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There is general agreement that there is something seriously
wrong with medical education in Britain.' Anyone who has
taught medical students must have been struck by the con-
trast between the intellectual vigour and curiosity of the
pre-clinical years with the weary mental constipation of the
clinical period. The final year students seem to develop a
'push-button' system of diagnosis; by this I mean a tendency
to plump for a diagnosis with the most convenient label,
rather than trying to work out the cause of the symptoms in
terms of disordered anatomy, physiology or psychology.
That the curriculum is overloaded has been recognized by
the General Medical Council (GMC) since the end of the
nineteenth century. In 1980 the GMC made recommenda-
tions for the reform of the medical course and in 1991 it
issued a discussion document expressing disappointment that
the medical schools had failed to act upon these suggestions.

An important cause of the failure to progress has been the
triple responsibility for medical teaching in Britain. The
GMC has a statutory responsibility for the content of the
course, but little power to enforce its regulations. The
medical schools are administering the day-to-day organiza-
tion, and funding comes partly from the Department of
Education and Science through the University Funding
Council, and partly through a special National Health
Service (NHS) allocation called 'Service Increment for
Teaching and Research' (SIFTR).

Though the increasingly poor prospects for jobs for
university graduates may redress the balance, a career in
medicine is no longer a popular choice. There are now only
two applicants for each place in British medical schools and
the University Central Council for Admissions (UCCA) has
confirmed that fewer people are applying to study medicine
despite a large increase in applicants for tertiary education
as a whole. What, then, has gone wrong? A recent BBC tele-
vision series 'Doctors to be' followed a group of medical
students through their course at St. Mary's Hospital in
London. Many of the students expressed disenchantment
with the training and some regretted their decision to study
medicine. Perhaps the most illuminating of the series showed
the interviews of applicants for the medical school. Not only
was the interviewing technique inept, but the staff seemed to
be working on the assumption that all the students would end
up in clinical medicine, with direct patient contact. There was
no appreciation that some students had no particular desire
for clinical practice, but would be happy in an academic
setting or in a laboratory. It is quite astonishing that up
till 1984 (according to the programme) anyone whose father
or mother was at St. Mary's was automatically given an
interview.

It is to be hoped that a 'core curriculum' for an integrated
course can be worked out, involving early clinical contact,
problem-based learning and a proper appreciation of the
scientific method.

In a recent study in East London the chewing of betel-nut has
been found to be a possible trigger for asthmatic attacks."
Two Bangladeshi patients were admitted to hospital with an
acute attack of asthma shortly after chewing betel-nut. In a
double blind trial, six out of seven asthmatic patients showed
bronchoconstriction after inhalation of arecoline, an
alkaloid which is the main pharmacologically active con-
stituent of the nut. Of four Bangladeshi asthmatics who were
regular users of betel-nut one showed a 30% reduction in
FEY after chewing betel-nut. Betel is of course chewed for
the mild euphoric effect derived from the arecoline which is
a cholinergic agent with a bronchoconstrictor action like
that of methacholine on the guinea pig trachea and has
similar but less marked effect on the human bronchial pre-
paration. Asthma is very common in Britain in patients of
Asian origin, but in the majority of such patients the asthma
seems to begin in childhood, making betel-nut an unlikely
primary cause of the asthma.

The confusion and controversy over the use of clenbuterol in
the recent Olympics has raised the question whether this
sympathomimetic bronchodilator affects muscle mass and
function.' As it happens, clenbuterol has been extensively
studied in laboratory and farm animals, because of its poten-
tial use in the enhancement of growth in cattle, sheep, pigs
and poultry (in fact public opinion is so much against the use
of 'hormones' in farm animals that clenbuterol is not being
used for this purpose). Clenbuterol causes a rapid growth
response in muscle, which is a true hypertrophy, a shift
towards Type II fibres and an increase in the glycogenolytic
capacity of muscle. These changes result in an increase in the
force of contraction and a reduction in the relaxation time.
Clenbuterol has a marked effect in ameliorating the atrophy
after nerve section and a similar effect on the muscle wasting
in cachexia, sepsis and after disuse. The potential clinical
value of this drug is therefore considerable, and it would be a
pity if its use in medicine should be discredited because of a
few scandals associated with its use by foolish athletes.

The Independent has been carrying a lively correspondence
on the subject of sex education for small children. One
mother described taking her eight-year-old daughter to a
church wedding. When the couple were exchanging rings her
daughter said in a loud voice, 'Mummy, is he going to put his
pollen on her now?'
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