
Child placement

Driven by beliefrather than research

No group of children will be more affected by the Children
Act 1989' than those who are in the care of local authorities.
From 14 October "children in care" become "children being
looked after by the local authority." The change in termin-
ology is partly to remove the stigma of the present label but
also to emphasise that the responsibilities of local authorities
towards these children will now be subject to greater scrutiny
and will be shared with parents. Local authorities will need to
convince courts that what they have to offer is better than
what children would have received had they remained at
home. With the implications of the "pindown" controversy
still being digested,2 we must hope that the courts will take
this duty seriously.
As a contribution to these changes the Department of

Health has published Patterns and Outcomes in Child Place-
ment,3 which provides the results of recent research on the
placement of children in residential units or foster homes or
for adoption. (These children's medical and educational
needs and the lack of research on these two topics have already
been discussed.4)

This group numbers about 80 000 children at any one time
and contains some of the most needy and deprived people in
our society. These children are at a higher risk of psychiatric
morbidity and social maladjustment than any other easily
recognised group.5 For research workers, studying children
being looked after by local authorities is a daunting task.
Before a study is completed the authority might have decided
on a dramatic U turn and totally changed its child care policy.
Studies of children adopted in the early 1980s might have
little relevance in the 1990s with the ever changing population
of children being adopted. Some consistent and stable themes
do, however, emerge from recent research.
A sense ofpermanence is essential for a child: where a child

is may be less relevant than knowing that he or she belongs.
This affects not only emotional wellbeing but also educational
achievement. The need for the children to retain links with
their families of origin is well established for those in foster
and residential care and may also be true for some of those
who are adopted. Adoption continues to be successful, with
few placements breaking down-even for children with
special needs, who include many who have experienced
appalling neglect and abuse and consequently show severe
emotional and behavioural disturbance. By contrast, foster
placements continue to break down at high rates.
The dilemmas facing children leaving the care system are

well documented. Young people brought up in an institu-
tional setting may, at the age of 18, find themselves alone,
attempting to cope with the demands of independent living.
Contact with their family of origin may have been lost and the
support of social workers withdrawn. The chance of ending
up homeless is high.6 Given this bleak picture facing isolated
adolescents who probably have poor academic achievements,
the finding that young women who have been in care are at
high risk of starting adult life as unmarried teenage mothers is
not surprising. Many young men will start their adult life
with a prison sentence.8 They will be heavily overrepresented
among beggars and male prostitutes.6
Grounds for optimism nevertheless exist in that research is

being carried out and its results are influencing policy. But
crucial questions remain unanswered. Should siblings always
be kept together? When is residential care preferable to foster
care? Are transracial adoptions successful? And so on.
Perhaps, however, the key unanswered question is, Why do
local authorities' policies on child care vary so much?

Planning and caring for deprived children are not easy. The
goal of intervention is not to find an illusory ideal for a child
but rather to select the "least detrimental alternative."9 The
main problem is that child care is driven by strongly held
beliefs and political attitudes rather than considered judg-
ments. Good practice can be undermined by well meaning
amateurs. Decisions on whether a child should have a life saving
operation are made by trained professionals backed by
research. The importance for a child of a decision on care may
be as great, yet this may be made by poorly trained, or even
untrained, professionals acting according to the changing
policies of council committees. The success of the Children
Act may depend on how much it forces those responsible for
placing children to evaluate their practices.
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Consultants in communicable disease control

Currently lacking resources, power, and training

In Public Health in England Sir Donald Acheson wrote that
the priority accorded the control of communicable diseases,
both professionally and administratively, "had declined in
recent years to a dangerously low level."' To remedy this he
recommended establishing the post of consultant in com-
municable disease control with executive responsibility for
controlling communicable diseases and infection.

For the past two years doctors -mostly with backgrounds
in public health medicine or medical microbiology-
have been appointed to these posts. Earlier this year the
Association of Medical Microbiologists and Faculty of Public
Health Medicine reviewed the first two years of these new
appointments and looked ahead to the future.

Resources are the biggest problem as most posts have been
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established without a budget or dedicated funds, support
staff, or infrastructure. Resources have to be obtained from
the director of public health, to whom the consultant in
communicable disease control is managerially accountable,
even though the director may incompletely understand
infectious diseases and their requirements. The solution?
Consultants in communicable disease control are specially
trained, with wide ranging responsibilities for preventing,
surveying, and controlling communicable diseases: they
should have the financial autonomy to match.
Although their responsibilities extend to local authorities,

the extent of their authority and ability to command local
authority resources, staff, and support services has been left
in the air. Responsibility without power leaves consultants in
an impossible situation, which could prove dangerous in a
serious outbreak of infection. The solution? Something in the
long delayed legislation on infectious diseases to clarify their
responsibilities and powers.2
The Acheson report argued against extending the remit of

consultants to those aspects of environmental health -such as
pollution and toxic hazards -that are unrelated to communi-
cable disease. Combining control of disease and control of
hazards in one job could mean that consultants spread
themselves too thinly. If the post of consultant in communi-
cable disease control became the repository of miscellaneous
functions lacking an obvious home then the problems of the
old post of medical officer of environmental health could
return. These problems led to the Acheson report in the first
place.

In the reformed NHS consultants in communicable disease
control sit uncomfortably astride the purchaser-provider
divide. Although they have a mainly provider function, they
have been largely classed as purchasers because of their
position within departments of public health. Although no
major difficulties have yet arisen, provider units could refuse
consultants in communicable disease control access to the
information and staff that they need to fulfil their functions of
surveillance and control-because of their status as
purchasers. Purchasers therefore need to build necessary
safeguards into their contracts with providers.

Training is also crucial to the future of this post. At present
two main needs exist. The first is for crash courses in
epidemiology, microbial diseases, and medical microbiology

to arm consultants already in post or about to be appointed.
The second, longer term need is to train a cadre of junior
doctors to fill these posts in the future. They will require
multidisciplinary training in departments of public health
medicine, medical microbiology, infectious diseases, and
epidemiology. Other needs are for a sound scientific footing
for controlling communicable diseases outside hospital and
for a system of accreditation through higher medical training
to ensure high and consistent standards and to attract a high
calibre of doctor. Consultancies in communicable disease
control must not be regarded as an outpost for the second rate,
those who fail to become directors of public health or
consultant medical microbiologists.
The number of consultants in communicable disease

control varies widely from district to district, reflecting an
underlying uncertainty about the prospects for these posts.
For the posts to succeed, commitment-from the top, at the
Department of Health, down to district level-is needed.
Without this it is not surprising that most consultants in
communicable disease control hold only part time contracts
(despite the recognition that responsibility for a population of
about 300 000 is a full time job). Most current incumbents
wish to keep a foot in their original camp to ensure that an
avenue of retreat is possible.

Consultants in communicable disease control could them-
selves play a fuller part in forging a stronger identity were they
to be properly represented by their own association, which
could have formal links to existing bodies such as the
Environmental Health Group, the Association of Medical
Microbiologists, and the Hospital Infection Society. That
could give them muscle to argue for their case. Otherwise
their current fund of enthusiasm will be squandered and the
good work of Acheson will be wasted. The control of
communicable disease could then return to the woeful state in
which he found it.
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