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Are we 'Fit for the Future' now?

David M B Hall

Twenty years after Fit for the Future was
published,' Donald Court and his committee
colleagues might justifiably be pleased with the
progress made in many of the areas highlighted
in the report, such as the care of the newborn,
parent held records, child psychiatry services,
the district handicap team, flexible training,
and the possibility of progression to consultant
status for some senior clinical medical officers
(SCMOs). But they might be less satisfied with
the progress made in implementing the report's
priority recommendations, which incorporated
four quite radical proposals: an integrated child
health service; career changes for clinical
medical officers (CMOs) and SCMOs, with
increasing numbers of consultant community
paediatricians (CCPs); general practitioner
paediatricians (GPPs); and child health visi-
tors. These were a response to what Court per-
ceived as the most pressing issue in paediatrics:
'We urge the Government to reach a decision about
the re-organisation and staffing of primary care
services for children at the earliest possible moment
... [this] will end the uncertainty about the
pre-school and school health services and the posi-
tion of the doctors working in them' (page 365).

The integrated child health service
The hospital service, general practice, and the
local authority network of child welfare and
school health services grew up in parallel but
each of the three had different aims, culture,
staffing, and management. Several golden
opportunities to unite these three services have
been squandered. The Dawson report (1920)
and the Sheldon report (1967) both proposed a
rationalisation of the system but their sugges-
tions were not implemented. The NHS Act of
1946, influenced by the current assumption
that prevention could and should be separated
from treatment, enshrined the tripartite system
in the NHS legislation. In 1973 the NHS
Reorganisation Act removed all responsibility
for medical services from local authorities and
transferred this to 'autonomous' area health
authorities within the NHS, providing yet
another opportunity to review child health
services. This reorganisation was the stimulus
for the Court report.

Following this reorganisation, the area health
authority took over responsibility for the local
authority medical staff, mainly CMOs and
SCMOs. Many of these had received little or
no formal training; there was no proper career

structure and no clinical or academic leader-
ship. The CMOs and SCMOs provided a
disparate network of community based serv-
ices. Some of these were primary or 'first con-
tact' services, whose aims were to prevent
illness, promote good health and deal with
minor problems; for example, infant welfare
and feeding advice, immunisation, and child
health surveillance. Some were secondary or
referral services, since they needed specialist
expertise, such as audiology and disability clin-
ics, and support for social services in respect of
child abuse. The school health service was an
example of a programme with both primary
and secondary care elements.
Court could not have foreseen the extent to

which the effectiveness, efficiency, and quality
ofcommunity services would soon come under
scrutiny, but he did address the fundamental
weaknesses of the system-the low academic
status of preventive medicine, the uncomfort-
able mixture of primary and secondary care
provided by the community network, the fact
that CMOs and SCMOs were not allowed to
prescribe treatment or initiate referrals to con-
sultants in the hospital service, and the lack of
continuity between preschool and school
health services. He saw that these defects were
confusing to parents, wasteful of resources, and
frustrating to the staff. Two recurring themes in
his writing were the artificial nature of the dis-
tinction between prevention and curative
medicine, and research: 'the need, in the next 25
years, to give prevention the degree of scientific
attention that has been given in the last 25years to
treatment' (page 90).
He suggested that the health care system for

children should have only two parts, not three.
All primary care aspects of community child
health services were to be passed over to a new
breed of general practitioner, the GPP. This
person would undertake preventive care for all
the children in the practice, ideally in a group
practice setting. Up to 70% of their working
week might be spent in such work but they
would still continue with some adult practice.
Support was to be provided within the primary
care team by a child health visitor who would
participate in curative work as well as preven-
tion. Problems identified at primary care level
would be referred as appropriate to consultant
hospital or community paediatricians, all of
whom would be full members of a unified
department of child health within the hospital
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Are we 'Fitfor the Future' now?

service. CMOs would have the opportunity to
become GPPs or child health practitioners
within the general practice framework. Many
SCMOs (including some without the MRCP
qualification) should be promoted to
consultant status and others would be desig-
nated as a clinical specialists in paediatrics.

Sadly, the future for many CMOs is still
uncertain and it took 10 years for Court's wise
advice about SCMOs to be followed-only in
the late 1980s was the paediatric committee of
the Joint Committee on Higher Medical Train-
ing able to implement a scheme whereby
SCMOs could be 'accredited' and eventually in
1993 an effort was made to resolve the remain-
ing contractual and career development issues.2
The European Specialist Medical Qualifica-
tions Order and 'Calmanisation' offer us a last
chance to tidy up this unsatisfactory situation.3
There are several reasons why it took so long

to act on the main recommendations of the
report. First, there were some real difficulties
with Court's proposals. The distinction be-
tween primary and secondary care proved to be
contentious and the costs were probably
underestimated. Second, there were profes-
sional disagreements, both within and between
disciplines, which hindered progress. However,
by the late 1980s there was an increasing con-
sensus that primary care paediatrics belonged
with primary care teams based in general prac-
tice and that doctors providing secondary care
should be part of a unified paediatric depart-
ment along with their hospital colleagues. The
need for a more effective partnership between
primary and secondary care was also accepted.
The British Paediatric Association defined a
combined service as one that unified community
and hospital secondary services, and an
integrated service as one that brought together
primary and secondary care.4
The NHS and Community Care Act 1990

seemed to offer the long awaited opportunity
finally to unite community and hospital paedi-
atric services across the country. Some districts
had already achieved this, overcoming many of
the previous obstacles to service planning and
creative deployment of resources. Some man-
agers were disappointed when creation of these
unified departments did not bring about mira-
cles overnight, but unless attitudes and skills
change as well as management structures, the
consumer is unlikely to notice any immediate
difference.
To the disappointment of many paediatri-

cians, this latest opportunity has in many
districts been squandered by political dogma.
The concept of purchaser-provider separation
had promised not just to preserve but also to
strengthen the role of preventive medicine and
chronic care, in the face of the resource hungry
hospital services; however, there were doubts as
to whether the purchasers had the teeth or the
stomach to insist on such changes and a vocal
minority of professionals voiced fears that the
community service would be asset stripped if
amalgamated with the hospital. This played
into the hands of the government whose
philosophy was that competition between
community and hospital trusts would improve

standards and drive down costs. While doctors
increasingly were called upon to practice
evidence-based medicine, politicians felt no
such obligation and were unperturbed by the
lack of evidence that such competition would
result in savings or better services.5 Many
districts now report unseemly rivalry between
trusts who should be cooperating, to the irrita-
tion of the professionals and often to the
embarrassment of managers, many of whom
are genuinely more interested in good services
than financial deals.

The GPP
The concept of the GPP never found wide
acceptance,6 for a number of reasons. First,
while many general practitioners were, and still
are, committed to specialisation within the pri-
mary care team, the idea of spending the bulk
of their time with just one group of patients,
defined by age, was contrary to their general
philosophy of caring for the family as a whole.
Second, the numbers did not add up-the idea
might have worked in a large group practice but
was likely to present real problems in smaller
practices. Third, there was much debate as to
whether a GPP could reasonably be expected
to reach the level of skill in developmental
diagnosis or educational medicine claimed by
the community child health doctors, since a
practice population would be unlikely to
generate enough paediatric problems to main-
tain the skills of a GPP.

After increasing doubts about the value of
routine examinations of well children, a
reappraisal of child health surveillance was ini-
tiated in 1986. This helped to resolve the ques-
tion of where primary care ended and second-
ary care began. A core programme of routine
child health checks, immunisation, and health
promotion was established,7 and all parties
agreed that this programme must be regarded
as primary care. The new child health surveil-
lance programme was incorporated into the
new contract for general practice of 1990
which permitted general practitioners to be
'accredited' to carry out child health surveil-
lance provided that they fulfilled certain
criteria. A new fee scale was established, to
encourage general practitioners to provide
child health surveillance and to pursue a high
immunisation uptake within their practice.

Child health surveillance and immunisation
are now usually provided by general practition-
ers, though in very deprived areas where
primary care services are struggling, child
health clinics may still be needed. Health pro-
motion and primary prevention are delivered
largely by health visitors who work alongside
their general practitioner colleagues. CMOs
and SCMOs have taken on an increasing
proportion of secondary care, in particular the
expanding workload generated by child protec-
tion and emotional and behavioural disorder.
Some CMOs have entered general practice but
many fewer than Court had envisaged.

All this represents progress, but there is no
room for complacency. The programme of
child health surveillance has a rational basis,
but its benefits in isolation are at best modest
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536 Craft

and provision of training in surveillance
without a solid basis in paediatrics is of limited
value. Many general practice trainees under-
take a senior house officer post in paediatrics
but spend too much time dealing with sick
children on the wards and not enough learning
about the problems that are common for the
general practitioner. There are still insufficient
senior house officer posts for all general
practice trainees, with no immediate prospect
of rectifying this situation. We need a carefully
planned paediatric syllabus and training plan
for every trainee, designed so that even those
who cannot obtain a paediatric post can
participate in structured training.
Community secondary care services are now

well established, but there are many unsolved
problems. Little is known about the functions
of the 'district handicap team' and the child
protection service, or the reasons for the differ-
ences between trusts in the standard and
breadth of service provided. There is an
impending manpower crisis in children's audi-
ology services. We are still very bad at assessing
the benefits of what we do. Information
technology promised so much, but at present
our computers ingest immense amounts of
data at considerable expense, yet give little real
information back. The description and analysis
of specific learning disability has generated a
vast literature; and the service needs of school
age children and the place of the school health
service have been reviewed recently.8
Nevertheless, research into the potential ben-
efits of sophisticated 'educational medicine',
the multidisciplinary assessment of children
with problems affecting learning, is still virgin
territory.

Child health visitors
'The main justification for the distinction between
prevention and treatment has been that they cannot
be combined without an unacceptable sacrifice of
preventive work ... [but] this distinction is wasteful
and confusing to the parents and underestimates
the value to the family of having one familiar fig-
ure . .. ifor] health promotion andfor illness' (page
108).
Health visitors are currently uncertain of

their role. In addition to their traditional work
with children and mothers, they are asked to
undertake community development projects,
specialist work such as tuberculosis contact
tracing, and health promotion with adult men,

the elderly, or the disabled. The value of their
health promoting activities with children is
being questioned. Court's analysis was that the
health visitor was ideally placed to take on the
care of sick children in the community,
supported where necessary by a more special-
ised nurse based within the hospital depart-
ment. Most of those who fiercely declare their
faith in health promotion oppose Court's view.
Nevertheless many health visitors would wel-
come the opportunity to undertake the care of
sick children at home, with appropriate sup-
port; indeed, this already happens in many
informal ways. The sad fact is that we still have
little research data to help us decide whether
his proposals would (in 1990s jargon) produce
more 'health gain' than a purely health
promoting model of health visiting.

In conclusion
The first law of 'O' level economics tells us that
resources are, and always will be, scarce. Don-
ald Court wrote hopefully of a future time
when 'the financial crisis would be contained and
there would once again be sustained growth in
resources and public expenditure' (page 364) but
he did not live to see this Utopian state of
affairs and I doubt if I shall either.

Rereading Fit for the Future, I reflected that
since 1976 the number of consultant paediatri-
cians has increased more than threefold.
Should investment in medical care continue to
expand at such a rate? Can we make better use
of existing resources? Is there a law of
diminishing returns as we spend more and
more on health care? Would we do better to
invest our 'sustained growth in resources', if it
ever comes, in housing and education rather
than the health care system?
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The 1970s were a time of consolidation and
reflection for paediatrics in the UK. Paediatrics
had begun to develop as a separate specialty
before the second world war and noteworthy
landmarks were the formation of the British
Paediatric Association (BPA) in 1928 and the
establishment of the first full time professor of
child health James Spence) in England in

1942 in Newcastle upon Tyne. Among the new
group ofyoung enthusiastic doctors who came
into paediatrics after the war was Donald
Court. In the 20 year postwar period the
organisation of the care of children underwent
a rapid expansion with paediatric units being
set up in most major, and many smaller, hospi-
tals. This growth had been largely uncoordi-
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