. Staff do not treat or advise;
rather they invite couples to negotiate. As the Booth
Committee2 puts it, 'we are firmly of the view that the primary
decision-making responsibility should rest with the spouses
themselves and that they should be given all necessary help in
deciding for themselves what should happen to their children,
their property and their marriage'. Although conciliation does
not aim to be therapeutic, it can have healing effects. The pro-
cess of communicating with each other in conciliation appoint-
ments actively helps couples to balance their needs with those
of their children. About lOWo of couples reconcile as a result
of this opportunity, including spouses who had not previously
sought marriage counselling. For the remainder, research at Essex
University for the NFCC reports that a high proportion reach
agreement on issues of custody and access.3 The Government
has now funded a major piece of research at Newcastle Univer-
sity which will further examine, among other things, the effec-
tiveness of conciliation. Studies have shown4-6 that continuing
contact with both parents and clear conflict-free communica-
tion between them can do much to mitigate the harm done to
children by their parents' divorce. Interviews involving the
children can sometimes assist in this process.

In order to be affiliated to the NFCC the family conciliation
services have to satisfy a number of criteria: they should be
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