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Contemporary Themes

Training of senior clinical medical officers in child health

JOINT PAEDIATRIC COMMITTEE OF THE ROYAL COLLEGES OF PHYSICIANS AND THE BRITISH
PAEDIATRIC ASSOCIATION

The Court Report (1976) stated that its central objective was
to bring preventive and curative health services within the
framework of an integrated child health service and to ensure
that the professional staff who provide this service to children
and their parents are properly qualified for their role. Integration
will not be achieved while the present separate hierarchical
system within what is called the community child health service
persists. Both the Brotherston (1973) and Court Reports
envisaged the health care of children as primary, largely
general-practitioner-based, on the one hand and secondary,
largely hospital-based, on the other. The Court and Brotherston
Reports recognised that paediatricians had an important
contribution to make to paediatrics outside hospital and that
the totality of the child health service, not just the hospital
component, should be a consultant-based paediatric service.
The idea of a separate subsection of paediatrics designated as
community paediatrics and divorced from the main body of
paediatrics has been rejected by the profession as an inappropriate
division of the child health service. Paediatricians who reach
consultant rank engage in a wide variety of tasks and some
should take a particular interest in paediatrics in the community,
or ambulatory paediatrics as it is sometimes called, because the
term "community" has now acquired a non-clinical meaning
relating to populations not individual patients.
There is no wide separation and indeed a very large overlap

between paediatrics as practised within hospitals and in the
community. Children's outpatient departments, follow-up
clinics for the newborn, specialised clinics for asthma, cystic
fibrosis, renal disease, mental retardation, neurology, speech,
learning difficulties, and genetic counselling, to name but a
few, are largely orientated towards the community. Paediatric
problems seen in the community are the same problems and
the same diseases as are seen in hospital but in a slightly
different setting. Wherever they occur these problems should
be dealt with by doctors trained to the same standards.
There is much support for the view that the gradings

recognised in the hospital service should apply to all training
posts in the child health service and that senior clinical medical
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officer (SCMO) posts should be phased out progressively and
replaced by consultant paediatric posts. Thus the scope of the
consultant paediatric service would be widened to include a
larger component of community-based paediatrics. The Joint
Paediatric Committee (JPC) favours this. This change need
not involve any increase in cost because the funds already
allocated for the maintenance of the former local authority
medical service would be used for this purpose. The 1978
survey carried out by the Department of Health and Social
Security and the Scottish Home and Health Department
indicated that there were approximately 1000 SCMOs in
England, Wales, and Scotland. Correspondingly there are
approximately 500 consultant paediatricians. In parentheses it
might be mentioned that the top of the salary scale for an
SCMO is £17 860 (proposed £18 840) and for a consultant
paediatrician £21 060 (proposed £22 270). Training posts in
the rank of senior registrar rate a maximum of £11 900 (pro-
posed £12 670). A small reduction in the number of SCMOs
would enable a number of consultant paediatric posts to be
created to the advantage of the service. Further, this would
enable all elements of the child health service to benefit from the
concept of independent clinical responsibility and remove the
anachronism whereby some CMOs and SCMOs are responsible
to community medicine specialists who are non-clinical and
whose function is related to management policy, not clinical care.
The community health survey referred to above showed that

among CMOs and SCMOs 94% were involved in child health
and 540o solely in child health. This report refers only to
SCMOs working in child health. Those working in family
planning, occupational medicine, and certain other fields of
medicine would, of course, require different training
programmes.

In the foreseeable future a considerable number of SCMO
posts would remain, filled by their present incumbents.

For the purpose of this report the consultant paediatricians
who would replace SCMOs are designated consultant
paediatricians (SCMO).

Training

The survey referred to above also showed that two-thirds of
all SCMOs had had less than six months' training in paediatrics
and that half had no higher qualification or diploma of any
sort. This is unacceptable.
The general professional training of consultant paediatricians

(SCMO) would be that prescribed either for clinical medical
officer/general practitioner training (child health) or for
paediatrics. A suitable higher qualification would normally be
taken during this period. The higher specialist training for
consultant paediatricians (SCMO) would require to take
account of the tasks which they would undertake. By definition
SCMOs and thus their consultant counterparts are clinical, not
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administrative, medical officers. Their major task lies in the
field of prevention and of children with long-term rather than
acute problems. They have a particularly important part to
play in providing advice and guidance to the educational
service regarding the education of children with long-term
problems in special schools, in normal schools, and elsewhere.
More specifically, their responsibilities and the clinical areas in
which training would be required might be enumerated as
follows, some being trained in depth in specific areas, others
receiving a more general training.

1 Physical handicap.
2 Neurological disorders including spina bifida, cerebral

palsy, and epilepsy.
3 Mental handicap.
4 Psychiatric and behavioural problems.
5 The blind and partially sighted child.
6 The deaf or hard of hearing child.
7 Learning disorders.
8 Postneonatal problems.
9 Long-term respiratory disorders such as asthma and

cystic fibrosis.
10 Metabolic disorders such as diabetes.
11 Congenital heart disease.
12 Long-term malabsorptive disorders such as coeliac

disease.
13 Infectious disease.
14 Immunisation.
15 Child health surveillance.
16 Educational medicine.
17 Health education.
18 Epidemiology of child health.
19 Social and environmental aspects of child health.
20 Interaction of child care personnel.
21 Organisation and planning of integrated health services

for children.
22 The law and child care.
Different consultant paediatricians (SCMO) will carry

different responsibilities within the range indicated above.
The location of paediatric consultants with a particular

community interest will be in special schools, in normal schools
when their presence there is indicated, in day centres, in
health centres, and in the hospitals with which they should all
have a close relationship.
The training to consultant paediatrician (SCMO) rank would

require to reflect the type of work to be undertaken. At this
stage only the broad outlines of a training programme are
possible.
Higher specialist training would involve at least four years'

additional training (with appropriate increase for part-time
training). Training should include the following components.

1 Rotation through a range ofhospital paediatric departments
providing experience of paediatric neurology, physical and
mental handicap, child and adolescent psychiatry, ENT
and ophthalmology, newborn care including neonatal
follow-up, and the care of chronic illness such as asthma,
cystic fibrosis, diabetes, and congenital heart disease.
Where the trainee will have to fulfil a specialised role in,
for instance, the care of blind, deaf, or mentally retarded
children, some concentration of training in the selected
field would be necessary.

2 Training in growth and development; genetics and
genetic counselling; psychometric, visual, and audiometric
assessment; epidemiology and statistical methods; health
care systems; sociology and environmental health;
adoption; the law pertaining to children.

Responsibility for providing training would lie with university
departments of child health, appropriate educational institutes,
hospital paediatric departments (including specialised depart-
ments of child psychiatry, neonatology, respiratory disease,
cardiology, and neurology), mental deficiency hospitals, depart-
ments of audiology and ophthalmology, and institutes associated
with the Faculty of Community Medicine, such as university
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departments of social medicine, genetic departments, and
clinical psychology departments.
Broad national guidelines having been established, the

training would be planned and supervised at a local level by a
supervisory group which might contain consultant paediatricians
and representatives of community medicine, university child
health departments, and area health boards working in con-
junction with regional postgraduate committees.

It would be important that any training programme should
be approved and recognised by the Joint Committee on Higher
Medical Training (JCHMT). The training would be carried
out in the rank of senior registrar. Trainees would require to
enrol with the JCHMT with a view to ultimate accreditation,
and trainee posts and programmes would require to be
recognised.

Implementation

No further finance is likely to be made available for this
training. Based on broad national guidelines each area will
require to earmark an appropriate number of existing SCMO
posts as training posts in the rank of senior registrar. The
numbers will require to be adjusted so that training posts and
career posts are in approximate balance. If this is to be achieved
and if we are to move out of the current impasse whereby so
many of the doctors currently employed in the child health
service outside hospitals are so inadequately trained and
qualified, it is essential that every effort is made to allocate
posts which become available as training posts until the
appropriate number of these has been achieved.

Conclusions and recommendations

1 Paediatrics within the National Health Service includes
the specialist medical care of children both in the com-
munity and in hospital. These two elements overlap and
to be effective require a unified integrated child health
service as envisaged in the 1974 National Health Service
Act.

2 A high proportion of the present senior clinical medical
officers (SCMOs) have not had a formal paediatric
training.

3 There should be a progressive phasing out of SCMO
appointments and their replacement by appropriately
trained consultant paediatricians.

4 Training should normally consist of a period of three
years' vocational training in accordance with the general
practice/clinical medical officer programme or three years'
paediatric general professional training, plus four years'
approved higher specialist training.

5 A number of existing senior clinical medical officer posts
should be converted into training posts at senior registrar
level. Within these higher specialist training should be
carried out.

6 The higher specialist training programme should be
determined by a body representing the higher training
institutions of child health and community medicine and
should be approved by the Joint Committee on Higher
Medical Training.

Does the fact that children may only partially dry their hair after
swimming predispose them to upper respiratory tract infection ?

There is no connection between incomplete drying of the hair after
swimming and upper respiratory tract infection.-R S ILLINGWORTH,
emeritus professor child health, Sheffield.
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