
school entry a test of visual acuity is recommended (repeated
at three yearly intervals), and a colour vision test between
9 and 13. At present-however desirable would be the aim
of preventing amblyopia-we have no suitable screening
method for early detection. Much research needs to be done
before we can be confident that vision screening programmes
can prevent amblyopia.
The ability correctly to diagnose sensorineural hearing

losses at an early stage has been regarded as a useful indicator
of the effectiveness of child health services. Distraction
testing at 6 to 8 months has been regarded as the means for
achieving this. The test requires a high level of skill and good
conditions if valid results are to be obtained. Modern
technological innovations in neonatal screening such as the
auditory response cradle have not solved all the problems,'6
and parental observations may continue to be better than any
clinical skill or technological advance.'7 18 The report recom-
mends screening in the first year of life using the distraction
test, a universal screen at school entry, and a service that is
responsive to parental concerns. The importance of adequate
diagnostic facilities to follow up screening tests is emphasised.

"Developmental screening" has become an invention of
the generations of developmental paediatricians since the
sequence of normal development was described.'9 These
descriptions were translated into scales of normal and
abnormal development and applied to whole populations of
children. The wide variation of "normal," the difficulty of
showing it, and the poor predictive value of early develop-
mental tests have resulted in a system with false positives
and negatives. The commonsense solution-to rely on and
respond to parental observations -has now been endorsed by
this report, supported as it is by an increasing body of research
results.67 Those carrying out surveillance of children's
development will need to move away from their crayons and
one inch cubes and cultivate new skills in history taking and
observation.

This report shows us what we have learnt about child health
surveillance. We have learnt what we do not know. The
"biblical" method of assessment-"he looked at it and saw
that it was good"-is no longer an adequate means of
determining what should be the content of our programmes.
Much research remains to be done. What we are sure of we
should do well, with full awareness of the importance of our
partnership with parents. The time released by doing less, but
doing it well, can be well used in the next stage of providing
help for those children and families whose needs are identified
by the programme.
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"HealthforAll Children" and the new contract

The new report Health for All Children, outlined by Dr Polnay
in the previous article, is a consensus view on the nature and
purpose of a child health surveillance programme. The issue
of how such a programme should be delivered is, however,
still unresolved.' For many years community doctors, health
visitors, and general practitioners have contested the owner-
ship of child health surveillance.2
A flexible approach to child health surveillance is desirable,

with an emphasis on preventive work, guidance, and support
to parents. Resources should be directed to those parents who
need them most. Yet the programme as described in the new
report contains only a few checks and screening tests that
require skills unique to doctors-specifically, the examina-
tion at six weeks and some later physical checks that can be
carried out on an opportunistic basis.
The new contract for general practitioners suggests that

family practitioner committees should admit "suitably
trained" doctors to a list of doctors prepared to carry out a
child health surveillance programme planned and approved
by the health authority.3 Its authors presumably supported
the view that a child's development and health are intimately
related to the health of the whole family and are therefore
properly part of family medicine. But several questions
remain.

Firstly, why does the contract not specify more precisely
the content of the child health surveillance programme?
Perhaps the authors reasoned that it would be undesirable to
specify an identical programme for all children and for all
areas of the country. A second and more puzzling question is
the level of remuneration implied in the illustrative examples
in the appendix of the new contract; they suggest that the
capitation fee payable for child health surveillance may be
only about one quarter of the maximum immunisation fee.
Many general practitioners may feel that this would be
inadequate to compensate for the further training required or
for the investment of time. This will certainly be the case if the
health authority or board specifies a complex programme that
includes several detailed development examinations and must
be delivered in its entirety by the general practitioner in
person.

If, on the other hand, general practitioners are required to
carry out only those checks that require physical examination,
this service might be provided at the same time as other
preventive health care activities such as postnatal checks and
immunisations. General practitioners who achieve a high
immunisation uptake may easily earn the extra income for
child health surveillance. Conversely, general practitioners
who do not offer a child health surveillance service may find
their immunisation income seriously reduced because
children who attend community clinics for health checks will
also be likely to receive immunisations there.

Authorities and boards adopting this approach will need to
provide the remainder of the surveillance programme by
other means, and health visitors would be the obvious choice.
Their training is oriented increasingly to health promotion
and preventive care; they have access to the home more
readily than do most other professions; and they have
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opportunities to observe the family as a whole. Nevertheless,
a successful surveillance programme can be provided by
health visitors only if they receive continuing professional
education and support in all aspects of child development.
Close working relationships with individual general practi-
tioners and community paediatricians would be essential. The
general practitioner would accept responsibility for the organ-
isation of child health surveillance within the practice and
would offer advice or arrange referrals as appropriate.
What training should be required of general practitioners

who wish to participate in child health surveillance? A national
consensus has yet to emerge on this issue. It is doubtful
whether any existing postgraduate qualification is sufficient
evidence of the necessary knowledge and skills. Perhaps
certification could be arranged as an option during vocational
training, as is already the case with family planning. Despite
the present uncertainty, however, three requirements may be
identified.

Firstly, though general practitioners do not need to
undertake developmental examinations, they must have some
insight into the process of child growth and development and
the problems that affect it. Perhaps more important are
respect for the anxieties raised by parents and other profes-
sionals and readiness to refer children promptly for more
expert assessment. The training requirement could be ful-
filled by private study and suitable short courses. Secondly,
many general practitioners will also welcome individual
instruction in physical examination techniques and in normal
child development. This training can most conveniently be
offered by local clinicians. The third essential is a detailed
statement of the surveillance policy adopted by each in-
dividual health authority or board. This should be accom-
panied by information about the optimal referral pathways for
children with suspected developmental or health problems.
The new contract recognises that general practitioners will

need to supply information about which children have been
examined so that the surveillance programme can be moni-
tored in each health district. Few districts have the means to
do this; and though "information technology" offers various
solutions, all require substantial planning and investment. No
doubt specialists in community medicine and directors of
public health will wish to take part in these developments.
What is the future for community child health doctors? As

not all general practitioners will wish to offer a child health
surveillance service, many parents will continue to attend
community clinics for checks and advice, particularly in
socially deprived areas, where the standard of general practice
is sometimes low. The need for these clinics will, however,
probably diminish as more general practitioners take up the
challenge of practice in these areas.
Only a few general practitioners will have either the desire

or the opportunity to become expert in diagnosing develop-
mental disorders. Community doctors, who have a wider
experience of child development and behaviour, should
therefore extend their consultative role, but they will need
further training, better supervision, and greater credibility.
These improvements are most likely to be achieved if
community doctors have a consultant led service, a planned
career structure, and a closer association with hospital
departments of child health.
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Patients with spinal injuries

Early transfer to a specialist centre is vital

In the past 50 years the greatest advance in managing patients
with spinal cord injuries has been the establishment of trauma
services for the complete care of such patients. Most spinal
injuries units in Britain, however, developed with no account
being taken of national planning. As a result their distribution
is far from ideal and some areas (such as Kent) remain ill
served.' Ideally, patients with spinal injuries should be
admitted to the nearest unit within 24 to 48 hours of their
accident, but this is not always achieved.2 I The opening of the
Duke of Cornwall Spinal Treatment Centre in Salisbury in
January 1984 provided the stimulus for us to look at the
pattern of treatment and transfer of such patients in the south
and south west of England.
No clear guidelines have been agreed for optimum manage-

ment, and consequently some patients have experienced
considerable delay in admission to the centre. Only 37% of
patients who had been treated conservatively and 4% of those
who had undergone a stabilising operation before transfer
were admitted to the centre within 48 hours after injury. In
those who had been operated on the commonest reasons for
delay were related to spinal operations and their complications
(36% of patients). Nine per cent of patients underwent
multiple transfers, being moved firstly to a hospital where
spinal surgery was available and then to the spinal treatment
centre.
One of the serious complications caused by the delay was

the development of pressure sores. No sores were seen in
patients admitted within 48 hours after injury, but if transfer
was delayed by eight days or more the incidence of pressure
sores was 14% in patients who had been treated conservatively
and 29% in those who had had an operation.

Other complications of operations were also common.
Some of these were the result of inappropriate treatment that
was given because doctors, often failed to understand the
pathophysiology of the injury, and others resulted from
technical failure-inadequate bone grafting or inappropriate
spinal instrumentation. Thirdly, some problems seemed to be
due to lack of skills in the use of spinal instrumentation. These
technical failures made a further operation necessary in 15 out
of 77 patients ( 19 5%).
Our analysis of all of the patients who had both primary and

revision operations in the spinal treatment centre showed a
rate of complication of zero. These patients were treated by
rigid spinal immobilisation by using either a posterior
approach with interspinous wiring in the cervical spine or
square ended contoured Harrington rods with bifid upper
hooks in the thoracic and thoracolumbar spine. Every patient
had extensive bone grafting and was supported postoperatively
in a firm cervical collar or brace. Only one patient asked for
the internal stabilisation device to be removed because of an
extremely active lifestyle. No patient deteriorated neuro-
logically after surgery, but neurological benefit was not
analysed- the numbers were too small and no attempt was
made to randomise treatment.
We believe that if surgeons are to avoid the many potential

pitfalls in operating on patients with acute spinal injuries the
initial appraisal should be made a by team of doctors who are
fully conversant with the modern techniques of stabilisation
and instrumentation. Doctors at the district hospital where
the patient is treated initially should, we believe, consult with
the nearest supraregional spinal unit so that joint decisions
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