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For Debate . . 0

Future structure of clinical tropical medicine in the
United Kingdom

G C COOK

A century ago, and less, the practice of clinical tropical medicine
was largely dominated by physicians and surgeons from the
United Kingdom. Latterly, the position has changed dramatic-
ally.' The Empire and the Raj have faded into past history,
most former colonial territories have gained independence, and
most developing tropical countries now undertake the training
of physicians and surgeons in their own medical schools.
Despite these developments, the structure of clinical tropical
medicine in the United Kingdom has remained essentially
unchanged, and it is timely to review the current position and
to attempt to decide what should best be done for the future.
Changes have been made in the non-clinical areas that have long
dominated the tropical schools of the United Kingdom; in the
clinical area there has been stagnation with a resulting loss of a
sense of direction.

Changing scene in the United Kingdom

Clinical tropical medicine formerly carried a certain mystique
and was considered to be outside the scope of the general
physician. It was "invented" as a subspecialty to deal with those
diseases (usually infective, and often parasitic) contracted by the
servants of the British Empire while working in tropical
countries-usually in Asia and Africa. It was dealt with in
specialised hospitals-most notably in London, Liverpool, and
Edinburgh. Owing to numerous efforts to increase the "index
of suspicion" for those diseases-exemplified by malaria and,
more recently, Lassa fever-general physicians are increasingly,
but not always, making their own diagnoses. Incidentally, some,
including amoebic colitis, are still appreciably underdiagnosed.
Recent developments in immunodiagnosis have made diagnosis
easier; consequently, diagnoses can be made rapidly, and in most
cases patients do not require admission to hospital for a week
or more, if at all. Furthermore, treatment has over the past
decade or so become much simpler; amoebiasis, for example,
readily responds to metronidazole, and schistosomiasis to the
rapidly growing list of new antischistosomal agents-praziquan-
tel, oxamniquine, metriphonate, etc. Treatment, too, can be
undertaken rapidly, and admission to hospital is again not usually
required. Non-parasitic infections acquired in the tropics are
better dealt with in hospitals for infectious diseases; the tropical
departnents are certainly not adequately equipped to deal with
Lassa fever, Marburg disease, and Ebola disease, for example.

Service commitment

Three categories of individuals require a "centre of clinical
excellence" in the United Kingdom; one is undoubtedly
adequate, and that should be in London. They are (a) British
travellers-including businessmen, academic staff, etc-working
in or visiting Third World countries, (b) temporary visitors to the
United Kingdom from tropical countries, and (c) immigrants from
Third World countries who have settled here. The last group
possesses several conditions not generally regarded under the
heading tropical medicine at all-for instance, haemoglobino-
pathies, genetically determined enzyme-defects, etc-which are
usually dealt with by general hospitals. The centre of clinical
excellence should be a department of geographical medicine in
a London undergraduate teaching hospital; University College
Hospital probably has the best position, and it now seems likely
that it will subsequently house the subspecialty. By doing so, it
will be possible to transform a "cottage hospital-like" into a
teaching hospital for the 1980s environment with appropriate
back-up facilities, including, for instance, an intensive care unit,
scanning and ultrasound facilities, etc. That would lead also to
much more contact with other members of staff at medical,
nursing, and all other levels. There could also be a good deal of
cost-saving. The department should primarily be an advisory
one; a small team of non-medical personnel can easily advise on
inoculation requirements for certain countries, and on malaria
prophylaxis, etc. A well-run inoculation clinic is necessary, as is
a first-class laboratory service dealing principally with immuno-
diagnosis and parasitology. Outpatient facilities are important,
but much streamlining is required; most current referrals are to
exclude tropical disease in asymptomatic patients. Many such
cases could be dealt with by a general practitioner using a screening
questionnaire, together with routine stool examination. Subse-
quent examination by a tropical physician should be confined to
a minority, thus making the system far more cost-effective. A
few beds, perhaps 20-25 at most, are also required. Such a
service unit could be maintained by three to four medical staff;
both NHS and private patients would be catered for.

Teaching commitment

Current teaching is still organised along traditional lines and
is dominated by the "exotic" parasitic diseases. Tropical
medicine is a term that has outlived its usefulness; as all doctors
who have practised medicine in the tropics know full well, most
illness consists of the common Third World diseases2 -for
instance, pneumonia, tuberculosis, meningitis, and encephalitis,
various liver diseases, etc, with malaria and schistosomiasis very
prevalent in some areas. Socioeconomic conditions, sanitation,
etc, are far more important than ambient temperature. The
exotica-for example, trypanosomiasis and leishmaniasis (includ-
ing Chagas' disease)-are extremely localised in their distribu-
ton, and even where they do exist take perhaps 1% or less of a
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doctor's time and energy. Therefore, much reorientation is
required, and geographical medicine is now probably a superior
title.

UNDERGRADUATE TEACHING

At present, some, but by no means all, undergraduates in the
United Kingdom attend courses of lectures in tropical medicine.
A course of lectures or tutorials, or both, in clinical tropical
medicine (perhaps 10 in all) given by doctors who have spent
substantial periods in tropical countries, including those from
the armed Services, should become mandatory for all medical
undergraduates in the United Kingdom.' National co-ordination
is required. Such courses must be clinical, and with a bare
minimum of the teaching of parasitic life-cycles, etc, that have
often dominated the subject over the past few decades. The
common Third World diseases should be emphasised, in
addition to the exotica.

POSTGRADUATE TEACHING

Postgraduate teaching is currently exceedingly confused.
There should be two, totally separate, ambitions here. (1)
Courses dominated by the exotic diseases with a geographical
basis, for hospital doctors, general practitioners, etc, from other
developed countries as well as from the United Kingdom should
be aimed at increasing the index of suspicion for those diseases,
and at improving the routine diagnosis and treatment of
straightforward cases; complicated cases should clearly be
referred to the specialist unit. Imported diseases should be the
theme; courses could be from one day to a fortnight. Refresher
courses for British general practitioners and hospital doctors
should also be along those lines. (2) Courses aimed at producing
doctors for developing (Third World) countries will be dominated
by the common Third World diseases (see above) and the
exotica will form only a small portion of the course. A substantial
nucleus of doctors in the United Kingdom, including the armed
Services, with extensive experience of practising medicine in
developing countries can undertake that, preferably in conjunc-
tion with infectious diseases units. Owing to the paucity of florid
tropical clinical material in the United Kingdom, however, such
courses should be undertaken in Third World countries by small
teams of physicians in the local teaching hospital-where condi-
tions, with which the indigenous doctors will spend the rest of
their lives, are to be found.

In my view it is impossible to undertake these two objectives
simultaneously as has been attempted with only limited success
in, for example, the Diploma in Tropical Medicine and Hygiene
courses and the London MSc (Clin trop med) course. Also there
is certainly not enough clinical material in the United Kingdom
for clinical projects to be carried out by every student; critical
reviews of publications relevant to medicine as practised in the
Third World could with profit be undertaken-the United
Kingdom still has several excellent medical libraries. Textbooks
should also have these two separate aims in view. Most current
texts devoted to tropical medicine dwell at length on the exotic
diseases, many of them parasitic, with far too little, if any,
emphasis on the common Third World diseases for doctors
working there. Indeed, such conditions as salmonellosis and
tuberculosis are sometimes better dealt with in texts written
primarily for temperate countries.

Clinical research into Third World diseases

The days when research consisted of peering down micro-
scopes in the middle of the jungle are past. Modern research is
primarily of a basic nature, and needs highly advanced techniques
such as those used in immunology, genetic engineering, produc-
tion of vaccines, etc. That can be undertaken only in centres of
scientific excellence, which rarely exist in developing countries.

The United Kingdom can help enormously here by forming
links between basic science departments-such as those run by
the Medical Research Council and some of the universities-and
the clinical departments of the Third World, and doctors with
experience of the Third World can contribute much by close
liaison between the two. There simply are not enough clinical
cases in the United Kingdom for such research to be undertaken
solely here. Cuts have been made in research council grants; it
may well be, for example, that the WHO could finance more
projects concerning Third World diseases-for example, the
tuberculosis trials of chemotherapy so ably carried out over
many years by the Medical Research Council.

Maintenance of a cadre of tropical physicians in the
United Kingdom

Currently from 10 to 20 physicians in the United Kingdom
devote their time primarily to tropical medicine. This is too
many, but numbers will diminish over the next few years as
opportunities for British doctors to spend time working in
developing countries become fewer and fewer. If the Overseas
Development Administration continues with its technical co-
operation scheme it is vital that home-based doctors are attached
to centres of excellence where they can adequately pursue their
teaching and research, and furthermore have a satisfying career
structure in academic medicine (which they certainly do not
have at present). The actual numbers of doctors with an interest
in tropical medicine required in the future should be carefully
evaluated.

Conclusions

It is high time that the future of clinical tropical medicine in
the United Kingdom is critically assessed. Streamlining of the
service aspects is urgently required. Reorientation regarding the
teaching curricula is long overdue; teaching British under-
graduates and graduates about the exotic diseases of the tropics
will obviously continue to be important. The extent to which
the training in the United Kingdom of indigenous physicians
and surgeons of Third World countries will continue is un-
predictable, as more and more medical schools are constructed
in those countries, but it is vital that when courses are undertaken
they should emphasise those diseases that are most relevant to,
and frequent in, Third World countries. Clinical research, which
requires increasingly advanced techniques must be largely carried
out in the United Kingdom and other developed countries;
carefully planned links with Third World clinical departments-
preferably academic ones-by competent doctors are necessary
if such projects are to be viable.
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An obsessional patient had electrolysis on his eyebrows because they met
in the middle. He now wants them replaced. Can this be done ?

Transplants of eyebrows are feasible but might leave gaps elsewhere
in the eyebrows. Transplants of hair from other parts of the body
would produce long terminal hair out of character with the rest of the
eyebrows. A desire for this procedure would seem to be pathological,
and such an obsessional patient needs psychiatric advice and counsel-
ling rather than surgery.-ALAN B SHRANK, consultant dermatologist,
Shrewsbury.
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