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in improperly maintained apparatus, especially in the nebu-
lising chamber. In Britain vaporisers are not yet in widespread
use, in the home, without medical and nursing supervision;
nor is the "inhalation therapist" a distinct entity as in North
America. This recent report points out that there might be
hazards from any trend in that direction.
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Eyes, Joints, and Intestines
Inflammatory lesions ofthe eye occur in a number ofrheumatic
conditions, of which the best known are Still's disease,
ankylosing spondylitis, and Reiter's syndrome. The most
common is anterior uveitis, but conjunctivitis, keratitis, and
episcleritis may also be found, especially in Reiter's syndrome
and rheumatoid arthritis. In addition there may be a posterior
uveitis, particularly with the collagen diseases-though it is
doubtful whether division of uveitis into two types is either
desirable or possible: sarcoidosis for example commonly
causes iridocyclitis but retinal lesions are being recognized
with increasing frequency.

Ulcerative colitis may also be accompanied by anterior
uveitis, the incidence in two large series1 2being 2% and 3-6%
compared with 0.1% in the general population. An association
with regional enteritis is less well known, but a recent survey
of 322 patients in Leeds3 showed 21 (6.3%) to have eye
complaints, of which anterior uveitis in 8 (2.4%) was the
commonest; among others were episcleritis, keratitis,
conjunctivitis, and macular haemorrhage. Patients with
continuous bowel disease were 20 times and those with
intermittent symptoms 10 times as likely to develop eye trouble
as those in remission, but the site and extent of the bowel
lesion did not play any part. The eye lesions rapidly resolved
in 2 patients once their enteritis was brought under control
with medical treatment; the other 19 patients were treated
surgically, but in 5 this did not prevent further eye trouble.
An association between chronic inflammatory bowel

disease and arthropathy, particularly ankylosing spondylitis, is
well recognized-it occurs in approximately 6% of patients4-
and there is a close correlation between arthropathy and anterior
uveitis in these circumstances. In one series of 144 patients
with ulcerative colitis,' 13 ofthe 25 with ankylosing spondylitis
also had uveitis, and nearly half the Leeds patients with eye
disease had some form ofarthropathy, though the nature ofthe
joint disease was not specified. Moreover, other "systemic"
complications such as iron deficiency anaemia and skin and
mouth lesions were common in the latter group.

It is difficult to explain the occurrence of uveitis or indeed
any other systemic manifestations in chronic inflammatory
bowel disease; Wright et al.1 suggested that they might result
from release ofbacterial antigens from the damaged bowel. The
known association with arthropathy and the occurrence of
uveitis in rheumatic syndromes and sarcoidosis have prompted
the search for a common link. It is known that the majority
ofpatients with ankylosing spondylitis possess the histocompat-
ibility antigen, HL-A 27 (W27), and the same antigen is
frequently present in Reiter's syndrome and in patients who
develop arthropathy after gonococcal, dysenteric, and yersinia
infections.5 So far no convincing relationship between HL-A

27 and either ulcerative colitis or Crohn's disease alone has
been established, but 13 out of 18 patients with ulcerative
colitis and ankylosing spondylitis4 were positive for HL-A 27.
In contrast, however, only 3 of 21 patients with sacroileitis or
ankylosing spondylitis accompanying regional enteritis were
positive,6 though this figure may be falsely low because of
inclusion of "possible" cases, and other series should be
tested. In another study of 100 patients with anterior uveitis no
fewer than 27 out of 30 patients with associated rheumatic
syndromes7 were positive for HL-A 27, while of the other 70
patients in whom there were no associated disorders only 27
were positive. Ten of the latter were among the 13 women in
the series who were under 35, so perhaps this variety of uveitis
is the female counterpart of Reiter's syndrome.

Clearly there is a complex relationship between chronic
inflammatory bowel disease, arthropathy, and uveitis. There is
a need for further studies ofpatients showing various combina-
tions of these features, with particular emphasis on accurate
identification of the lesion and its site.
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Plastic Patients
Clinical teachers who want to demonstrate physical signs have
to limit their choice of subjects to the patients currendy
available. This creates problems with signs that are either
transient or relatively uncommon or that are associated with
diseases which do not require admission to hospital. As a
substitute for the real thing dermatologists and ophthal-
mologists can use photographs. Cardiologists have used
gramophone records or tapes, and more recently a phono-
cardiosimulator has been developed to introduce students to
what for many are the mysteries of cardiac auscultation.'
It is a logical extension of such ideas that fundus photographs
could be viewed through an aperture in a model eye2 and
that cardiac noises could be heard by applying a stethoscope to
an artificial chest. Recently a female pelvis has been constructed
to allow students to practise vaginal examination.
The most exotic developments to date are computer-

controlled manikins which allow simulation of much more
complicated pathophysiological states. These give the results
of appropriate laboratory investigations as well as permitting
direct examination for the detection of physical signs.
Denson and Abrahamson3 introduced "Sim 1" for use in the
teaching of anaesthetics, and more recently Gordon4 has
described an animated manikin which will simulate about 50
cardiovascular diseases. Its computer will provide an account
of the clinical history as well as electrocardiographic, radio-
logical, and haemodynamic information; data from physical
examination may be gained by exam iing the model. The
student can assess the general appearance of the model
(pallor, cyanosis), arterial and venous pulsation, the cardiac
impulse, auscultatory signs, the blood pressure, and fundal
appearances.
Gordon points out that his model has many advantages-

unlike real patients the manikin is never tired, worried, or
abused, and instructive "patients" can be summoned at the
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