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gastric ulcer.2' Prostaglandins could act through a protective
effect on mucosal cells as well as by inhibiting acid secretion.
The tricyclic antidepressant trimipramine has been found

effective in Norway in both duodenal22 and gastric ulcer,23 and
in combination with antacids was almost as effective as cimeti-
dine.24 If these beneficial effects are confirmed in further trials
we shall need to establish whether they are due to the drug's
relatively weak antisecretory action, to a sedative effect, or
even to an effect on H2-receptors in the brain.25 Another
tricyclic, butriptyline, however, taken at night with antacids by
day, failed to increase the rate of healing of duodenal or gastric
ulcers when compared with antacids alone.26
The results of using pepsin antagonists have been uniformly

disappointing. Amylopectin showed no significant benefit in
patients with duodenal ulcer,27 28 and sucralfate showed none
in those with gastric ulcer.29 Even pepstatin, the most potent
in-vitro and in-vivo pepsin antagonist, was ineffective in a
formal controlled trial in healing duodenal ulcer30 and in pre-
venting recurrent bleeding in patients admitted with haemat-
emesis and melaena.31

Doctors are often sceptical of the suggestion that they
themselves-or what they do-are a powerful form of treat-
ment, independent ofthe pharmacological activity ofthe drugs
they prescribe. We now have evidence for the first time that a
placebo treatment for duodenal ulcer, intramuscular in-
jections of saline, has significantly reduced the number of days
of pain compared with no treatment at all.32
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Health services in higher
education
All the universities in Britain and 18 of the polytechnics
have established health services; but their nature depends
both on the academic authorities and on local attitudes,
especially among general practitioners and family practitioner
committees. As a result of this diversity of opinion four main
patterns have emerged, though no university or its health
service is identical with any other.

Firstly, the service may be fully comprehensive, with an
open or restricted National Health Service list that includes
students, staff, and families; an "occupational" and "in-
dustrial" health service; and visiting consultants, an inpatient
unit, dental department, research, and training. Services of this
kind are financed by the university, which receives the doctors'
and dentists' earnings from the National Health Service and
other sources. Some universities operate an insurance scheme
for students and staff to partially cover those aspects of the
service that are outside the National Health Service. A
restricted list produces less money for the university.
A second pattern is based on an NHS general practitioner

service housed in university property and attracting-payment
for ancillary staff. This type of service cares for staff and
students and provides most of the facilities mentioned above,
but is less costly to the university funds. As the doctors are
independent contractors they are less subject to university
control.

Thirdly, some universities retain the services of local general
practitioners on a part-time basis. The university provides
accommodation or retainer fees or both for the doctors, who
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depend mainly on payments from the National Health Service
for their income. This type operates in some universities, in
the Oxford and Cambridge colleges, and in some polytechnics;
the services provided vary considerably in quality and scope.

Finally, the university may simply arrange for an advisory
service without any National Health Service list. The physi-
cians are university employees and may cover similar ground
to the fully comprehensive service; but the absence of primary
care is a serious defect and makes such schemes expensive for
the university since little money accrues from outside sources.
The Royal College of Physicians of London' has recently

argued strongly in favour of comprehensive health services in
all institutions of higher education. The report recommends
one physician for 1500 students, owing to the many commit-
ments beyond primary care. Students need to be given com-
plete freedom of choice whether or not to register with the
university health service, but in practice over 9000 do register.
All consultations must be in strict medical confidence with no
information passed to university authorities without the
permission of the patient. Any research must cause no harm to
the individual and must be of potential benefit to the individual
and the community. Every consultation should have a teaching
element in it so that the patient learns how to handle problems
without resorting to medical help.
A properly organised university health service will give

students prompt help with all their serious physical, psychia-
tric, personality, and sexual problems. As yet, however, there
is no evidence that the university's primary activities-teaching
and research-function more efficiently as a result, nor is
there any evidence that students at universities with compre-
hensive health services have lower failure rates than at univer-
sities with less elaborate services. Individual cases can be cited,
however, of students who would have failed, or had to repeat a
year, without help; and some students with severe physical
handicaps or serious medical, surgical, and psychological
abnormalities survive in the university only with help from
the health centre. Calculations suggest that the university
health service needs to save only 20 students from repeating a
year or failing completely to justify its costs.

Royal College of Physicians of London. Report of College Committee on
Health Services in Higher Education. London: Royal College of Physi-
cians, 1979.

Following up patients with
rheumatoid arthritis
The clinician's impression is that the true prevalence of
rheumatoid arthritis is rather less than the epidemiologists'
estimate of 1-2%. Nevertheless, every district general hospital
has to face a substantial problem in caring for a sizable number
of patients with a chronic disease. Moreover, rheumatoid
arthritis differs from the other major chronic diseases in
several important ways. Firstly, there is no agreed monitoring
test like measuring blood pressure or blood sugar; secondly,
the disease rampages through the locomotor system, presenting
at any one time a mixture of early and late (or intermediate)
lesions, as well as extra-articular problems of remarkable
variety; thirdly, doctors do not agree about schemes or even
philosophies of treatment. Clinical assessment may therefore
take a long time, either at first consultation or later; and
physicians seeing such patients must often regret how little

time they give to people with highly complex problems who
may have struggled miles to the outpatient clinic.
One solution is for the hospital to refer patients back to the

general practitioner with a contingency plan. Most physicians
believe that this is inadequate-nor is it popular with the
general practitioners, because their experience of the disease
is usually small. Alternatively, assessment could no doubt be
streamlined further; while another approach to the problem
demands simply more rheumatologists.
A study by Mowat et all has posed a different solution. They

compared three follow-up regimens after a spell of inpatient
treatment: hospital outpatient visits, referral to the general
practitioner, and home visiting by an occupational therapist.
No important differences were found in the three groups
except that, for reasons that are not clear, patients preferred
continuing contact with hospital. Coming from a specialist
unit, these findings may disconcert rheumatologists, since they
suggest at first sight that it does not much matter what is done
or who does it-and could be interpreted as supporting the
therapeutic nihilists, who hold that no treatment for rheuma-
toid arthritis modifies the course of the disease.

Further study of the report raises two questions. Did Mowat
et all so modify the disease by inpatient treatment that
subsequent progress became stable and highly predictable?
This is unlikely; the value of rest is much debated2 but is not
nowadays ranked very high. Much more important, patients
on "treatment with special drugs" were excluded, and if this
means such drugs as gold then the results of the full range of
treatments were not analysed. Someone who knows how to
select patients for such treatment and monitor it accurately
must see the patients; surely this must be the hospital doctor.

Nevertheless, in the present state of uncertainty about the
right way to treat rheumatoid arthritis studies of this kind are
valuable. A recent trend has been for more staff from other
health professions (nurses, physiotherapists, occupational
therapists) to be attached to specialist clinics to carry out
clinical measurements (often in drug trials), when they may be
called "clinical metrologists." These workers gain good
insight into the overall progress of the patients; and we should
give more attention to the idea that "controlled" patients
could be watched and helped by non-medical staff. Clinic
time could thus be freed for the more difficult problems.
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Quality of life in renal
failure
The results of maintenance haemodialysis and renal trans-
plantation are now well established in terms of survival of
grafts and patients. A much more nebulous topic is the
quality of life attained.
These two treatments cause psychological stress both to

the patients and to medical and nursing staff. In maintenance
haemodialysis the sources of stress for the patient include
dependency on machines and medical staff, restrictions and
complications of arteriovenous shunts and fistulas, inability
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