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Undergraduate Teaching in
Paediatrics

"The condition of at least half of the paediatric teaching centres in
Europe is not up to standard." This was the conclusion from a report'
on selected centres in Western Europe (including England) in 1957.
Now, nearly ten years later, after a survey2 of the 26 medical schools in
this country, " It would not be unreasonable to draw the same conclusion
for the United Kingdom in 1966."

If this is indeed the situation it is more deplorable in Britain than
elsewhere because of the structure of child care, which is unique among
Western countries.3 In Britain there are comparatively few paediatricians
(four or five for each million of the population) and they are not family
paediatricians but hospital-based consultants who see children only by
referral. But for each paediatrician there are nearly 100 general practi-
tioners; and, though a quarter of the family doctor's work is with
children (and many of them are now doing more preventive work in
childhood), very few have done-or are likely to do-even a house job in
paediatrics. " In many countries the day to day care of children is largely
the concern of doctors who have had special training in paediatrics.
whereas in this country it remains largely the concern of doctors who have
had no such special training."4 Hence it follows that logically the
paediatric training of undergraduates in Britain should be aimed at the
future general practitioners, and for them it needs to be more thorough
than in other countries. Though continuing postgraduate education is
essential, it is paediatric teaching at the formative undergraduate stage
which sets the level of interest-not only for future general practitioners
but for future consultants and teachers (whether they are to be paedia-
tricians or not). M. Joseph and R. C. Mac Keith5 have recently remarked.
" paediatrics is so largely a creation of the last 25 years that what it is
and what it does today-let alone what it could do-are unknown to
many, even in the medical profession."
The survey of paediatric teaching in the undergraduate medical schools

of the United Kingdom2 was carried out by Dr. A. D. M. Jackson for
the Association for the Study of Medical Education. The differences
between different centres which it reveals show that not all medical
schools in Britain are teaching paediatrics satisfactorily. Thus in some
centres there is no professor and no tutor responsible for organizing
paediatric teaching. There is an indisputable dearth of teaching staff,
struggling to get through routine work. There is no teaching room
adjacent to the wards, no modern teaching equipment (and no library
facilities-though this point is omitted from the survey). There are too
few beds and too few cases to teach on, and students waste too much time
travelling between hospitals. Research is done as a spare time pursuit or

not at all, so students do not see paediatrics as a continually advancing
subject. They do see that there is little or no place for paediatrics or
paediatricians in the qualifying examinations, and draw their own

conclusions. Such deficiencies, reminiscent of a Dickens novel, apply
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particularly to many of the 12 London medical schools. Not
one of these has yet a professor of paediatrics for under-
graduates, ten are seriously short of teachers, only three have
more than a token research staff, and at least five are seriously
short of beds.
The most enterprising teaching programme described in

Jackson's report is at Newcastle, with its integrated course
which embraces community and family medicine.6 7 New-
castle has the equivalent of 17 whole-time teachers (one
London school has two) and allocates over 300 hours to the
subject (three times more than the lowest). The best schools
for paediatric teaching are few, but they have plenty of beds,
and teaching is centralized, dealing with developmental
medicine as well as "disease paediatrics." Students are
taught in small groups by an adequate number of paedia-
tricians (with a nucleus of full-timers) supplemented by non-
paediatricians (surgeons, psychiatrists, and others). Research
does not appear as a hole-in-the-corner, almost antisocial
activity. Paediatrics is seen, by students as well as staff, to
be one among equals in the qualifying examinations. The
heartening comments by undergraduates, that in about half
the medical schools paediatrics was considered to be one of
the best (or the best) taught subjects in the curriculum, is a
tribute to good teaching organization, often in difficult
circumstances, and to the enthusiasm of the teachers.

It is surely no accident that the centres which allocate
most time and most teachers to undergraduates tend to be
those which are setting standards of imaginative teaching
that enthuses students and teachers alike. Such contribu-
tions' do much more than show that extrapolating back from
adult life to childhood is misleading, that paediatrics must be
taught from experience of, and research on, children them-
selves. In up-to-date teaching of the new paediatrics many
undergraduates are finding the most attractive and perhaps
the most natural introduction to the normal, to comprehensive
medicine, to the family and genetics, to preventive medicine,
and even to the patient-doctor relationship.
What will happen now ? At the Royal Society of

Medicine in 1964, in an address which partly anticipated
Jackson's report, A. W. Franklin8 wanted to know: " Should
not a London region have as good a service as a provincial
university ? Has not the time come to set up academic
undergraduate units in child health inside London Univer-
sity ? " Such a project would mean close co-operation
between hospitals which at present are self-sufficient, and
possibly some redeployment of paediatricians from the
periphery of London might help meet the gross shortage of
teachers.
With their twenty years' start, teaching centres outside

London have their difficulties, too, chiefly concerned with
shortages of staff. At least two related and important prob-
lems are not exclusive to paediatrics. Firstly, is it realistic
to expect one person in sole charge of a major department,
but with many more inescapable commitments, to co-ordinate
effectively with other departments, maintain the organization

of his own at a personal level, and continue to move forward
in clinical work and research as well as in teaching ?
Secondly, if it is agreed that continuing postgraduate educa-
tion is to become part and parcel of the practising doctor's
way of life, what can be done to build it into an unbroken
sequence from the undergraduate stage onwards ?

Comparison and competition between different branches
of medicine is inevitable, and the balance of teaching facilities
and staff will always raise difficulties. But, if half our
paediatric teaching centres are apparently not up to standard,
how much longer wvill action be deferred ?
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Pulmonary Function in Sarcoidosis
Sarcoidosis is a multisystem disease in which all the tissues
of the body may contain non-caseating granulomas composed
of sheets of large epithelioid cells, multinucleate giant cells,
and often inclusion bodies. Intrathoracic disease is found in
nine-tenths of patients, and granulomas may be present in
peribronchial and subpleural lymphatics, in alveolar walls,
and in the walls of the larger bronchi, at times distorting the
architecture of the lung. Moreover, periarterial granulomas
may eventually lead to pulmonary hypertension.

This widespread involvement of pulmonary tissue by the
sarcoid process produces abnormalities of lung function and
x-ray changes. The correlation of changes in radiographic
appearances and in pulmonary function remains a challenge
to modern technical methods, for frequently the chest radio-
graphic appearance does not reflect the functional defect.'
0. P. Sharma and his colleagues2 have reported the results
of studies of lung function in mainly symptom-free patients
without radiographic evidence of pulmonary disease. Out of
18 patients 17 showed reduction of the diffusing capacity for
carbon monoxide, 5 patients had reduced pulmonary
compliance, and the same number had evidence of increased
airways resistance. Sharma and his colleagues concluded that
even in the absence of symptoms or radiological abnormality
sarcoidosis can affect the lung, and that this abnormality can
be detected only by a study of pulmonary function. This
discrepancy between normal radiographic appearances and
abnormalities of lung function is best explained by the
presence of granulomas surrounding small vessels in the lung,
which cause a reduction in the diffusing capacity. The
discrepancy is further magnified by the results of cortico-
steroid therapy; whereas clinical and radiological improve-
ment occur in most cases of sarcoidosis,' 4this treatment does
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