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also with more general practitioners over 65 and
smaller list sizes. In these circumstances, low rates
indicate both a healthier population and a less adequate
practice organisation. Why and where such population
and practice characteristics coincide to explain these
outputs requires further research.

Our analysis is inevitably a tentative first step. It
identifies the need for further development. Not only
is there a case for developing a more sophisticated
data set for primary health care, along the lines
recommended by the Family Practice Service Indi-
cators Working Party," and breaking down composite
indicators such as the Jarman index into their com-
ponent parts, but there is a need to develop outcome
indicators designed to measure the impact of primary
health care on the populations’s health and to link
family health service authority data with information
about hospital, community, and social services. Despite
such reservation, the analysis found powerful relations
between population, input, and output variables with
relatively simple techniques. We conclude therefore
that treating family health services authorities as
discrete primary health care systems and using the
family health service authority performance indicators
to examine the variations between them is a useful and
rewarding basis for studying the dynamics of general
practice.

We thank Dr Richard Carter of the Department of Health

for guiding us through the family health service authority data
set and for help with the manuscript.
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Admission to child health surveillance lists: the views of FHSA
general managers and general practitioners

Alison Evans, Neal Maskrey, Philip Nolan

Abstract

Objectives—To find out the sources of advice that
were helpful to managers of family health services
authorities in drawing up the criteria for admission of
general practitioners to the child health surveillance
lists; to determine the criteria used for admission of
general practitioners to the family health services
authorities’ child health surveillance lists; to find out
the changes general practitioners have made in child
health surveillance in their practices; to determine
the experiences of general practitioners relating to
admission to the child health surveillance lists and to
training in child health surveillance.

Design—Survey by postal questionnaire.

Subjects —General managers of all family health
services authorities in England and Wales; all general
practitioners in Yorkshire and Humberside.

Results—Managers of 80 of 93 family health
services authorities replied (86%). A total of 62 (78%)
found local community paediatricians helpful in
compiling criteria for admission to child health
surveillance lists, and 46 (57%) found national guide-
lines helpful. Fifty seven (71%) accepted general
practitioners who had completed an approved
course, and 45 (56%) accepted those with three or
more years’ experience of child health surveillance.
Of the 1966 questionnaires sent to general prac-
titioners, 1233 were satisfactorily completed (63%).
Of the 919 respondents who had applied to be put on
child health surveillance lists, 673 (73%) had been
permanently accepted; of these, 441 (65%) had done
an approved course and 375 (56%) had had three or
more years’ experience of child health surveillance.
Of the 145 (16%) not accepted, 57 (39%) had done an
approved course and 71 (49%) had three or more
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years’ experience. Respondents reported variable
quality and availability of courses in child health.

Conclusions — Acceptance of general practitioners
on to child surveillance lists has not been carried out
consistently despite national guidelines setting out
criteria for acceptance.

Introduction

Before April 1990 general practitioners could provide
child health surveillance for their patients but received
noextraremuneration for this service. The introduction
of a fee for child health surveillance was accompanied
by the requirement that family practitioner commit-
tees, as they were then, should establish lists of general
practitioners eligible to carry out child health surveil-
lance. A Department of Health circular on child health
surveillance in regard to implementation of the new GP
contract, sent to regional and district general managers
in February 1990, emphasised the importance of
agreed policies between district health authorities and
family practitioner committees so that child health
services would be “provided in a consistent and
coherent way.” The first policy area mentioned by the
circular is “the criteria—based on experience and
training during the five years immediately preceding
the application—which determine the eligibility of
general practitioners to be included on the child health
surveillance list.” The guidelines for the training and
accreditation of general practitioners in child health
surveillance produced jointly by the Royal College of
General Practitioners and the British Paediatric
Association are mentioned as an adjunct to this.'

These guidelines suggest that there are three groups
of general practitioners likely to join the list. The first
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group consists of general practitioners “who can
demonstrate that they have carried out a systematic
child health surveillance programme for a substantial
period of time, normally three years or more.” The
second group of general practitioners are those who
would require a training programme. The training
programme recommended consists of a minimum of
four, and preferably six, theoretical sessions and six
practical sessions. The third group consists of those
general practitioners who can justifiably claim
competence to carry out child health surveillance —for
example, general practitioners with recent experience
in community child health.

We are all involved in continuing medical education
of general practitioners and have received many queries
and comments from general practitioners about train-
ing and accreditation for child health surveillance.
Listening to the experiences of our colleagues gave us
the impression that there was a considerable variation
between districts in the criteria used for admission
to the list, in the administration of child health
surveillance services generally, and in the availability
and quality of training courses on child health sur-
veillance. We therefore conducted a questionnaire
survey of general managers of family health services
authorities and general practitioners during September,
October, and November 1990. The objectives of the
study were to find out which sources of advice were
helpful to family health services authorities in drawing
up the criteria for admission of general practitioners to
the child health surveillance lists; to find out what
criteria were actually used for admission to the child

Local community paediatricians

Local medical committee

Officers of family practitioner committee

Local consultant paediatricians

RCGP/BPA guidelines

Local]directors of public health

Medical advisers to family health services authorities E

Department of Health

General Medical Services committee
RCGP local faculty

r T T T 1
Strongly disagree  Disagree Neutral Agree  Strongly agree

Deviation from weighted average response of 80 managers of family health services authorities to the
7 t: “The following were helpful in providing information which enabled me to compile the criteria for
admission to the child health surveillance list”

TABLE 1— Number (%) of 80 managers of family health services authorities responding to the statement: “In
my district, the following are accepted as adequate qualification/experience for acceptance on to the child
health surveillance list

Automatic acceptance
without other
qualifications or

Relevant if combined
with other qualifications

experience or experience Not relevant No response

Principal having completed approved

training course in child health

surveillance 57(71) 15(19) 1(1) 6(8)
Principal with comprehensive child

health surveillance programme for

three years or more 45 (56) 24 (30) 3(4) 6(8)
Previous community medical officer

post in community child health 34 (43) 35(44) 1(1) 8(10)
Previous senior house officer post in

community paediatrics 19(24) 47 (59) 2(3) 10(13)
Principal with comprehensive child

health surveillance programme for

less than three years 17 (21) 46 (58) 7(9) 9(11)
DCCH 15(19) 44 (55) 7(9) 13(16)
DCH 13 (16) 54 (68) 4(5) 9(11)
MRCP (paediatrics) 709) 49 (61) 12 (15) 11(14)
Previous senior house officer post in

paediatrics 6(8) 57(71) 6(8) 10(13)
Newly appointed principal having

completed vocational training scheme

in last 12 months 4(5) 35(4) 30(38) 9(11)
MRCGP 2(3) 38(48) 28 (35) 12(15)
Being a principal in general practice 23(29) 45 (56) 11(14)
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health surveillance lists; to find out what changes
general practitioners have made in child health sur-
veillance in their practices under the new contract; and
to determine the experiences of general practitioners
relating to admission to the child health surveillance
lists and to training in child health surveillance.

Methods

SURVEY OF MANAGERS OF FAMILY HEALTH SERVICES
AUTHORITIES

The questionnaire sent to managers of family health
services authorities consisted of two main sections.
The first gave a list of possible sources of advice for
compiling the criteria for admission. For each of these,
respondents were asked to state whether they strongly
agreed, agreed, were neutral, disagreed, or strongly
disagreed with the statement, “The following were
helpful in providing information which enabled me to
compile the criteria for admission to the family prac-
titioner committee’s child health surveillance list.” An
open section was included for other sources of advice
and comments.

The second section related to the qualifications and
experience needed for acceptance on to the list. For
each specified qualification or type of experience the
respondents were asked to state whether this would
lead to automatic acceptance without other qualifi-
cations or experience, whether it was relevant if
combined with other qualifications or experience, or
whether it was not relevant. An open section was again
provided for other criteria and comments.

The questionnaire was piloted on five managers of
family health services authorities and then sent to all
the remaining managers in England and Wales. Non-
respondents were sent a second questionnaire after
three weeks.

SURVEY OF GENERAL PRACTITIONERS IN YORKSHIRE AND
HUMBERSIDE

A questionnaire was developed to ascertain whether
child health surveillance was being carried out in the
respondent’s practice, whether there had been any
changes in the practice’s provision of child health
surveillance, if the respondent had applied for admis-
sion to the child health surveillance list, and if he or she
had been accepted, conditionally or otherwise. The
questionnaire then dealt with the qualifications
and experience in child health surveillance of the
respondent, if the district health authority had pro-
duced precise definitions of the work to be done by
general practitioners in child health surveillance, if
respondents had had difficulty in finding approved
child health surveillance courses, and, for those who
had attended such a course in the previous year, a
structured assessment of its usefulness to them.

The questionnaire was piloted on 50 general prac-
titioners in districts neighbouring Yorkshire and was
then sent to all 1966 general practitioners in Yorkshire
and Humberside. Responses to closed questions were
analysed using a computer database, and free text
responses were recorded in categories by the authors.
The proportions of respondents in each partnership
size and of those on child health surveillance lists were
compared with figures supplied by family health
services authorities.

Results

MANAGERS OF FAMILY HEALTH SERVICES AUTHORITIES
In all, 93 questionnaires were sent out in the main

study (five having been sent out in the pilot survey), of

which 80 were returned satisfactorily completed, a

response rate of 86%. The figure shows the responses

to the first section (possible sources of advice) as
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TABLE 11—Characteristics of general practitioners in family health services authorities (FHSAs) in
Yorkshire and Humberside. Figures are numbers (percentages)

Family health services authority

2 3 4 5 6 7 Total
GPs on FHSA list 253 192 102 392 174 403 450 1966
GPs on child health
surveillance list 104 (54) 32(31) 229(58) 120(69) 323(80) 165(37) 1133(58)
Respondents to
questionnaire 134(70)  69(68) 221(56) 104(60) 293(73) 248(55) 1230 (63)*
Applicants for child health
surveillance listt 98(73) 37(54) 176 (80) 77(74) 259(88) 166(67) 919(75)
Accepted:
Perpmanemly 75(77)  25(68) 150(85) 66(86) 212(82) 99(60) 673 (73)*
Temporarily 7(7) 1(3) 7(4) 23) 2209 201 98(11)
Not accepted 15(15)  1027)  17(10) 8(10) 25(10) 65(39) 145(16)
No response to this
question 1(1) 1(3) 2 1(1) 0 0 5

*Three respondents removed the identifying code from the questionnaire.
1Percentage given is percentage of respondents.
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TABLE 111 — E xperience and training of general practitioners accepted
permanently on to child health surveillance list compared with those not
accepted on to list

GPs accepted GPs not accepted
permanently (n=675) (n=145)

Experience of child health surveillance in general practice:

=3 years 375(56) 71(49)

<3 years 189 (28) 33(23)

None 711D 36 (25)
Approved course in child

health surveillance 441 (65) 57 (39)
Approved course plus 3 or

more years’ experience 235(35) 25(17)
No experience of child health

surveillance in general

practice and no approved

course 19(3) 21(14)
Community medical officer

post in community child

health 84(12) 3(2)
Senior house officer in

community paediatrics 32(5) 3(2)

deviations from the weighted average response, ranked
in order of the percentage of respondents who agreed
or strongly agreed that a particular agency had been
helpful in compiling the criteria for admission to the
child health surveillance lists. Other sources of advice
were also mentioned: local general practitioners with
paediatric experience, district health authorities, health
visitors, health visitor and nurse managers, general
practitioner tutors, and other family health services
authority managers. Nineteen family health services
authorities (25%) said that they did not have indepen-
dent medical advisers available at that time.

Table I shows the responses to the second section,
ranked by the percentage of respondents who con-
sidered that the particular qualification or experience
would lead to automatic acceptance on to the child
health surveillance list. Some family health services
authorities had different criteria for general prac-
titioners in different district health authorities,
depending on the policy of the district health authority.
In one case the family health services authority had to
deal with four different district health authorities.
Some of those who did not respond to parts of this
section referred to the reports and leaflets they had sent
when returning their questionnaire. Several family
health services authorities stated that qualifications
had to be obtained within a given time, often in the past
five years, but some required them to be within the past
three years, and in one case only approved courses in
the previous year were considered adequate.

GENERAL PRACTITIONERS

Of the 1966 questionnaires sent out, 1253 were
returned, of which 1233 were satisfactorily completed,
giving a response rate of 63%. Singlehanded general
practitioners were underrepresented in the respondents
(7% of respondents as against 12% of the total). The
percentage of respondents who had been accepted for
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child health surveillance was similar to the percentage
of all general practitioners who had been accepted in
each family health services authority area, except for
one where 70% had been accepted, compared with 59%
of respondents (p<<0-01, * test).

CHILD HEALTH SURVEILLANCE IN THE PRACTICES

Of the respondents, 673 (55%) personally carried
out child health surveillance in their practices and a
further 348 (28%) were in practices where child health
surveillance was carried out by someone else. One
hundred and eighty (15%) said that no one in the
practice carried out child health surveillance. A total of
328 respondents (27%) were in practices that had
started a child health surveillance programme after 1
January 1990, and 410 respondents (33%) had recently
modified an existing programme. In all, 129 respon-
dents (10%) said that their district health authority
had not produced precise definitions of the work to be
done by general practitioners in child health surveil-
lance, and a further 260 (21%) were uncertain whether
their district health authority had produced such
guidelines.

In those practices not carrying out child health
surveillance, 14 respondents (1%) had stopped since 1
January 1990, 87 (7%) did not intend to start, 59 (5%)
intended to start, and 84 (7%) were uncertain.

ADMISSION TO CHILD HEALTH SURVEILLANCE LISTS

Table II shows the distribution of general prac-
tiioners in each family health services authority
area, numbers actually on the family health services
authority’s child health surveillance list, numbers of
respondents in each family health services authority
area, and the numbers of respondents who applied and
who were accepted permanently or temporarily in each
family health service authority area. Of those who
applied, 422 (46%; 34% of all respondents) had been
required to attend a course in child health surveillance
as a condition of acceptance.

Table III shows the experience and training of those
accepted permanently on to their family health services
authority’s lists, and of those who were not accepted.
Several general practitioners commented that their
extensive experience of caring for children in general
practice had been disregarded and that they felt
resentful that general practitioners in other areas had
been accepted with less experience or fewer qualifi-
cations than themselves.

APPROVED TRAINING COURSES

A total of 113 respondents (9%) had either some
difficulty or great difficulty in finding an approved
training course. Several commented that, because all
their partners had also been required to attend a
course, some of them had to travel further afield as they
could not all be absent from the practice at once to
attend a local course.

The section evaluating an approved course that they
had attended in the past year was filled in by 532
respondents (43%). Although 424 (80%) of these felt
that the content of their course was relevant to general
practice, only 346 (65%) felt that they had gained new
information and 235 (44%) that they had learned new
skills. A total of 218 (41%) felt that the courses did not
take into account their previous experience of children.
The length of the courses varied from two days’ theory
to five days’ theory and six or more practical sessions.
The comments on courses ranged from “excellent,
stimulating” to “futile, patronising, too didactic,
poor lectures, a complete waste of time.” Several
respondents commented that the courses were too
basic and underestimated general practitioners’
knowledge and experience of children.
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Discussion

These results show variation in the criteria used by
family health services authorities for accepting general
practitioners on to child health surveillance lists. They
also show a wide variation in the percentage of general
practitioners in each family health services authority
on the child health surveillance list.

An efficient national child health surveillance pro-
gramme should be easily available to all children, and
the potential to provide this as a part of primary care
has long been recognised.’? This study highlights
a major change in the provision of child health
surveillance in the NHS, with a quarter of general
practitioner respondents having started child sur-
veillance after January 1990 and a further third having
changed their child health surveillance programme.
Even so, child health surveillance was not carried out
in the practices of a seventh of respondents; a quarter
of respondents had not applied to be on child health
surveillance lists, and a further fifth had applied and
been refused.

The variability of the criteria used for admission to
the child health surveillance lists caused many of the
respondents to feel strongly that they had been unfairly
treated. Perhaps of greater importance, however, is the
variation in quality of service that may result.

Varying reports have been published on the effective-
ness of child health surveillance,** and the Hall report
repeatedly points to where further research and evalu-
ation of the child health surveillance programme is
needed.® General practitioners, with their well defined
practice populations, are ideally placed to collect
information for this purpose. It is difficult to believe
that a general medical practitioner capable of delivering
general medical services would not be capable of
carrying out child health surveillance, given appro-
priate training.

The guidelines of the Royal College of General
Practitioners and British Paediatric Association were
the subject of much discussion after their publication.
They place great emphasis on training and recommend
a theoretical course of six sessions (minimum four
sessions) with six practical sessions. The syllabus
recommended in the guidelines is so extensive,
however, that in our opinion it is difficult to cover fully
in less than 12 theoretical sessions. Much of it is at

undergraduate or vocational training level. Attempts
to fit all this into too short a time may have given rise to
intensive lecture courses with inappropriate content
for established general practitioners. It is understand-
able that general practitioners with 10 or more years’
experience of child health surveillance should feel
resentful if they are not approved while general
practitioners who have only been on such a course are
approved.

We think that it would be more appropriate, and
in keeping with the recommendations of Healthier
Children— Thinking Prevention’ and the Hall report,’
that all general practitioners interested in providing
child health surveillance for their patients should be
encouraged to do so. Healthier Children— Thinking
Prevention suggests that education for child surveillance
should continue throughout the career and be based on
the needs of the learner.’ This can be carried out
effectively in local educational groups of general prac-
titioners and other health professionals. They could
work together to increase their expertise in child health
surveillance, to monitor their own performance, and to
compare their performance with their peers. We would
urge that all general practitioners who are prepared to
undertake such continuing education and to work with
the district health authority in attempts to measure the
comprehensiveness, quality, and effectiveness of
the child health surveillance programme should be
included on the child health surveillance list.

Our thanks to Professor Conrad Harris for his guidance, to
Drs Michael Wilson and David Eastham for their support, to
the Yorkshire Faculty of the Royal College of General
Practitioners for financial assistance, to Chris Evans for help
with data analysis, and especially to Mrs Jean Martin for her
invaluable work in circulating the questionnaires.
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The harmony of growth

With her inimitable and succinct style Elsie Widdowson
strode through the world of biology in her 1970 Sanderson-
Wells University of London lecture, and the Lancet
published her paper on 2 May. It set out to show how
perfectly a multitude of different processes working
together in harmony resulted in the complex growth of
living organisms. There were plenty of data in the paper,
but what struck me was the breadth of knowledge of the
author and the thread she sought to demonstrate running
across the species.

I was struggling at the time to make sense of that
experiment of man called obesity, specifically obesity in
childhood, and from this time I began to see a logic in the
work I was doing. Dr Widdowson’s own experiments
(with Professor McCance) on animal (and human) growth
have been amply confirmed in the studies with which I
have since been concerned on the control of human
growth in infancy, childhood, and puberty, but it was the
lateral thinking in the paper which changed things for me.

Medical students and young doctors receive a more
or less constant input of sensory information and you
try to make the best of what comes out. When you start
in research the future stretches indefinitely and busy

A PAPER THAT CHANGED MY PRACTICE

clinicians (who often hide the paucity of creation behind
their business) have suddenly to generate their own
stimulation. The desk is void until you fill it—and
everybody else around you seems so clever and busy.
Many clinicians find such sensory deprivation hard to bear
and the time that has to elapse between the starting of the
collection of data and the pleasure in analysing it deeply
depressing. This is one reason why research is such hard
work but ultimately so rewarding. Dr Widdowson’s paper
showed me how wide could be the appreciation of such a
set of data, how infinite the elegance of nature in the
control of biological processes.
Her paper ended with the inscription on the bells of

Colchester town hall:

Differing in size, in note, in weight,

Yet, small or great,

We harmonize.

That is what has illumined my clinical practice. —C G D
BROOK, professor of paediatric endocrinology, University
College London, and consultant paediatrician, Middlesex
Hospital

Widdowson EM. Harmony of growth. Lancer 1970;i:901-5.
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