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INTO THE WORLD AND BACK

ome of you may have
missed the launch
of the book Into the
World last Decem-
ber. But it must have
been much more
difficult not to have
noticed how the
media and others
have picked up on the underlying mes-
sage of the book and the campaign.
NVTG and the AIGT training institute
are calling on the Dutch government
for structural financial support to the
training programme for global health
doctors. As support for their appeal
grows, not only from within the ranks
of the NVTG but also from a wider
circle, the call is gaining in strength.

The editorial board of MTb decided to
contribute to the debate by providing
some background on the ongoing cam-
paign. We invited Heleen Koudijs to be
our guest editor and present us with this
background information. She selected
interviews with global health doctors
and endorsements from various stake-
holders in the Netherlands for MTb.
Support from overseas is also included
in this edition, with the contribution of
Richard Smith — former editor of BM]J

— who outlines the four and perhaps
even five wins that are at stake with the
future of the AIGT training programme.

Global health is fashionable noted Jeffrey
Koplan as early as 2009.1" He was right
and he still is; over the past decade,
global health has conquered a solid
place on many agendas. The Dutch
Ministry of Health (VWS in Dutch) is
in the process of formulating a global
health strategy, thereby following the
example of Germany, Sweden and the
United Kingdom, among others. Two
years ago, the Netherlands Organisation
for Scientific Research (NWO), devel-
oped a global health research agenda

as part of the Dutch Science Agenda
for inclusive global development.

Public and private parties are recognis-
ing the global aspects of health, empha-

sizing the need to define shared op-
portunities and threats in cross-border
health, and developing a joint response.

The Into the World campaign places
the spotlight on the role of medical
doctors in global health. Rightly so,
given the historical ties of NVTG with
the training programme and the fact
that many of its members are medical
doctors. However, one of the beauties
of the concept of global health is its
comprehensive and multidisciplinary
approach to health. “Good health” does
not depend on good access to medical
care only but is a consequence of other
factors, recapped in the discussion on
the crucial role of social determinants
of human development and health.
Obviously, addressing these determi-
nants is not in the hands of medical
doctors only. Koplan formulates this
as follows: ‘It [Global Health] has
driven the establishment or restructur-
ing of several academic programmes, is
supported by governments as a crucial
component of foreign policy, and has
become a major philanthropic target.”

The Netherlands has a lot to offer in

the field of global health, be it through
health service provision, research,
product development, teaching, advo-
cacy, trade, or foreign policy. It has been
fun for us to put together this edition of
MTb. We hope you will enjoy reading it.

ESTHER JURGENS, LEON BIJLMAKERS

1. Koplan J. Towards a common definition of
global health. Lancet 2009; 373: 1993-95

Into
the
world



Global health doctors: a view from abroad

n the December 28,
2017 issue of BMJ,
Richard Smith pub-
lished a blog in which
he makes a case for
sustaining the global
health doctors training
programme in the
Netherlands." The training programme
is not new to him as he taught on the
global doctors programme twice a year
for about six years. In this blog, Cel-
ebrating the Dutch global health doctors
programme, he presents the career paths
of some of these global health doctors.
By doing so, he aims to present to a
wider public the characteristics of this
new breed of medical doctors — doc-
tors specialised in tropical medicine

who in their daily work in low- and
middle-income countries had to deal
with every aspect of healthcare, not
only clinical work but also drug sup-
ply, finances, relating to government,
and working with the community.

In his blog, Smith illustrates how
these doctors — upon returning to the
Netherlands — apply these specific skills
and knowledge to their day-to-day work
in the Dutch health care context. He
also describes the competencies that
global health doctors develop dur-

ing their training and by working in
low-income countries. These include
an understanding and appreciation

of the big picture, realisation of how
privileged we are in Europe, flexibility,

appreciation of better/more sustain-
able health systems and models of care,
and recognition of the importance of
community, to name just a few. He
concludes his blog by adding a fifth win
that might convince the government

to finance the training programme,
namely ‘that the Dutch global health doc-
tor programme is unique and something
for the Netherlands to celebrate with pride.
It’s a gift from them to the poor world and
to themselves’. Curious about the four
other wins? Read about them in Smith’s
contribution to the book Into the World:
‘It’s time for the North to learn from the
South’, reprinted on the next pages.

Esther Jurgens
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Richard Smith

is chair of the board of
trustees of icddr, b (formerly
the International Centre for
Diarrhoeal Disease Research,
Bangladesh), and until 2015 he
was the director of the United
Health Chronic Disease
Initiative, an initiative that
resulted in eleven centres

in low- and middle-income
countries (LMICs) that work
to combat chronic disease.

He is an adjunct professor

at Imperial College Institute
of Global Health Innova-

tion. From 1979 to 2004 he
worked at the BM]J and was the
editor of the journal and chief
executive of the BM] Publish-
ing Group from 1991 until he
left. He regularly publishes a
blog in the online Journal.

IT IS TIME FOR THE NORTH TO LEARN
FROM THE SOUTH BY RICHARD SMITH®!
In 2006 Lord Crisp stepped down as
chief executive of England’s Nation-
al Health Service (NHS) and went
to Africa to see how the NHS could
help African health systems. His
radical conclusion was that Britain
and other high-income countries
had more to learn from low-income
countries than the other way round.
He reported his conclusions in a
government report, Global Health
partnerships &, and a highly read-
able book Turning the World Upside
Down . His conclusions mean that
health care workers from high-
income countries who spend time
working in low-income countries
may learn much that will benefit
health systems in high-income
countries - in addition to develop-
ing a set of attitudes and skills that
are useful anywhere.

TURNING THE WORLD UPSIDE DOWN
Central to Crisp's argument is the

4 MT BULLETIN OF NVTG 2018 MARCH 01

observation that health systems

in high-income countries are not
sustainable. The United States is al-
ready spending more than eighteen
percent of its huge gross domestic
product on health care, with poor
results, and expenditure continues
to rise inexorably. The same rise is
seen in other high-income coun-
tries, and the main drivers are not
aging of the population and in-
creasing non-communicable disease
(NCD), although these contribute,
but the fact the cost of most new
health technologies increases faster
than inflation. Health care systems
in high-income countries are domi-
nated by hospitals and specialists
and concentrate on treating people
with established disease rather
than creating health and preventing
disease. They suffer from 'supply-
induced demand, whereby hospitals
fill up, often with patients who may
benefit little from the care, and
specialists offer an ever-increasing
array of treatments, many of which
are expensive but add only small
benefit. These health systems were
developed when patients had
mainly acute conditions, but now
patients with long-term conditions
predominate. Changing these ex-
pensive health systems is politically
difficult, not least because of large
vested interests, but health systems
in low-income countries have a
chance to do better.

They shouldn't slavishly follow the
path set by high-income countries
but should create more sustainable
systems, and at least some are do-
ing so. | worked with eleven centres
in low and middle-income countries
doing research, developing capac-
ity, and advising governments in
relation to NCD, and we imagined a
system that would be better suited
than those in high-income coun-
tries for preventing and managing
the chronic conditions that domi-
nate in high-income countries and
already account for most of the
health burden in low and middle-
income countries.s! There should

be an emphasis on public health,
prevention, and primary care, avoid-

it

ing what Crisp calls ‘the hegemony
of clinical medicine! Much of care
can be standardised and put into
protocols that can be delivered
predominantly by community
health workers, who are often much
closer to the people they work with
than health professionals. Health
care in high-income countries has
developed a model where health
care is something that is ‘done’

to people by doctors, whereas a
more effective model puts the
patients in charge. Crisp observes
that in high-income countries good
health has come to mean doctors,
hospitals, and technical treat-
ments, but organisations like BRAC
in Bangladesh remind us of the
importance of community, family,
lifestyles, culture, and behavioural
and social factors. Ethiopia is trying
to build a system based on health
not disease. As well as teaching
high-income countries about how
to build sustainable health systems,
low and middle-income countries
also produce innovations that can
reduce rather than increase costs.
Examples include health workers
trained in India specifically to do
cataracts who can do dozens in a
day; oral rehydration therapy (the
standard treatment for childhood
diarrhoea) developed in Bangladesh;
PACK (Practical Application of Care
Kit) developed in South Africa that
allows nurses to deliver primary
health care®; and the use of mobile
phones to deliver health care. In-
novations may be in technology,
systems, policies, how staff are
employed, financing, governance,
and leadership.

ATTITUDES AND SKILLS LEARNT IN LOW-
AND MIDDLE-INCOME COUNTRIES
Many doctors and other health
professionals working in health
systems in high-income countries
are unaware of how their health
systems, which are admittedly
complex, work; nor do they see 'the
big picture’ which shows that only
about ten percent of ‘health’ is ac-
counted for by 'health care! Those
who work in health systems in low-
income countries almost inevitably
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develop an understanding of the
whole system and the big picture.
They also come to recognise the
privileges of those in high-income
countries and when back in high-
income countries are less likely to
complain and more likely to work to
make optimal use of what is avail-
able. They recognise the tension
between giving high cost care to
the few and more moderate care to
the many - and are more comfort-
able with accepting the necessity
of prioritising. They can make a
little go a long way. Those
who work in low-income
countries learn to be
flexible and adaptable:
they have to. They
develop a ‘can do' at-
titude that will serve
them well not just in
the work but also in
their lives. They are more
likely to be effective lead-
ers as they have to lead when
there are few others to do so; but
at the same time they may become
better team players and follow-
ers. They learn to work effectively
in different cultures, a skill that
becomes increasingly important

as high-income countries become
more multicultural.

BENEFITS FROM THE DUTCH

SYSTEM OF TRAINING HEALTH
WORKERS IN GLOBAL HEALTH

The Dutch have been far sighted

in developing a system of training
health workers in global health and
have produced what | describe as
‘a quadruple win! Which | explain
below. | taught about non-com-
municable disease on the Nether-
lands Course on Global Health and
Tropical Medicine at KIT for some
seven years, travelling twice a year
from London, and I've been greatly
impressed with the young health
workers, most of them doctors,
whom ['ve met.

The first win is to the young people
themselves. Millennials, as they are
called, want meaning and purpose
from their work. Everybody wants
meaning and purpose from their
work, but millennials want them

o

so badly that they will put them
ahead of money, status, and ca-
reer progression. Little or nothing
provides more meaning and purpose
than working as a health worker
and a leader with populations in
low- and middle-income countries
with people who have little or no
access to health care. In contrast,
young doctors in the UK and the US
- and perhaps in the Netherlands

- can find themselves disillusioned
working in highly complex health
systems in high-income
countries with little
scope to make much
of a difference.

The second win
is to people in
low- and middle-
income countries
who benefit from
the skills and leader-
ship of the young
health workers. Many
of the young doctors I've met
have worked and plan to work with
Médecins Sans Frontiéres in dif-
ficult circumstances with people
with desperate needs. There is also
the benefit to Europeans that by
helping people in desperate circum-
stances the health workers make
it less likely that those desperate
people will start on the hazardous
journey of trying to cross illegally
into Europe.

The third win is to the Dutch health
system - because most of the young
health workers return to work in the
Netherlands. They have learnt about
how to extract maximum value
from health systems, and they have
developed leadership skills, resil-
ience, and can-do attitudes that
mean that they are better able than
health workers who have never
worked in low and middle-income
countries to rise to the challenges
that are growing every day in health
systems in high-income countries
like the Netherlands.

The fourth win is again to the
health workers themselves. Working
in the often difficult circumstances

L
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of low- and middle-income coun-
tries gives people a robustness and
resilience that makes it much less
likely that they will 'burn out' in the
stresses of health systems in the
Netherlands and other high-income
countries. These young health
workers may well still be working

in 2080 and are likely to have to
work into their seventies. It makes
a great deal of sense for them to
work for five to ten years (or even
longer) in low- and middle-income
countries.

CONCLUSIONS

Surgeons in Britain used to boast of
having a "Been to Africa Degree,”
by which they meant that they had
done a great deal of operating in
Africa - often doing operations that
they would not be qualified to do
in Britain. They no doubt did learn
- but it may sometimes have been
at the expense of Africans. Now, as
Lord Crisp has recognised, doc-
tors and other health workers who
work in low-income countries can
not only learn much that will make
them more effective professionals
but they can also learn much that
can help create sustainable health
systems in their own countries.
They, the countries where they
work, the Dutch health system, and
the Netherlands as a whole all ben-
efit. It's hard to think of an invest-
ment with a better return.
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The revised curriculum for the training of the
Doctor Global Health and Tropical Medicine (AIGT)

he Doctor Global Health and Tropical

Medicine (AIGT in Dutch: Arts

Internationale Gezondheidszorg

en Tropengeneeskunde) curriculum
has evolved from the 'tropical doctor'
training that had developed over several
decades into a more structured and
regulated training programme. It used to
comprise clinical rotations in surgery and
obstetrics & gynaecology, or paediatrics
and obstetrics & gynaecology, ending with
the Diploma course in Tropical Medicine at
the Royal Tropical Institute (KIT). Financial
pressure on the programme caused by
new financing mechanisms in the Dutch
health care system, combined with some
quality issues within the programme,
motivated the Netherlands Society of
Tropical Medicine and International Health
(NVTG) to seek formal accreditation of
the 'tropical doctor' training programme
with the Medical Specialties Council (CGS,
College Geneeskundige Specialismen). It
was thought that this accreditation would
facilitate financing to secure continuity
of the programme and improve its quality.
To meet the criteria for accreditation,
some adjustments had to be made to the
programme. Most notably this was the
addition of a 6-month training period in a
hospital in a low and middle income country
(LMIC) setting (Figure 1). Furthermore, the
curriculum had to be redesigned in order
to meet the standards set out by the CGS.
Accreditation was awarded in 2012.

6  MT BULLETIN OF NVTG 2018 MARCH 01

ORGANIZATION

The accreditation triggered a revision of the organisational
structure of the training programme. The OIGT training insti-
tute (Opleidingsinstituut Internationale Gezondheidszorg en
Tropengeneeskunde) was created under an independent foun-
dation in which the NVTG is represented in order to secure a
smooth running of the programme and compliance with CGS
regulations. The committee that used to organise the training
programme on behalf of the NVTG was renamed the CIGT.

START END

9 9 K] 6
months months months months

Residency Surgery or Residency Obstetrics Diploma Residency in
Paediatrics in NL & Gynaecology in NL Course in hospital abroad
GH &T™M

Figure 1. Schedule of the AIGT training programme

The OIGT is responsible for the organization, daily op-
eration and quality of the training programme. The
CIGT advises the OIGT on any related issues.

Currently, the training programme takes place in 25 hospitals
in the Netherlands involving 35 trainers and an average of 25
residents who enrol in the AIGT training programme each year.

REVIEW OF THE CURRICULUM

In June 20106, the Registration Committee of Medical Special-
ists (RGS, Registratiecommissie Geneeskundig Specialisten)
decided to renew the accreditation of the OIGT training
institute for a duration of 5 years until 2021. The Committee
at the same time recommended that the current curriculum,



Emerging
Infections
Tropical
Zoonoses . . HIV / AIDS
Medicine Medicine
J
Travel nfectious
Medicine \ Diseases
Emergency
Care

Figure 2. Broadening and deepening of Tropical Medicine anno 2017 (from ref. 1)

which was written in 2010/2011, be
revised to make it more practical with
clear descriptions of the two train-
ing profiles (surgery and obstetrics &
gynaecology; mother & child health).
The revised curriculum will be sub-
mitted to the CGS by 1 July 2018.

The NVTG has asked the CIGT to form
an ad hoc committee to review the cur-
rent curriculum (CHOA: committee

to review the curriculum for AIGT).
CHOA consists of representatives of
OIGT, AIGT trainees, qualified AIGTs,
surgery, paediatrics, obstetrics & gynae-
cology, and CIGT. At its first meeting in
May 2017, CHOA decided to carry out

a full review of the curriculum, taking
into account the recommendations of
the RGS. The curriculum needs to be
simpler and more practical and flexible,
based on competencies that are clearly
described and that can be assessed.
Better alignment with local curricula
in training hospitals is also needed.

THE REVISED CURRICULUM

GENERAL DESCRIPTION OF AIGT

The dual character of training aimed
at working in a tropical environment
/ LMIC setting as an AIGT and the
value of the training and experience
gained abroad after returning to the

Netherlands is emphasized. This is

in full alignment with the concept of
global health in which the continuum
of curative and preventive care is de-
scribed in all societies, and which is also
influenced by political, socio-economic
factors and climate change. In the Neth-
erlands, this is abundantly illustrated in
relation to an increasingly multicultural
society due to migration. Because of this
background, diseases are encountered
that used to be in the realm of travel
medicine among travellers such as
malaria, schistosomiasis and others. In
addition, the spectrum of tropical medi-
cine has changed over the years. For
example, non-communicable diseases
are becoming increasingly relevant such
as diabetes and hypertension (Figure

2). Because of training received and
experience gained in LMICs, the AIGT
is uniquely qualified to address such
conditions in vulnerable populations,
while taking into account the cultural
aspects of disease, and can therefore
contribute to the quality of health care in
the Netherlands after returning as well.

COMPETENCIES

While in the current version of the cur-
riculum the CanMEDS ("Canadian Med-
ical Education Directives for Special-
ists") roles framework was used to derive
competencies (Figure 3), it was felt that
these mainly focus on the doctor as

L
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MEDICAL COLLABORATOR
v ‘

Figure 3. The seven CanMEDS roles

medical expert whereas the spectrum
of AIGT competencies is much wider.

The special character of the AIGT
should be emphasized, as it is a unique
hybrid of curative medicine and

public health, and in both areas the
AIGT should develop leadership skills
(Figure 4). In the new curriculum
these are now called areas of expertise.

In the revised curriculum, each area of
expertise starts with a general descrip-
tion, followed by a description of specific
CanMEDS competencies in a general
and in an international context.

CONTENT OF THE CURRICULUM

The content of the current curriculum
is captured in themes that elaborated
extensively on all aspects of the field and
are worked out according to the Can-
MEDS competencies. While the result
was very comprehensive, some overlap
could not be avoided. For this reason,

in the new curriculum, the number of
themes will be limited. Furthermore,
Entrusted Professional Activities (EPA’s)
are identified that relate to these new
themes. These EPA’s allow an assess-
ment of whether the candidate has
mastered the relevant activity typical

for an AIGT and can be entrusted to
perform these unsupervised. Reorganis-
ing the content in this way should give

MARCH 01 2018 MT BULLETIN OF NVTG 7
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Curative
Medicine

Medical Public
Leadership Health

Figure 4. The AIGT curriculum - three areas of expertise

supervisors more direction and guidance during the training
of the residents in Global Health and Tropical Medicine.

These adaptations will hopefully provide more practical guid-
ance to the supervisors in the training institutions. They also
seek to give a better foundation for the description and practical
implementation of the two different profiles of the curriculum.

CONCLUSION

The new curriculum that is under development is a next step
in further improving the training programme for Medical Doc-
tors in Global Health and Tropical Medicine. It is in line with
new insights on how professional training is taking shape in
the Netherlands and describes the programme content in terms
of newly defined EPAs. Besides acknowledging all the good of
the first official curriculum for AIGT, it hopes to provide more
practical guidance for supervisors in the training institutions.

©
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GUEST EDITOR HELEEN
KOUDLJS introducing

the 'why' and 'what’ of
the campaign INTO THE

his edition of MTb breaks with of the driving forces behind the Into the World
tradition. Instead of highlighting a project — the campaign aimed at public support
particular field in global health as for the training programme for medical doctors in
we normally do, the Editorial Board Global Health and Tropical Medicine, an accredited
invited Heleen Koudijs (Medical programme that is endangered because of a lack of

Doctor Global Health in training) to a sustainable funding base.
be our guest editor. Heleen is one

MARCH 01 2018 MT BULLETIN OF NVTG 9
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Heleen explains:

“The Netherlands has a long history of
doctors practicing tropical medicine.
The training programme on internation-
al health and tropical medicine — going
back to the 1960s — gradually grew in
professionalism, eventually resulting

in its formal accreditation in 2012 by
the Medical Specialties Council (‘Col-
lege Geneeskundige Specialismen’).
Accreditation however has so far not
resulted in a sustainable financing base.
In 2015, the former Minister of Health,
Edith Schippers, decided not to provide
government funding. She argued that
trained doctors in global health and
tropical medicine (Medical Doctors
Global Health, AIGT in Dutch) would
not contribute to the Dutch health care
system, thus could not be funded from
the same budget as the other medical
specialisations. [See for background on
the request to the Ministry of Health
also the interview with Matthijs Botman
elsewhere in this edition of MTh.]

Some two years ago, Matthijs Botman
and Barend Gerretsen — together with
Uitgeverij Boekschap and some enthusi-
astic NVTG members — started a project
aiming to raise awareness for the work
of global health doctors, explaining to a
wider audience the profile of the Global
Health doctors and outlining their work
and contribution to the health system

in the Netherlands and in low- and
middle-income countries. The core of
this project was the publication of a book
containing the stories of twelve global
health doctors and five vision articles.

It didn’t end there. The book was just
the start of the wider social media
campaign that was carried forward by a
team consisting of global health doctors
in training and medical students. We ac-
tively started to collect stories and posted
them on the project’s website, Facebook
page, Twitter and Instagram accounts,
highlighting the broad spectrum of loca-
tions where global health doctors work
and the various dimensions of their ca-
reer. These locations included the Neth-
erlands and high-income settings as well
as places where they worked abroad.

It was not long before endorsements

10 MT BULLETIN OF NVTG 2018 MARCH 01

TRIODOS FOUNDATION

TED VAN DEN BERGH

‘The Netherlands has a
long tradition of training
‘tropical doctors’, who
have been able to widely
spread their knowledge.
There is a growing need for
these experts in the field
of international health and
tropical medicine because
of increased migration,
globalisation and exchange
between the Western world
and low- and middle-
income countries, especially
since climate change is
causing tropical diseases
to spread northwards.

We can't let this expertise
disappear because of lack
of funding. That would

be a terrible waste.’

for the work of the global health doctor
came in. In the summer of 2017, we
received support from international ex-
perts such as Professor Rose McGready
of the Shoklo Malaria Research Unit on
the Thai-Myanmar border and Mr Stuart
Ferguson, leader of the ‘Global Citizen-
ship in the Scottish NHS’ movement.

One of the highlights of the campaign
was the ‘Into the World’ public event
on the 9™ of December 2017, where
the book Into the World was presented
to an audience of over 400 stakehold-
ers, including medical practitioners,
supervisors, students, policy mak-

ers and NGO representatives.

The press was invited to attend, but
serious media attention only took off
some weeks later with the publication
of two articles in the Dutch national
newspaper ‘Trouw’. The articles
examined the role of the global health
doctor in international health and in
low- and middle-income countries, and

GLOBAL CITIZENSHIP
IN THE NHS
STUART FERGUSON

‘It is morally correct for
health workers from well-
resourced health systems
to stand together with
counterparts in low- and
middle-income settings,
who battle daunting
health challenges with
precious little resource. But
there is also a compelling
pragmatic argument. As
recent infectious disease
outbreaks have highlighted,
the health and safety of
our populations depend

- at least in part - on the
functionality of healthcare
systems far from our own.
Our health systems and
our health workers will
also gain resilience, fresh
perspectives, and new
experiences in thinking
and acting globally. We
are one global village

of interconnected and
interdependent people
who must work together
to meet the health
challenges of our time.'

their contribution to the Dutch health
care system. Other media channels
picked up this message and asked why
there was no sustainable funding for

an apparently much needed training
programme. Initially most attention

was directed towards the role of the
medical doctor global health for tropical
diseases and preventive medicine. Soon
other stakeholders, such as the hospitals
involved in training global health doc-
tors started to advocate too, highlighting
the role in curative medicine and urging
the government to provide funding.



MEDECINS DU MONDE/
DOKTERS VAN DE

WERELD
CHAIR TON TEUNISSEN

‘Médecins du Monde
advocates for continued
investment in the training
programme for Medical
Doctors Global Health (AIGT
in Dutch). The training
programme is unique and
offers doctors a solid base
and opportunity to support
other countries with their
experience and expertise.
They bring back to the
Netherlands this unique
expertise and their valuable
experience of dealing

with resource constraints.
Working in the tropics is

a unique speciality. We
should not return to the
days when doctors went
abroad out of goodwill
without a proper training.
We need to encourage
doctors to look beyond

the walls of our health

care system. It presents

us with an opportunity

to continue improving

and optimising the health
system in the Netherlands.'

In this MTb we provide a bird’s eye
view of our campaign with a wide
selection of snapshots of how inter-
national global health experts value
the training programme and of how
global health doctors themselves
value their work experience abroad
and how that relates to their current
day-to-day work in the Netherlands.

EPILOGUE: THE WAY FORWARD

The campaign has picked up pace and
continues to receive support from a vari-
ety of public, political and (global) health
stakeholders. Public awareness of global

CAPA CARE

‘The recent West-African
Ebola outbreak was an
important wake-up call,
demonstrating that failed
health care systems may
turn small epidemics

into large global threats.
In the same way as
climate change demands
international collaboration
and solutions, many health
issues demand similar
international approaches.
By spearheading
programmes where the
focus is to innovate,
transform, improve and
rationalize, often under
very challenging conditions,
the Dutch global health
doctors are an important
part of the development
of healthcare systems in
resource-poor countries,
and build invaluable
bridges to our Western
health systems.’

health doctors is greater than ever, after
several late-night talk-show appearances
and a prime-time documentary episode
of Floortje naar het einde van de Wereld,
featuring a Dutch global health doctor
in Papua New-Guinea. This media
attention finally led to questions being
asked in the Dutch Parliament and dis-
cussions are underway with the Minis-

try of Health (VWS) on funding options.

The journey that started last year is

far from over. With renewed vigour,

the NVTG, the ‘Into the World’ cam-
paign team and other stakeholders
continue to build an evidence base for
sustainable funding. You will find more
information on our website and social
media channels: www.artsinternatio-
nalegezondheidszorg.nl, and you are
most welcome to join our advocacy!”

L
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ROSE MCGREADY

‘Global health doctors have
profoundly influenced and
inspired our work. They
have a solid training in the
basics and know how to
implement these. They also
have a goal to pass on their
skills in our setting to those
who missed out on training
opportunities due to
conflict as well as a vision
to make a difference in the
corner of the world where
they work. | do not know
of a country as generous
as the Dutch in this area -
the global health doctors
are excellent ambassadors
for the Netherlands.'

MEDECINS SANS
FRONTIERES |/
DOCTORS WITHOUT
BORDERS

‘The Medical Doctors
Global Health train local
staff and transfer practical
knowledge and skills. They
have been trained to do this
in a culturally appropriate
way. Global health doctors
‘think outside the box' and
look beyond the borders
of their examination room
and [ or hospital. They

are, for example, also
advocates for equity in
access to health for all.

©

HELEEN KOUDIJS - MEDICAL DOCTOR GLOBAL HEALTH IN
TRAINING, DEPARTMENT OF OBSTETRICS AND GYNAECOLOGY,
ALBERT SCHWEITZER HOSPITAL, DORDRECHT

HMKOUDIS@GMAIL.COM
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IRENE DE VRIES

JEANETTE VAN 0S

b

TESSA THIADENS

fter working for two years as a
medical officer in Saint Francis
Hospital in Katete, Zambia,
Irene worked for a year in ob-
stetrics and gynaecology at the
OLVG West in Amsterdam. ‘After a few
months, I realised that this job was not
my primary interest - maternal health in
a low-resource setting. I knew then that
I did not want to pursue a clinical career
in the Netherlands. Recently I started
working at KIT (Royal Tropical Institute)
as advisor in sexual and reproductive
health and rights (SRHR), with an em-
phasis on maternal and newborn care.
At KIT my team supports governments
and NGOs through capacity building,
knowledge generation, and strengthen-
ing health systems in the area of SRHR.
We work together with local partners

in LMICs and - through qualitative

and quantitative research - evaluate

the efficacy of local programmes and
interventions aimed at improving care.’

12 MT BULLETIN OF NVIG 2018 MARCH 01

y work in the clinic includes
seeing patients as a general
practitioner. We also have a
small ward for short-term
admissions. Surgical and

obstetric patients are referred to the
community hospital in Monkey Bay, 25
km from our clinic. My work focuses
mainly on HIV and consultations

that I do in our HIV-clinic, where we
treat patients with anti-retrovirals and
provide long term follow-up. Addition-
ally, I supervise the other doctors and
nurses who do voluntary work in the
clinic and residents from the Irish
General Practitioner programme who
can choose to do an internship in our
clinic as part of their residency.’

JOSINE BLANKSMA

eople often ask me if [ don’t
think working in elderly
care is rather boring after
having worked for Doctors
without Borders in conflict
zones. The answer is no. Whether

it’s in South Sudan or Zoetermeer in
the Netherlands, patients consult you
with a question every day, and that’s
what you deal with. There are actu-
ally quite a lot of things comparable in
both settings. In both you deal with
vulnerable people, work rurally, and
lack specialist health care. There are
no extensive diagnostic tests available,
which requires creativity and flexibility.’

osine Blanksma recently started working as general practitioner, hav-

ing graduated from the AIGT/ MD Global Health programme in 2011.

After completing her residency programme, she joined three missions

for MSF (Médecins Sans Frontieres) in South-Sudan, India and the

DRC with a focus on care for severely malnourished children. Dur-
ing her last mission, she ran a popular blog and featured in a documentary
about everyday life as a physician for MSF in Congo. Josine did the first year of
her GP training on Texel. In the final year, she volunteered for the Boat Refu-
gee Foundation (Stichting Bootvluchteling) on Lesbos, providing care for mi-
grants. Since 2014 she has been a board member for MSF Netherlands.
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REMKO SCHATS

RINSE MEESTER

embko Schats is a general
practitioner and researcher.
He started his career as global
health doctor in 2003 and has
been on three international
missions since. In Chad he worked for
Doctors Without Borders (MSF) as the
only doctor in a camp serving 17,000
refugees from Darfur bearing both the
physical and mental scars of a prolonged
ethnic conflict. Missions for other
organisations followed. Remko worked
in Ghana in rural hospital and later
as a clinical trainer for a post-tsunami
malaria control initiative in Aceh, Indo-
nesia. He returned to the Netherlands
in 2007 and started training to become
a general practitioner. Besides his work
as GP, he has continued his efforts in
global health as board member for the
WHIG, a platform for family medicine
and international health. From 2011 to
2014, Remko also carried out malaria
vaccine research as part of his PhD pro-
gramme at the University of Leiden in
collaboration with Radboud University
Nijmegen. He performed clinical trials
immunizing and challenging healthy
volunteers with live, deadly malaria
parasites via bites of malaria mosqui-
toes. The outstanding nature of his work
was recognized at the annual conference
of The American Society of Tropical
Medicine and Hygiene in 2013, where
he won an award for clinical research. ’

inse Meester worked from
2010 to 2012 as global health
doctor in the rural North of
Congo Brazzaville. Pokola,
the little town in the jungle
where he was based, has a medical
health post offering medical facilities to
30,000 Congolese people. Rinse’s work
consisted of diagnosing and treating
(tropical) infectious diseases, super-
vising mother & child care, surgical
procedures, conducting ultrasounds,
hospital logistics, and out-of-hospital
care for HIV patients. He was involved
in local public health programmes
aiming to prevent common infectious
diseases such as malaria and HIV and
was on local television and radio to raise
awareness of these programmes. Rinse
is currently back in the Netherlands,
training to become an orthopaedic
surgeon, and is in the fifth year of his
residency. As a member of the Nether-
lands Society for International Surgery
and the ‘Gg4’-alliance, he remains com-
mitted to marginalized populations.

L

> CAMPAIGN

ERIK STAAL

L
o A

rik Staal knew he wanted

to become a global health

doctor when he saw the

father of his wife Jiska, global

health doctor and surgeon
himself, working in Sikonge, Senger-
ema in Tanzania. Erik completed his
residency programme in Kennemer
Gasthuis Haarlem and left with Jiska
for Tanzania in 1998, where he would
work for 5 years in Sengerema District
Hospital. Here he focussed on surgery,
orthopaedics and gynaecology. They
returned to the Netherlands in 2003 as
a family, and Erik started his specialty
training to become a surgeon, first in
Canisius Wilhelmina Hospital and later
in Radboud UMC. He now works in
Slingeland Hospital, Doetinchem, as
trauma surgeon with a special inter-
est in head/neck surgery. As a former
board member of the foundation behind
the training institute for global health
doctors (OIGT) and as daily supervi-
sor for the four global health residents
during their surgical training, he is still
committed to global health. Together
with colleagues from Slingeland, Erik
organizes two missions to Sengerema
Hospital each year and supports local
staff by treating and operating complex
cases such as patients with neglected
trauma, clubfoot and severe osteomy-
elitis. All participants are volunteers.

MARCH 01 2018 MT BULLETIN OF NVIG 13
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Goodwill alone is not enough

n a busy Tuesday
morning, in between
his performance

in surgery and a
multidisciplinary
team meeting, I got
a chance to talk to
Matthijs Botman,
plastic surgeon at the VU Medical Cen-
tre and global health doctor (formerly
called ‘tropical doctor’). Matthijs is the
initiator of the Into the World project,

a multimedia campaign, and the ‘face’
of the campaign to a wider audience.
Recently we saw Matthijs on Dutch
television where — sitting beside a
former politician and a famous world
traveller — he explained why the world
‘needs’ our global health doctors. The
format of these shows seldom allows for
providing a broad context to the issue
at hand, which is why it was appropri-
ate to focus on a few “burning issues”

«  Why are NVTG and the AIGT!
training institute knocking on
the doors of the Dutch Ministry
of Health for financial support
of the training programme?

«  Isthere actually a role for
the global health doctor in
the Dutch health system?

«  What are the odds for success
and what is the way forward?

But before discussing these issues, let’s
look at what inspired Matthijs to set the
campaign train in motion. What made
him spending much of his free time
on meetings preparing the publication,
planning with the campaign team,

or sitting in a make-up room for yet
another public appearance on TV.

DRIVE
It all started when he was chair of the
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NVTG working group ‘Global health
Doctors in Training’ (TROIE). Mat-
thijs was one of a cohort of medical
doctors enrolled in the AIGT training
programme for ‘tropical doctor’. The
contours of this training had remained
relatively unchanged since the early
nineties — consisting of clinical in-
ternships in gynaecology and surgery,
followed by a 3-month public health
course — although calls for a change
were already being heard. Students
and trainers saw the need to revise the
training programme within the context
of a wider development in which all
medical professions were being asked
to revise their curriculum in line with
the CanMEDSPE! competencies [see also
the article on the revised curriculum
for the training of the Doctor of Global
Health and Tropical Medicine elsewhere
in this edition]. Matthijs, at that time
hesitating between becoming a fulltime
‘tropical doctor’ or going for a career in
surgery, got involved and advocated for
a thorough revision of the curriculum
of the training programme. His argu-
ment was that the training of doctors
who dedicate part of their careers to
working in low- and middle-income
settings needed to undergo the same
quality control as any other medical
specialisation training programme in
the Netherlands - no more no less.

MINISTRY OF HEALTH: 'WE

NEED SUPPORT FOR..."

And so it happened that the curriculum
was revised and the training programme
professionalised, largely as a result of
the sustained dedication and commit-
ment of a core group of people. In 2012
the training institute was established
providing a more solid base for the train-
ing programme. However, due to chang-
es in the Dutch health care system, hos-
pitals that had offered clinical internship
places started to reconsider their offers.

For many years the existing agreements
had been silently renewed, mainly

out of goodwill. However increasingly
hospitals withdrew from the training
programme because of lacking com-
pensation for their inputs. The request
to the Ministry of Health (VWS) was
therefore quite straightforward: include
our training programme in the fund-
ing scheme for medical specialisation
training programmes, which would add
up to roughly € 140,000 per student per
year (totalling 6 to 8 million per year).
Granting this funding would end the
dependency of the training programme
on the goodwill of hospitals, invest-
ments by private donors, and students
themselves, who privately invest about

€ 7000 each in their training. Besides
financial sustainability, it would finally
be a recognition of the value of retaining
this pool of expertise — built up since
the 1960s — in the Netherlands and in
our globalised world. The Dutch govern-
ment would be putting the money in a
place dear to the hearts of many. More-
over, as Matthijs frames it, ‘Public fund-
ing for the AIGT training would be a true
commitment to quality, which in the end is
priceless. Let quality be our driving force.”

GLOBAL HEALTH DOCTORS IN

THE NETHERLANDS -

A CONTRADICTION IN ITSELF?

Two times already the Ministry of
Health has declined the request for
funding and played the ball back to
NVTG. Why should they finance a train-
ing for doctors who were believed not to
directly contribute to the Dutch health
system? That would seem a reasonable
enough argument, if indeed the global
health doctors left after their training
and never came back to work in the
Dutch health system. But Matthijs - and
many other doctors like him - prove this
argument wrong. After having worked
for some years in the Republic of Congo,



he came back to the Netherlands where
he continued his medical specialisation
and now works as a full-time plastic sur-
geon in one of our hospitals. Some 30%
of those who return from abroad follow
suit, another 30% continue as general
practitioners (GP), and another 30% find
a job working in public health settings
(for example in municipal public health
departments), as consultants in global
health, or as GH policy makers. All con-
tribute to health care and public health
in the Netherlands, with an estimated
90% of their further careers being spent
in the Netherlands and not in Africa,

as the public image would have you
believe. So the reality is quite different.

Of course, the issue remains the same.
How can the Ministry be convinced of
the added value of the global health doc-
tor in the Dutch setting? Richard Smith
[see elsewhere in this MTb edition]

does not need to think long about the
added value of GH doctors. ‘A Ministry
of Health in any high-income country

can achieve a quadruple win by investing
in a global health doctor programme like
this one.” The quadruple win he talks
about can easily be explained simply

by pointing out the areas where a GH
doctor adds his specific expertise. These
include migrant health (addressing
imported diseases like tuberculosis,
malaria, HIV, hepatitis A and B, skin

o

diseases etc.), emerging
diseases like Dengue
or Leishmaniasis (on
the rise as a result

of globalisation and
climate change), and
the emergence of exotic
diseases such as Ebola,
Marburg, MERS, Zika
etc. In many cases they
arrive here due to in-
creased global mobility.

WHAT NEXT?

The Dutch Ministry of Health is ask-
ing NVTG and the training institute
to prove the added value of this new
type of medical doctor for the Dutch
care system. This is tricky, as we have
not been systematically recording and
quantifying the added value of being

a Doctor+ (a specialist doctor with a
global health and tropical medicine view
and background). There is a need to
present more than anecdotal evidence,
preferably hard figures and facts. The
challenge is to find ways to measure
the added value of aspects such as:

+  The positive influence of the
‘GH approach’ on cost-efficient
behaviour (for example in refer-
rals in a GP practice or the use of
equipment in a hospital setting).

+  Being more responsive to the
needs of migrant populations
who have different cultural bac-
grounds (for example being able
to understand the context where
migrants are coming from).

«  The hands-on experience
that is increasingly needed
in travel medicine.

Research is slowly picking up on this.
For now, as Matthijs points out,

L
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'"WE HAVE THE REPORTS

OF 12 DOCTORS IN THE
INTO THE WORLD BOOK
AND MANY MORE STORIES,
ENDORSEMENTS BY
HOSPITAL MANAGEMENT,
MEDICAL ASSOCIATIONS,
AND THE WIDER PUBLIC
ON THE WEBSITE".

The quest for the structural embed-
ding of AIGT training programme has
also gained support from many sides

in society and medical professionals.
This will help to put the ball firmly back
into the court of the Dutch Ministry of
Health. And so the dialogue continues.

©

ESTHER JURGENS - POLICY ADVISOR NVTG AND CONSULTANT
GLOBAL HEALTH

EJURGENS.NVTG@XS4ALL.NL

REFERENCES

1. AIGT acronym for Medical Doctor Glob-
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2. CanMEDS is an educational framework that describes
the abilities physicians require to effectively meet
the health care needs of the people they serve /
http://canmeds.royalcollege.ca/en/framework
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A patient with a painful thumb

(nerve-wracking pain)

\

CASE
A 35-year old woman without
previous medical history presented
with progressive intermittent stab-
bing pain in her right thumb since
six years. The pain lasts for 10-30
seconds, several times a day, for a
few days in a row. The pain is most
intense just below the cuticle and
radiates more proximally to the arm
up to the shoulder. During an attack
there seems to be loss of strength of
the hand while sensitivity remains
normal. Attacks are provoked by
heavy work, sneezing and cold. Since
three years, there is a dark discolor-
ation of the skin on the dorsal side
of the thumb and the skin is as thick
as leather. There is a full range of
motion in all joints. No other abnor-
malities are found during physical
examination.
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SETTING

This case is from Kikori District Hospital on the southwest pen-
insula of Papua New Guinea. The hospital has 8o beds and lim-
ited diagnostic capacity. Ultrasound is available, but there are

no X-ray facilities and laboratory tests other than those used to
diagnose HIV, syphilis, tuberculosis and malaria. Due to its loca-
tion in the middle of the jungle, transport and therefore referral
is difficult and only possible for those who can afford to travel.

SPECIALIST ADVICE
Neurologists and plastic surgeons were consulted for advice on
this case, in particular on differential diagnosis and therapy.

The plastic surgeon mentioned, among other, a glomus tu-
mour or osteoid osteoma as possible causes and suggested
palpating the nail to look for discoloration and pain provoca-
tion, which is pathognomic for a glomus tumour. Furthermore,
an X-ray of the thumb was advised to rule out osteoid osteoma
although plain radiographs are not always diagnostic.

The discoloration of the skin could be due to the treat-
ment of local healers or use of creams, the result of inflam-
mation, or atrophy because of disuse of the thumb.

FOLLOW-UP

After putting pressure on the nail, a small blue discoloration was
visible and recognizable pain was provoked, compatible with a glo-
mus tumour. As treatment option of complete surgical excision was
offered. However, as the patient was afraid to undergo surgery, she
opted for a biopsy and to wait for the results. Two years later (!), the
results of the biopsy, which was sent to Australia, came back. The
pathology report stated: ‘Squamous hyperplasia in thick skin with
some underlying and intrakeratotic haemorrhage. No fungi, parasites
or neoplastic infiltrates are seen’. The intrakeratotic haemorrhage
could result from the glomus tumour. The patient then agreed to
surgical excision and is now waiting for a surgeon to visit the hospital.

BACKGROUND OF GLOMUS TUMOUR

A glomus tumour is a rare benign vascular neoplasm arising from
a glomus body, a contractile vascular structure involved in thermo-
regulation in fingers, palms and soles that is highly concentrated in
the subungual region. Hyperplasia of these vascular structures and
smooth muscle cells can lead to swelling and cause pain provoked
by pressure and histamine release in response to cold. In addition,
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Leathery, thickened skin of the thumb
below the nail with dark discoloration

non-myelinated nerve fibres penetrat-
ing the tumour are another poten-

tial source of pain. The cause of the
hyperplasia is unknown, but subungual
tumours have been associated with
neurofibromatosis and reactive hyper-
plasia may be secondary to trauma.
Middle-aged women are most at risk. 1

CLINICAL FEATURES

A glomus tumour usually presents as

a small bluish or pinkish-red, pain-

ful nodule or discoloration of the nail.
The clinical triad of severe focal pain,
pinpoint tenderness and cold hypersen-
sitivity is highly suggestive. ! Diagnosis
is made clinically with help of three
highly sensitive and useful tests. In
Love’s pin test, pressure is applied

on the tumour with a pinhead caus-
ing extreme pain. In Hildreth’s test, a
tourniquet is applied along the arm to
induce ischemia which will remove the
pain. Another test is the cold-sensitivity
test, by provoking pain when applying
ice cubes or cold water on the tumour.

Despite the classical presentation,
delay in diagnosing these tumours for
many years is common. Frequently
patients are treated for neuropathic
pain or hypersensitivity and undergo
unsuitable treatments. The differ-
ential diagnosis of solitary painful
tumour such as haemangioma, neu-
roma, leiomyoma or eccrine spirad-
enoma should be kept in mind. &

IMAGING

A plain radiograph can show corti-

cal thinning or erosive changes in the
adjacent bone in some cases. Ultraso-
nography is useful in demonstrating the

size, site and shape of the lesion but is
highly influenced by the experience of
the user and difficult in the subungual
region. An MRI is most accurate in
diagnosing patients with atypical symp-
toms and to prevent misdiagnosis.

HISTOPATHOLOGY

Histological features of glomus tu-
mours include a variable composition of
glomus cells, blood vessels, and smooth
muscle cells. There are three types: soli-
tary glomus tumours that are composed
mainly of glomus cells, glomangioma
characterized by the abundance of
vessels, and glomangiomyoma with a
predominance of smooth muscle cells. 2!

THERAPY

Complete surgical excision is a must to
achieve complete pain relief and to avoid
recurrence. This can be approached
from above after a nail extraction,

but there is a high risk of permanent
damage to the nail. Multiple modified
surgical approaches have been described
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to prevent this complication. In the
lateral approach, an incision is made
close to the edge of the nail creating a
large flap to reach the tumour avoiding
excessive retraction of the nail. This
flap is replaced after complete resection
of the tumour. Although it is a benign
tumour, it is necessary to remove it
radically to avoid recurrence. In general,
the prognosis is very good and most
solitary glomus tumours do not recur. ™
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MEDICAL JOURNAL of the DUTCH INDIES

1852-1942

few years ago about twenty
Dutch experts in tropical
medicine and medical his-
tory embarked on a project
to study the history of the medical
journal ‘Geneeskundig Tijdschrift voor
Nederlandsch-Indi&’ (GTNI: Medical
Journal for the Dutch Indies). Over a
period of go years, this journal played
a prominent role in the exchange of
medical knowledge and expertise in
what used to be called the ‘Dutch Indies’
— which later became Indonesia — with
a wide variety of articles mainly written
in the Dutch language. The project has
resulted in a book, which was published
in November 2017 by the Indonesian
Academy of Sciences (AIPI) under the
title “The Medical Journal of the Dutch
Indies 1852-1942; a platform for Medical
Research’ . The book opens GTNI to
the international research commu-
nity as it constitutes a rich source of
information around medical science
and practice in the Dutch Indies. This
paper presents an outline of the book.

GTNI was established in 1852 by Wil-
lem Bosch, the Dutch Chief of Medi-

cal Service posted in the colony, as the
official journal of the Society for the
Advancement of Medical Sciences in
the Dutch Indies, which he had founded
a year earlier in 1851. GTNI ceased to
exist in 1942 after the Japanese occupa-
tion of the Indonesian archipelago.

During GTNT’s go-year history, about
4500 articles were published, mainly in
the form of case studies. Initially, it also
contained proceedings of the Society
and annual reports of the Medical Ser-
vice. Later, annual reports and scientific
contributions were added from other
medical institutions such as the labo-
ratories in Jakarta and Medan and the
Parc Vaccinogéne in Jakarta, which later
became the Institut Pasteur in Bandung.
Before 1920 the case studies that were
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published dealt mainly with beriberi (by
Eijkman amongst others) and infec-
tious diseases, in particular cholera and
plague. With the development of medi-
cal sciences at the beginning of the 20th
century, papers from other specialties
were published, starting with anaesthe-
siology, bacteriology (showing the value
of microscopy in clinical diagnostics),
radiology and immunology. During the
1920s and 1930s, atten-

tion shifted toward non-

communicable diseases

such as cardiovascular

conditions, cancer, in-

After an introductory chapter on the
medical historiography of Dutch Indies,
the book is divided into two sections.
Part I focuses on the broader political
and organisational context of the colo-
nial government in which medical ser-
vices were provided. Part II deals with
specialties and a number of diseases.

Part I starts with a
description of the politi-
cal and socio-economic
context in the Dutch
East Indies during the

toxication, child health The period GTNI was pub-
problems .and. obstetri- Medical lished (1852-1942). It is
cr;l }clomphcatlzns. Z/{ost el o] follo}xliveg by ;11 cl:\fllagjcer

of the reporte s'tu ies The Dutch Trdiss on the .utc fedi-
were conducted in Java, cal Service, which was

especially the cities of
Jakarta and Semarang,
or in plantations in &
Sumatra where many

of the European doctors

were deployed. Indo-

nesian physicians and scientists also
authored publications (in Dutch). With
a share of 12% of the total number of
GTNI articles, their papers were pretty
similar in terms of topics and content
to those written by European authors.
It seems as if Indonesian authors also
avoided traditional medicine, such as
the use of indigenous medicinal herbs,
and phenomena such as ‘amok’, the
Malaysian and Bahasa Indonesian term
for a psychopathological disorder.

As a Eurocentric medical journal, GTNI
typically did not pay attention to the way
in which European medical doctors pic-
tured indigenous patients nor to issues
such as: tension between European and
Indonesian physicians, the health policy
of the colonial government and in par-
ticular its rather late shift towards health
care provision to the indigenous popula-
tion, or the socio-medical conditions of
plantation labourers and their families.

18521942

divided into the Military

Medical Service and the

Civil Medical Service,

which provided health

care to the military

and civilian population
respectively. For a long time the colonial
medical administration was predomi-
nantly focused on the former group with
little or no concern for the indigenous
population. Chapter 3 describes the
emergence of the hospital system, which
distinguished general hospitals from
specialized hospitals. At the beginning
of the 20th century, the colonial govern-
ment started to allow the establishment
of church-related mission hospitals
which provided care to indigenous popu-
lations. Chapter 4 provides insight into
the contributions of missionary doctors
and nurses to the training of indigenous
medical personnel and the development
of the so called Yogya system, which
involved the establishment of peripheral
clinics around a central hospital to pro-
vide medical care to local communities.
Another chapter gives a brief impression
of how the colonial army was involved
in armed conflicts in Sumatra. This
includes the Aceh war, the infamous



armed conflict between the Sultanate of
Aceh and the Kingdom of the Nether-
lands, which started in 1873 and lasted
nearly 30 years. Gradually the colonial
government created more opportunities
for Indonesians to train as physicians
and their numbers started increasing.
This also explains the increase in local
authorship of GTNI publications in the
1920s and onwards, which is described
in the final chapter of Part I of the book.

Part II of the book describes the
emergence of several medical special-
ties covering the following topics:

« cholera control in Jakarta;

« the debate on the nature of lep-
rosy during the period 1865-1897;

« hernia treatment;

« trachoma and the struggle
against blindness;

« the treatment of yaws
and syphilis;

« plastic surgery;

« the rapid development of
general pathology;

« general paralysis of the in-
sane and treatment by induced
malaria (dementia paralytica);

« the development of neurology;

+ establishment of the cause
of beriberi, which led to the
granting of the Nobel Prize to
Christiaan Eijkman in 1929;

« psychiatry and the care of
people with mental illness;

« the development of
forensic toxicology;

« the early phase of physical
anthropology;

« growth and mortality of indige-
nous, Chinese and (Indo)Europe-
an infants, toddlers and children;

+ the hookworm controversy;

« first phase of modern malaria
research (1880-1918) and Robert
Koch'’s visit to the colony;

+ developments in anaesthesia.

Unfortunately, the book does not cover
developments in orthopaedics, urol-
ogy, or obstetrics and gynaecology. The
latter subject will, however, be covered
in a Bahasa Indonesian version of the
book which is due to appear soon.

The book has the potential to stimulate

further historical studies of medicine,
both in Indonesia and the Nether-
lands. In Indonesia the book may
trigger further studies of how medical
infrastructure was rehabilitated and
expanded during the post-colonial
period. Unlike the UK and Germany,
the Netherlands has a weak record in
medical history of its former colonies
&l This book may stimulate more
comprehensive historical research
and may encourage further collabora-
tion between Indonesian and Dutch
researchers in the history of medicine.

The book will be presented on two
occasions - on 18 May 2018 during
a symposium in the congress centre
Kumpulan, Bronbeek in Arnhem,
the Netherlands, and on 27 June
2018 at the Congress of the Asian
Society for the History of Medicine
in Jakarta (www.ihp.sinica.edu.tw).

Price of the book: € 20.00. It can be
ordered by transferring € 20.00 +
postal charges (€ 6.95 in the Nether-
lands) to bank account NL17 RABO
0139001816 of Vereniging KITLV.
Don’t forget to mention the title of the
book and your name and address.

Digital versions of GTNI are tempo-
rarily available at http://metadatacon-
version.nl/GTNI. They will become
accessible via the renewed NVTG
website later this year, along with
digital versions of the Tropical and
Geographical Medicine journal (TGM).
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