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accompanied by the disappearance of the abnormal clinical
signs and symptoms. In two patients evidence of improved
platelet survival was also obtained. The conclusion that cerebro-
vascular insufficiency may occur in association with thrombo-
cytosis irrespective of the underlying mechanism producing it is
of some importance. Although thrombosis is known to occur in
patients with essential thrombocythaemia, it is usually considered
to affect either large vessels or the smaller vessels in the foot
producing peripheral ischaemia.5 It is not always appreciated
that various neurological effects, such as amaurosis fugax,
recurrent hemiparesis, vertigo, and confusion, may also occur
in these patients. Similar clinical findings also occurred in
patients with thrombocytosis associated with chronic haemorr-
hage or after splenectomy or splenic infarction. This confirms
the observations of Haselager and Vreeken6 that thrombo-
embolic complications are not confined to myeloproliferative
syndromes but may also occur in association with secondary
thrombocytosis.

Spontaneous platelet aggregation and circulating platelet
aggregates were observed in blood samples from six patients. In
three patients both of these abnormalities were present. Although
the significance of spontaneous platelet aggregation remains
unknown, it appears to be a phenomenon associated with
thromboembolism that is confined to groups of patients with
thromboembolic disease but is rarely observed in blood samples
from normal individuals. In the context of neurological dys-
function, ten Cate7 observed a high incidence of spontaneous
platelet aggregation in patients with various forms of cerebro-
vascular disease, including transient ischaemic attacks; and this
appeared to correlate with an increased sensitivity of the
patients' platelets to aggregating agents.

Evidence for circulating platelet aggregates has been noted in
patients with transient cerebral ischaemia,8 and although it is

not certain whether these are cause or effect of the cerebral
ischaemia their continued presence in the circulation will
certainly predispose to further vascular obstruction. One of our
patients (case 11-see table) had circulating platelet aggregates
without clinical or radiological evidence of vascular abnormality,
while another (case 2) had grossly abnormal carotid vessels;
probably the platelet aggregates in the latter were platelet emboli
from the abnormal vessel wall. Regardless of the mechanisms
producing these aggregates both patients responded identically
to the platelet-suppressive drugs aspirin and Persantin in that
circulating platelet aggregates were no longer evident, platelet
survival was considerably improved, and the clinical signs and
symptoms were abolished.
The results of this study provide evidence that certain ab-

normalities of platelets and of platelet function may produce
syndromes of vascular insufficiency affecting the nervous
system. Considerable clinical improvement may be achieved by
platelet-suppressive drugs and, where appropriate, reduction of
the platelet count.
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Clinical medical officers in the child health service
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The tripartite structure of the health services prior to 1974-
general practice, hospital practice, and the local authority
medical service-affected paediatrics particularly, as the
majority of doctors employed by local authorities were engaged
in child health. The 1974 National Health Service Act
provided an opportunity for establishing an integrated child
health service but unfortunately did not make proper provision
for the future employment and training of doctors formerly
employed by local authorities who wished to continue as child
health clinicians. This failure weakened the child health services,

*Members of the committee were: Sir Douglas Black, Dr A D M Jackson,
Professor J P M Tizard, Royal College of Physicians (London); Dr R F
Robertson, Professor J 0 Forfar (chairman), Dr A J Keay, Royal College of
Physicians (Edinburgh); Dr G B Shaw, Professor G C Arneil, Dr J C
Maclaurin, Royal College of Physicians and Surgeons (Glasgow); Dr G M
Komrower, Dr D R Harvey, Professor R W Smithells (British Paediatric
Association); Professor L B Strang (scientific secretary).

prejudiced effective clinical integration, and resulted in con-
siderable injustice to this group of doctors.
Both the Brotherston (1973)1 and the Court (1976)2 Reports

envisaged the health care of children as primary, largely general
practice based, on the one hand and secondary, largely hospital
based, on the other. Within primary care there are, however,
paediatric tasks for which general practitioners may be un-
trained or which they do not wish to undertake. These include
developmental assessment, advising schools and teachers about
specific medical problems in education, routine school medical
examinations, multidisciplinary assessment, health education,
etc. Although secondary child health care is currently largely
focused on hospitals, there is need for a wider deployment of
secondary child health care beyond hospital confines and for
certain elements of secondary child health care operating outside
hospitals to relate more closely to hospitals. "Hospital
paediatrics" and "community paediatrics" are not two separate
disciplines. Each requires the understanding of childhood
diseases, which are the same wherever they occur. If childhood
diseases such as cerebral palsy, spina bifida, epilepsy, mental
retardation, congenital heart disease, asthma, impairment of
the special senses, malignancy, cystic fibrosis, chronic renal
disease, dyslexia, diabetes, psychiatric disturbances, and many

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6204.1563 on 15 D
ecem

ber 1979. D
ow

nloaded from
 

http://www.bmj.com/


1564

others are to be effectively managed they require the services
of child health doctors working outside hospitals as well as
those working in hospitals.
There would thus appear to be a need for child health

doctors undertaking certain primary care tasks who, although
not themselves general practitioners, would work in close
association with general practitioners, frequently in health
centres, and child health doctors working in conjunction with
the hospital paediatric service and providing secondary care
beyond hospital confines.

Terminology

The use of the term community paediatrics has given rise to
at least two misconceptions. The first is that hospital paediatrics
is not involved with the community, whereas hospital paediatric
departments through their accident and emergency services,
outpatient clinics, counselling clinics, extramural services to a
wide range of child health agencies (such as multidisciplinary
assessment units and adoption agencies) and constant two-way
relationship with general practitioners are an essential part of
community paediatrics. The second misconception has been
created because the definition of "community" for those
engaged in community medicine implies a primary concern
with populations rather than individual patients whereas those
engaged in community paediatrics are involved with the care
of individual patients. The term community paediatrics no
longer accords with the concept of an integrated child health
service and should be abandoned, and "community" in a child
health context should retain only a geographical significance as
referring to child populations outside hospitals.

In describing career grades for those formerly employed in
local authority medical services, terms such as clinical medical
officer, community paediatrician, community clinician, child
health practitioner, and area paediatrician have been used. In
this paper the terms consultant paediatrician, senior clinical
medical officer (equating to medical assistant), and clinical
medical officer are used. Terminology for training grades has
not so far been designated, but there might be advantages in
using the well-recognised terms senior registrar and registrar.

Career structure

In examining the possible career structure (and training) for
former local authority medical officers now incorporated in a
wider child health service, six reports have been studied-
namely, those prepared by the Royal College of Physicians of
Edinburgh, the Association of Clinical Medical Officers, the
Scottish Council for Postgraduate Medical Education, the
Working Party on Community Health Doctors of the Central
Committee for Community Medicine, the North-west Thames
British Medical Association Regional Committee for Community
Medicine, and the Medical Subcommittee in Paediatrics and
Community Medicine of the Oxford Region, together with the
paper "Training for a Career in Community Paediatrics" by
Whitmore, Bax, and Tyrrell.3

Five of these seven reports envisage a number of consultant
paediatricians with a major interest in the child health service
outside hospitals. These doctors, in addition to being well-
trained paediatricians, would have a particular knowledge of
one or more of a number of specialised fields such as physical
handicap, mental handicap, sensory impairment, child psychiatry,
specific educational difficulties, etc. In addition they would
have an important consultative role in respect of wider aspects
of the child health service (school health service, child welfare
clinics, etc) and in promoting appropriate integrative
arrangements with the variety of supportive services such as

the health visitor service, physiotherapy, speech therapy,
social services, etc.
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Senior clinical medical officers would often have a specific
interest and training in a specialised field of paediatrics such as
cerebral palsy, mental defect, deafness, or specific educational
difficulty. They would have a wide degree of autonomy in their
work but would require to link with the hospital departments
under whose care these patients were. This association with
consultants would give the senior clinical medical officers an
appropriate continuing experience of the diseases with which
they were dealing. Senior clinical medical officers' particular
knowledge of the needs of patients outside hospital would give
them a wide measure of independence and clinical standing as
specialists.
The third glade would be that of clinical medical officer.

Clinical medical officers might operate in two ways-preferably
within general practice premises undertaking the type of
duties such as immunisation, routine school examination, and
developmental screening which come within the scope of
primary care or, alternatively, undertaking similar duties from
accommodation provided specifically.

NUMBER OF APPOINTMENTS

At a national level decisions would require to be taken on the
number of consultant paediatricians who would be involved
specially in paediatrics in the community and the number of
senior clinical medical officer and clinical medical officer posts
necessary.

For economic reasons it is unlikely that supernumerary posts
will be funded for training. Training will probably need to be
accomplished within the present establishment of "working"
posts. A proportion of these posts at senior clinical medical
officer and clinical medical officer level would therefore require
to be designated as training posts. By this means it would be
possible, by exchange arrangements, to give more extensive
hospital experience to those in paediatric training posts in the
community and wider community experience to senior registrars
and registrars involved primarily in hospital paediatrics. Con-
sultant posts excepted, doctors not aspiring to the higher ranks
would occupy career posts. Career posts would normally be
filled from training posts but promotion from career posts would
not be ruled out.

EXISTING CLINICAL MEDICAL OFFICERS

If a national establishment of clinical and senior clinical
medical officers could be agreed and applied in each region or
area, existing clinical medical officers will require to be given
established posts involving no detriment in respect of status or
salary. Existing clinical medical officers wishing to enter
training posts should be considered favourably.

Training

The seven submissions referred to above show considerable
agreement on training requirements. For those able to proceed
to consultant rank the minimum duration of full-time training
would be seven years after registration, proportionately longer
for those working part time. The components of this training
might be as follows: one year undertaking "core" training in
paediatrics (as laid down by the Working Party of the Councils
for Postgraduate Medical Education); two to three years as
registrar (or equivalent); and three to four years as senior
registrar (or equivalent). Completion of core training might be
considered as appropriate for application for clinical medical
officer appointments and completion of registrar training, or
similar experience as a clinical medical officer, as qualifying for
application for senior clinical medical officer posts.
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The number of hospital paediatric appointments is unlikely
to be sufficient to meet all the demands for training in child
health (although many paediatric units which suffer from
medical staff shortages in the intermediate grades would welcome
assistance from the trainee paediatricians who would be available
within this scheme, and could reciprocate by providing training).
It is in any case undesirable that all paediatric training should
be obtained in hospital, and exchange arrangements between
hospital-based and community-based paediatric trainees would
be intrinsically useful. It should be possible for part of all
paediatric training to be obtained in hospital and for the
remainder to be obtained in general practice, by working
alongside paediatricians engaged primarily in the community
and by attendance on specific courses. At, and above, registrar
level the opportunity to obtain experience in certain specialised
branches of paediatrics such as paediatric neurology, mental
handicap, child psychiatry, and communicable disease, and in
related subjects such as obstetrics and epidemiology, and to
engage in research should also be provided.

Higher qualifications

The training and experience of aspirants to consultant rank
would fit them for the MRCP examination. For others a
qualification, possibly in the form of a special diploma or
redesigned diploma in child health, should be available so that
their training and experience are recognised. Clinical medical
officers and senior clinical medical officers already in post would
not be expected to undertake any additional examinations but
would be encouraged to undergo further courses of training.

Role of community medicine

It would be an advantage if community medicine specialists
(child health) also undertook at least part of this training
programme in preparation for their careers.
Community medicine specialists would be responsible for

evaluating and quantifying staffing and resource needs in the
child health service, deciding on the nature and scope of the
service, and planning it. Epidemiological and social monitoring
carried out by community medicine specialists would enable
the child health service, including general practice, to recognise
and meet changing needs.

The attached schedule outlines the proposed training programme
and career structure.

Duration Training grade Career grade
1 year *Preregistration house officer

1 year (FT) "Core" training
(2-3 yr PT) *Hospital paediatrics

*Commnity paediatrics
*General practice
Altematives
Modular courses _ Clinical medical officer

2-3 yr (FT) Registrar (or equivalent)
(5-6 yr PT) *Hospital-exchange registrarship

*Community paediatric registrarship
*General practice
Handicap
Child psychiatry
A paediatric specialty (eg audiology)
Obstetrics
Communicable disease
Other experience (including overseas) t
Modular courses Senior clinical medical officer

(medical assistant equivalent)

3-4 yr (FT) Senior registrar (or equivalent)
(5-6 yr PT) *Hospital----exchange senior registrarshipNCommuro ty paediatric senior registrarship

Neurology
91

Child psychiatry
Mental retardation
Audiology
Ophthalmology
Other experience (including overseas)
Social paediatrics
Epidemiology
Research o Consultant paediatrician

uObligatory training (in addition to this the trainee should gain experience in several of the
alternatives).
Clinical medical officer training and career structure (child health).
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What is the first-aid treatment for a person who has acute coronary
thronmbosis at home ?

If a suspected myocardial infarct occurs at home and a doctor is called
within four hours of the onset of symptoms the patient should be
taken rapidly to the nearest coronary care unit. The shorter the time
lapse between the onset of symptoms and the arrival of the GP the
more worthwhile it is to transfer the patient. If more than four hours
has elapsed and the patient is in good condition, with a regular heart
beat of normal rate and a normal blood pressure, then he can be
considered a good risk and treated conservatively at home. If the
time lapse is longer but the patient has continuing pain, arrhythmia,
bradycardia or tachycardia, hypotension, or signs of heart failure or
of low cardiac output then he should be quickly transferred to
hospital. It may not be possible to send the patient to hospital.
Debate has raged over the correct first-aid drug treatment for a
patient with a suspected recent myocardial infarct. To oversimplify
the problem we suggest intravenous atropine 0 3 mg for bradycardia,
digoxin 0 25 mg intravenously for tachycardia, lignocaine 200 mg intra-
venously for irregularity, and nothing if the cardiac function appears
normal.
An infarct may take up to six hours to become, complete and before

this time has elapsed measures to reduce infarct size seem appropriate.
Myocardial energy demand will be minimised by pain relief and
rest but the use of beta-blockers for this purpose is questionable in
the home. Tachycardia persisting after pain relief has been achieved
is usually a signal of a large infarct and a low stroke volume. If the
heart rate becomes fast and irregular digoxin may be given, 0-25 mg
slowly intravenously and the same by mouth if the patient is not
nauseated. Intravenous lignocaine as a general purpose antiarrhythmic
agent has been advocated, but its use should probably be confined to
patients with multiple ectopic beats complicating a basically regular
rhythm. For such individuals lignocaine 200 mg intravenously may
be given before transfer to hospital. Intravenous heparin used to be
advocated as a first-aid measure and interest has been reawakened in
the use of this drug since most transmural infarcts are associated with
thrombotic occlusion at the site of an atheromatous plaque with
subsequent propagation of thrombus responsible for extension of
infarction in some cases. Heparin is not usually given nowadays nor
are coronary dilators with an antiplatelet aggregating action such as
disopyramide, although on theoretical grounds this drug too might be
useful. In summary, adequate pain relief, rest, reassurance, and
masterly inactivity are correct first-aid measures for the uncomplicated
patients but rapid transfer to hospital is indicated for very early or
complicated cases.
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