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Contemporary Themes

Clinical medical officers in the child health service

FACULTY OF COMMUNITY MEDICINE

We welcome the report of the Joint Paediatric Committee of the
Royal Colleges of Physicians and the British Paediatric Associa-
tion.' We strongly concur with the views that we require
successors to our clinical medical officers equipped to specialise
in child health and with the necessity to ensure for them
careers and training appropriate to their important respon-
sibilities and comparable to those in other fields of medical
practice. Our comments below explain our view that under-
standing of community medicine is a necessary objective of
future training programmes and express our opinion that we
should join in the planning of such programmes. Whatever our
detailed decisions may be about careers and training, we must
seek solutions which contribute to our main objective, which is
the improvement of health and health services for our children.

Three main issues

The future of the child health services formerly provided by
the local authorities has been the subject of review and debate
almost continuously since reorganisation of the NHS. The
process of reappraisal has identified three principal issues in
planning a revised system of child care in the community:
the scope and content of a revised service, its relationship to
other services for the care of children, and the professional
status and training of doctors working in the service.

INDIVIDUALS AND POPULATIONS

Historically the child health services provided by the local
authorities were developed as a means of improving public
health and were essentially preventive in their orientation. As
the service developed it came to include categories of activity
which have continued to the present. (1) Activities concerned
with the detection of abnormality or defect and their control
had (and have) a dual purpose: while relating on the one hand
to the individual child, they also provide a means of monitoring
and improving the health of the child population. Such activities
have a continuing importance for all children and a special
significance in relation to the identification and remedial action
for the deprived. (2) Because of its location in the community,
and its association with other aspects of local authority services,
the child health service developed expertise in the assessment
of the needs of children in terms of their social, educational,
and environmental circumstances. Although not a therapeutic
service, it has fulfilled a complementary function in helping
to exploit the resources of the community on behalf of the
child population. The service has developed relationships with
other agencies with responsibilities for children (education,
social work) and has been concerned with the nature, organisa-
tion, and provision of services for the individual child and the
group of children of which he is a member.

This review of the primary function of community child

health services illustrated as a central feature of their evolution
that they have provided a practical expression of medicine as it
applies to the group as well as to the individual. They have
differed from the paediatric care of both the hospital and the
general practitioner in their involvement with the whole
population and, in doing so, have developed methods of practice
which combine a concern with both individual and population
aspects of child care. While it is possible to question the con-
tinuing relevance of some features of the practice of these
services in the context of today's morbidity, it is important to
recognise the skills and experience that the existing service
contains and to plan its future in ways that preserve and enhance
this essential feature of its practice.

ORGANISATION AND EPIDEMIOLOGY

The reorganisation of the NHS provided two significant
opportunities which have yet to be exploited. The first was
that of appraising and updating the traditional functions of the
community child health service and the second that of bringing
those working in the service into a closer relationship with other
doctors working with children.

Recent reviews of the functions of the child health services
lead to three broad conclusions: the need to maintain and
improve our system of monitoring the health of the child
population, the need to increase the sophistication applied to
the care of children in the community, and the need to organise a
more explicit collaborative relationship of doctors and other
workers concerned with children. The feature of each of these
three that is pertinent to this note is that, while requiring
paediatric expertise, each also requires skills and abilities that
relate to the organisation of care and knowledge of the com-
munity and the population aspects of child health. It seems
unlikely that the career proposals put forward in the Court
Report will develop quickly and so it is necessary to envisage a
service which continues to be staffed by doctors and others who
are appropriately prepared to carry out and motivate the full
range of these activities. In the past doctors working in the
community's child health services have often lacked oppor-
tunities for training which would allow them to develop the full
expertise that these responsibilities demand. In looking to the
future, a continuance of this same haphazard situation is
unacceptable. Nor is it realistic to suppose that the necessary
level of expertise required by a modern child health service can
be achieved by doctors whose work load includes a variety of
tasks unrelated to children.

CAREER OPPORTUNITIES

In considering the management and educational consequences
of these views, we must have regard to the necessity of finding
solutions that are appropriate to existing staffs but which do
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not hamper the process of recruitment and training that is
appropriate for the future. In the longer term we must assume
that the same career opportunities are offered to doctors entering
this service as in other areas of medical work. In the meantime,
and whatever is decided about career patterns for the future, it is
essential to recognise that each child health medical officer is
entitled to request assessment for an appropriate training
designation and opportunities for career advancement. Without
these incentives we cannot expect recruitment of talent and
progressive endeavour consonant with the importance of the
work to be done.

Training

There is a need for the acceptance of responsibilities for the
provision of training programmes by professional bodies and
by the Health Service and for clearly defined criteria for their
fulfilment. There seems to us a possibility that the suggestions
made regarding training in the memorandum of the Joint
Paediatric Committee of the Royal Colleges of Physicians and
the British Paediatric Association could be interpreted as simply
involving a cut-down version of existing programmes of
paediatric training. While we accept that the clinical expertise of
future child health specialists is important we would stress that
this must be balanced by greater emphasis on the understanding
of the development of the normal child and on a greater apprecia-
tion of the potential of services provided in the community than
may always be available in existing paediatric programmes.
Training programmes must also provide the opportunity to
gain a knowledge of the population aspects of child health and

of social, educational, and environmental influences in sufficient
depth to permit application to the care of both the individual
child and groups of children in the context of their own com-
munities. Adequate knowledge in these fields cannot be acquired
unless the arrangements for training include a significant element
specifically directed towards these goals.

In our view, these training requirements will not be met
without a programme of instruction carefully designed for this
purpose. While much of the clinical part of a training programme
may be satisfactorily undertaken in the traditional "apprentice-
ship" situation, it is unlikely that the level of knowledge we
envisage as necessary in such disciplines as epidemiology,
sociology, and psychology will be achieved without special
educational provision. In addition, we anticipate a need for
teaching in such specific areas of community practice as methods
of prevention, health education, and the organisation and
management of local services. For these reasons, we think that
training programmes should include the provision of organised
instruction and that there should be the opportunity for formal
assessment at levels comparable to the standards that are applied
in clinical disciplines.

It seems to us appropriate that the Faculty of Community
Medicine should contribute to the planning of the professional
training programmes that are envisaged.
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WORDS RHEUM and RHEUM These two words share the same
spelling but differ in pronunciation, meaning, and origin.
RHEUM (1) pronounced room, from G rheuma, flow, stream,' is a morbid
watery or mucous secretion or exudate, especially from the eyes or
nose.
RHEUM (2) pronounced ree-um, is modern Latin for rhubarb.
Rheum (1) is obsolete. It persists in French as s'enrhumer, to catch
cold. In English "rheum" took a curious turn in the late seventeenth
century, in its adjectival form, to RHEUMATIC, apparently in the belief
that the swelling that occurred was due to a downflow ("defluxion")
of humour to the affected part. A further shift brought rheumatic to
describe any painful condition of the locomotor system especially if
aggravated by movement.
RHEUM (2) RHUBARB is a plant whose rhizome contains an anthra-
quinone purgative (Rheum palmatum), whose leafstalks are eaten as a
dessert (Rheum rhaponticum), and whose leaves are poisonous. Medici-
nal rhubarb was formerly imported into Europe from China via Russia
which explains its etymology. Rhubarb derives from mediaeval Latin
rhabarbarum; Rha (from the Greek) was the ancient name for the Volga
+ barbarum, foreign.

It is one thing to be able to understand the written word of a
foreign language; it is another to be able to speak it. Still more
difficult is comprehension when being addressed by a foreigner in his
native tongue. Most difficult of all is following a lively conversation
between natives. Unless one has learnt the vernacular in the country
of its origin, one will be lucky to snatch more than the odd word or
phrase from the seething gabble. We call this unintelligible gabble
"Double Dutch" for self-evident reasons. Germans, when similarly
confused, call it Kauderwelsch, from kaudern, to gobble like a turkey
cock and Welsch, a foreign language especially Romance, and not, as
you might think, Welsh. The French call it baragouin, from their
inability to understand Breton, the Celtic language of the Department
of Brittany (bara, bread + gwin, wine). The Dutch (I refer to single
Dutch) have borrowed both these terms, and on arrival at Harwich
are puzzled by what they call koeterwaals or bargoens. Doubtless
similar terms exist in most languages as the situation is as old as Babel.
Of course, the ancient Greeks had a word for it-barbaros, the bar-bar
sound probably adopted in imitation of their impression of foreign
speech. By extension, barbaros was applied by Greeks to non-Greeks
and later by Romans to anyone non-Roman-non-Greek. Thus what
we call in English barbarous, was applied to people having uncivilised

manners or brutal behaviour, and of speech, being harsh or noisy.
The Latin balbus, stammering, is possibly related. I have elsewhere
referred to the interchangeability of L and R sounds. Barbary, in the
sense of countries bordering the north coast of Africa, was from
ancient times called Berber or Barbar by Arab geographers, when they
referred to the lands west and south of Egypt, from the Arabic barbara,
to talk noisily and confusedly. That the Greeks and Arabs should have
independently coined the same word for the same thing seems too
much of a coincidence, and in view of the historical connections
between these nations, some mutual influence seems probable. It is
widely believed that actors in a crowd mutter "rhubarb" repeatedly
when they are required to give an impression of conversation as a
background to the main dialogue. Be that as it may, rhubarb is
certainly the term used when referring to that activity. In Germany
Rhabarber (rhubarb) is, so I am told, actually muttered on stage to
convey background conversation. Here again we have the bar-bar
sound.

Various other echoic words are used, most recently "blah, blah" and
"yak, yak" to describe prolonged chatter. Pace Eric Partridge, who
suggests other origins,23 it is tempting to suppose these are a corruption
of Sp hablar-hablar, to speak, and of It chiacchiera, chatter. Older
echoic words in this category are jabber, chatter, gabble, and gibber,
hence gibberish (in which branch of linguistics I hope to be offered a
personal chair).

Incidentally, the feminine name Barbara, popular after the virgin
saint of that name, means "foreign", in the nicest sense of the term,
doubtless; exotic rather than barbarous. Adolf von Baeyer celebrated
his discovery of malonylurea in 1864 by visiting a tavern frequented
by artillery officers on the Day of St Barbara, who was their patron
saint. Thus inspired, he performed the verbal synthesis of joining
Barbara and urea to give barbituric acid.4 At least, that is one of
several stories regarding the naming of this substance and the one I
find most appealing. It was not until 1903, however, that a BARBITU-
RATE with hypnotic properties was synthetised.

'WORDS, British Medical Journal, 16 September 1978, p 807.
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