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MEDICAL PRACTICE

Contemporary Themes

Report of Joint Working Party on the Training of Clinical
Medical Officers in Child Health

The Joint Working Party on the Training of Clinical Medical
Officers (JWPTCMO) was set up by the Royal College of
General Practitioners, the Joint Paediatric Committee of the
Royal Colleges of Physicians and the British Paediatric Associa-
tion (the latter additionally nominating a clinical medical officer
representative), the Faculty of Community Medicine, the
Association of Clinical Professors and Heads of Departments of
Paediatrics, and the Association of Clinical Medical Officers.
The Central Committee for Community Medicine was invited
to send an observer but declined the offer.

Remit

The remit of the JWPTCMO was to examine the educational
needs of (a) general practitioners in relationship to their
responsibilities for the care of children, (b) clinical medical
officers in relationship to the care of children, and (c) clinical
medical officers in relationship to a future career in general
practice.

Background to the establishment of the working party

The 1974 National Health Service Act had as one of its
objectives the better integration of the health services. In
respect of the child health services the abandonment of the
existing tripartite (general practice, local authority child health

The representatives of the constituent bodies were as follows: Association
of Clinical Medical Officers (ACMO) Dr L Polnay; Association of Clinical
Professors and Heads of Departments of Paediatrics (ACP) Professor C B S
Wood; British Paediatric Association (BPA) nominated clinical medical
officer Dr E Pryce-Jones; Faculty of Community Medicine (FCM) Professor
J Knowelden, Dr Helen Mair; Joint Paediatric Committee of the Royal
Colleges of Physicians and the British Paediatric Association (JPC) Professor
J 0 Forfar, Dr A D M Jackson, Professor R G Mitchell; and Royal College
of General Practitioners (RCGP) Dr S J Carne, Dr W J D McKinlay, Dr C
Waine. Professor Forfar was appointed convenor of the working party.

service, hospital paediatric service) structure was envisaged but
the means for achieving this were not indicated. A number of
reports including Towards an Integrated Child Health Service
(Brotherston, 1973), Fit for the Future (Court, 1976), the Report
by the Council for Postgraduate Medical Education in England
and Wales Outline of Objectives and Requirements for Core
Medical Training for the Child Health Services (1978), the
Report of a Working Party of the Central Committee for
Community Medicine (CCCM) Community Health Doctors
(Preston, 1979), the Report of the JPC The Training of Clinical
Medical Officers (1979), and the Report of the Working Party
set up jointly between the CCCM and the General Medical
Services Committee (GMSC) (the Clark Committee, 1980)
contribute to the plans for integration. Most but not all of these
reports conclude that a major step in the integration of the
primary child-health services is to bring together the work of
clinical medical officers and general practitioners. There is
unanimous agreement that clinical medical officers and general
practitioners require more training in child health than they have
previously had. Furthermore, integration can best be achieved
if general practitioners and clinical medical officers who will be
engaged in child health are trained through similar training
programmes and to a common standard. This will mean that
appropriately trained general practitioners will be able to
undertake duties currently performed by clinical medical officers,
and appropriately trained clinical medical officers will be able
to become principals in general practice.
At a meeting held at the Department of Health and Social

Security (DHSS) on 5 February 1980, at which there was wide
representation of the professional organisations engaged in child
health, including the Association of Clinical Professors and
Heads of Departments of Paediatrics, British Paediatric
Association, Central Committee for Community Medicine,
Councils for Postgraduate Medical Education, General Medical
Services Committee, Joint Paediatric Committee of the Royal
Colleges of Physicians and the British Paediatric Association,
Royal College of General Practitioners, Royal College of
Physicians, consultant paediatric adviser to the Chief Medical
Officer, and representatives of the Central Health Authorities,
one of the conclusions reached was that further discussion
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should take place between the JPC and the RCGP on future
child-health training. These two organisations responded,
accepting that a common training programme and common
training standards were necessary for clinical medical officers
and general practitioners working in the field of child health.
The JPC and RCGP agreed with the view expressed at the

DHSS meeting on 5 February 1980 that these objectives could
best be achieved within a three-year training period as prescribed
for vocational training in general practice. The RCGP and the
JPC therefore set up a working party as constituted above to
plan this.
The JWPTCMO recognises that although the majority of

clinical medical officers are engaged in child health (94%
according to recent surveys, with 54% wholly engaged) a few
are engaged in other medical activities including family planning,
cervical cytology, occupational medicine, and geriatric medicine.
The major association with child health appears to be in the
relevant field of family planning. The working party's task was
to address itself to the training and standards required for those
who are engaged in child health whether whole-time or part-time.
Whole-time or part-time the same training and standards apply.
For medical activities outside child health it will be the responsi-
bility of the appropriate royal colleges and faculties to lay down
appropriate standards and training requirements.

Principles of training

It is accepted that within the undergraduate medical
curriculum it is only possible to provide limited training in
child health and that those who would practise as clinical medical
officers or as general practitioners in child health require further
training. A DHSS clinical medical officer survey showed the
extent of inadequacy of child health training in that of whole-
time clinical medical officers only 35% and of part-time clinical
medical officers only 150% had received six months or more of
postgraduate child health training.
The planned training programme should reflect the need to

achieve integration of the child health services at the primary
care level whereby clinical medical officers trained in child
health should be eligible for principalship in general practice and
general practitioners should be eligible to undertake duties of
the type currently performed by clinical medical officers.

It is expected that the training programme outlined in this
report will be acceptable as general professional training. A
doctor who wishes to become a consultant paediatrician may
well pursue this programme as general professional training. A
doctor who has embarked on this training programme and
wishes to change his mind and follow a programme leading to
another specialty may well find elements of the programme
which he has completed relevant to a number of other specialties.

Objectives

The objectives of child health training have been set down in
a number of the reports referred to above. In summary the
JWPTCMO considers that the main objectives should be the
achievement of knowledge, skills, and attitudes in the following
subjects.

HUMAN DEVELOPMENT

(1) Genetic influences on development.
(2) Fetal development.
(3) Norms of physical, intellectual, emotional, and social

development from birth until school leaving.
(4) Methods of developmental assessment.
(5) Nutrition and feeding in infancy and childhood.
(6) Factors contributing to physical, intellectual, and social

development.
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(7) The influence of culture, social class, and family relation-
ships on the incidence, presentation, and management of
disturbed development, disease, and disability.

(8) "Crisis" periods in a child's life.

HEALTH AND DISEASE

(1) The nature of disease in infancy and childhood.
(2) Prevention of disease including immunisation.
(3) Screening for disease.
(4) Detection of deviation from the normal by developmental

assessment.
(5) History-taking and clinical examination.
(6) The common diseases encountered during the neonatal

period, infancy, and childhood including diagnosis, particularly
early diagnosis, and management.

(7) Psychiatric disturbances and deviant behaviour in infancy
and childhood.

(8) Physical handicap including speech and sensory defects.
(9) Mental handicap.
(10) The effect of childhood disease, disability, and psycho-

logical disturbance on family life, and the effect of disease in
other members of the family on the child/children.

(11) The effect of childhood disease, disability, and psycho-
logical disturbance on education.

(12) Communication with parents about children.
(13) Counselling services.
(14) The role and practice of health education.
(15) Management of bereavement.

ATTITUDES AND PERSONAL RELATIONSHIPS

(1) The way in which a doctor's behaviour and sense of
responsibility towards a child or his parents or both can influence
success or failure in medical management.

(2) The role of self-criticism and medical audit in maintaining
standards.

(3) The need for maintaining self-dependent learning.

MEDICINE AND SOCIETY

(1) The methods of epidemiological study.
(2) The epidemiology of childhood disease.
(3) The role, use of, and co-operation with the services

ancillary to medicine.
(4) Educational medicine.
(5) Co-operation with the educational service.
(6) Environmental threats to child life including accidents and

child abuse.
(7) Sociomedical problems-for instance, smoking, alcoholism.
(8) Adoption and fostering.
(9) Advocacy of children's needs.
(10) The need for research.

ORGANISATION

(1) The organisation of the various branches of the health
service which deal with children.

(2) The deployment of resources.
(3) Facilities required for child health services.
(4) Child health records.

Training programme, duration and content

It is intended that the training programmes will conform to
the requirements of the Joint Committee for Postgraduate
Training for General Practice (JCPTGP).
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Training would be based on an integrated three-year period
of vocational training, or its part-time equivalent, containing the
necessary elements of child health training and at the same time
qualifying the trainee for principalship in general practice. In
conformity with the general practitioner vocational training
regulations the programme would normally require to be
completed within seven consecutive years. The trainee could
either construct his own programme or follow one arranged by
a local training committee.
The basic elements of the training programme would be:

(i) six months hospital paediatrics,
(ii) six months in a hospital post in the care of adults,

(iii) six months in community-based paediatrics,
(iv) one year general practice, and
(v) six months additional paediatric experience either in

community-based paediatrics, in a hospital paediatric
specialty, or in a post in community medicine approved
for this purpose.

Within this skeleton there would be wide flexibility.
The hospital paediatric appointment (i) could be a single

house officer post or a post rotating through different hospital
paediatric departments. There is evidence that in some, possibly
many, parts of the country there are not enough established
hospital paediatric posts to meet the training needs of trainee
paediatricians, trainee clinical medical officers, and trainee gen-
eral practitioners. In some areas, however, this problem is being
alleviated successfully by the involvement of clinical medical
officers in hospital as well as community medical work.
Deficiency of training posts could be met in a number of ways:

(a) By creating a number of additional house officer posts by
using some existing clinical medical officer appointments as
trainee posts in which the occupants work in hospital. Many
hospital paediatricians have indicated that they would welcome
an arrangement such as this which would also have the advantage
of allowing easy reciprocity between hospital paediatric training
and community paediatric training whereby "paediatric"
occupants of hospital house officer posts could obtain some
experience of work in the community.

(b) By using paediatric posts in institutions such as long-stay
hospitals and institutions for the handicapped which are not
usually considered suitable for "acute" paediatric training.
Under this arrangement some attachment experience in acute
paediatric departments or hospital should be arranged.

(c) By using selected general practices which have a special
paediatric orientation and arranging for the trainee to obtain
hospital experience by attachment arrangements-for instance,
to accident and emergency departments, general paediatric
consultative clinics, etc.

(d) By arranging that some existing hospital paediatric
appointments should be of four months' duration instead of the
usual six, allowing more to occupy these posts.

In accordance with general practitioner training regulations
the hospital post in work with adults (ii) would have to be
selected from general medicine, obstetrics or gynaecology or
both, psychiatry, general surgery or accident and emergency, or
geriatrics.
The six-month period in community-based paediatrics (iii)

would include supervised participation in the preschool and
school health service, immunisation and health education
programmes, and participation in the specialist services provided
in the community for groups of children with special needs,
including liaison with hospital-based clinicians and all other
professional staff providing service for these children. Project
work could also be included here and in (iv) and (v) below.
The year in general practice (iv) would be spent under the

supervision of a recognised trainer. Within this year additional
elements of training might be obtained on the basis of half-day
or one-day release.

Within the six-month period of additional paediatric ex-
perience (v) there would be a wide scope of opportunity and
considerable flexibility in arrangement of content.

Training in relevant aspects of community medicine would
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usually be obtained within (iii) and (v). This training could be
obtained either in an approved senior house officer post in
community medicine, or part-time.

Within the overall three-year period of training a trainee
should have the opportunity to attend programmed instruction
organised by appropriate training bodies. Again, this could be
achieved on the basis of day-release or as a full-time course of,
say, six weeks. Courses of this sort would include subjects such
as neonatology, mental handicap, neurology, child psychiatry,
genetics, health education, infectious disease, disorders of the
special senses, adolescent medicine, social paediatrics, com-
munity medicine, epidemiology, and child health legislation.
Where the training of an individual outside the formal

programme contains relevant equivalent experience-for
instance, work overseas or in a community medicine post-
consideration will be given to giving credit for this. Part-time
training undertaken for less than half-time or training spread
over longer than seven years may be considered for equivalent
experience.

Types of training

The regulations for vocational training normally impose a
time limit of seven consecutive years. Within this period
training could be carried out whole-time, part-time, or a
combination of the two. Part-time training would involve not
less than half of the trainee's time.
The flexibility which would be necessary in the construction

of training programmes would probably best be achieved
through modular arrangements allowing the trainee and the
training establishments wide scope. Local circumstances would
make flexibility in organisation essential and within established
guidelines organisation and supervision would rest largely at the
local level.

Logistic and financial considerations

The general practice training opportunities would require to
be provided within the training arrangements currently existing
for general practice.
To allow the non-general practitioner component of the

training programme to be carried out a certain number of
existing clinical medical officer posts will require to be designated
as trainee posts.
A number of existing hospital paediatric posts are already

earmarked for general practitioner vocational training. As
indicated in the section above, "Training programme, duration
and content," some re-examination of the existing pattern of
hospital posts would be desirable to create enough posts
necessary for the different types of training.
The designation of some existing clinical medical officer posts

as training posts will avoid any increase in finance for clinical
medical officer training posts although certain training costs-
for example, of courses-would require to be met. The cost of
general practitioner training will be met within the training
arrangements for general practice training.

Approval of posts, supervision of training, and
certification

In order to fulfil the requirements of the NHS (Vocational
Training) Act for entry into general practice, training must be
approved by the JCPTGP. Prescribed in-service training must
be undertaken in general practices selected by regional post-
graduate committees and in hospital posts approved for training
purposes by the appropriate royal college or faculty.

There is at present no agreed mechanism for the selection of
community-based child health training posts. What is needed
is the identification of an appropriate educational body to
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approve individual training posts. This has traditionally been
the role of the royal colleges and their faculties in respect of
general training posts, and the Joint Higher Training Commit-
tees (which include representation from specialist associations
and the universities) in respect of higher training posts. The
working party see no reason to depart from this tradition. We
recommend that a joint training committee (JTC) drawn from
the Joint Paediatric Committee of the Royal Colleges of
Physicians and the British Paediatric Association, the Royal
College of General Practitioners, and the Faculty of Community
Medicine should be established. The responsibilities of this
committee would be to oversee and approve training pro-
grammes, training arrangements, and training facilities proposed
by regional postgraduate committees for the implementation of
this report.
On completion of vocational child health training the trainee

would be eligible to receive a certificate of completion of general
practitioner vocational training issued by the JCPTGP.
At present there are no designated "training" posts within

the clinical medical officer grade, and this would be an essential
step towards the development of suitable training programmes.
The creation of such a training grade has widespread approval
within the profession and would be in line with the recent
establishment of training posts for clinical community dental
officers.

Training resources

It is unlikely that additional general practitioner trainers will
be required as the present establishment of trainers would be
able to meet this training commitment, but the addition of
clinical medical officers in training will impose additional
demands on trainers.

Increased demands to provide training would be made on
establishments such as university departments of child health,
departments of community medicine, postgraduate institutes,
hospital paediatric departments, and community child health
services such as the school health services. A senior clinical
medical officer should be appointed as tutor for the community-
based component of training.

It would be for the regional postgraduate committees to
review the local training resources and to see to what extent
these could be matched to training needs.

Appointment to substantive clinical medical officer posts

If the training grade is established health authorities will need
guidance as to the adequacy of the training of those who newly
apply for substantive clinical medical officer posts. This could
be done by way of professional assessors (as on consultant
advisory appointment committees) who would have regard for
the agreed recommended training programme.

Continuing education

Those who have completed the vocational training programme
in child health would require, like all other doctors, to have
opportunities for continuing education. This could take the
form of refresher courses, attendance at seminars, or participa-
tion in in-post training programmes.

Training opportunities for existing clinical medical
officers

Clinical medical officers in post who have already had
equivalent experience to that contained in the proposed training
programme would be certified formally by the JCPTGP. The
position of all existing clinical medical officers will be safe-
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guarded. Those who wish to undergo further training should be
given the opportunity to do so. In some cases the training
already received plus some additional training would make it
possible for the clinical medical officer to augment his or her
training to the level envisaged in the proposed child health
vocational trainee programme-for instance, a clinical medical
officer without previous general practice experience but wishing
to engage in this would require to have a year's traineeship in
general practice. In other cases existing clinical medical officers
will not be able to fulfil all the requirements of the new child
health training programme but more limited opportunities for
training should be provided. These could include elements of
the training identified above or special courses or opportunities
for obtaining further experience. It would be for regional
postgraduate committees to ascertain the training opportunities
which can be made available to existing clinical medical officers.
The latter should also be given the opportunity of declaring the
type of training of which they would particularly like to take
advantage.

Conclusion

The position of clinical medical officers has been un-
satisfactory and indeterminate for a decade. Fundamental to
clarifying and regularising their position is agreement on
training and standards. The organisations subscribing this report
represent most of those whose task it is to set down standards
and training programmes and in formulating their views these
organisations have taken account of the views of other organisa-
tions whose prime role lies outside the field of training. It is
sincerely hoped that, recognising the unanimity of view and the
standing of the organisations responsible for the Report, its
recommendations will be adopted and implemented with
minimal delay.

(Accepted 1 February 1982)
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