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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.

'Mowat AG, Nichols PJR, Hollings EM, Haworth RJ, Aitken LC. A
comparison of follow-up regimes in rheumatoid arthritis. Ann Rheum Dis
1980;39:12-7.

2 Mathews JA. Physical treatment of rheumatoid arthritis. In: Scott JT, ed.
Copeman's textbook of the rheumatic diseases. 5th ed. Edinburgh:
Churchill Livingstone, 1978:447-58.

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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to plan for the future, and frustration of drives.' Common
reactions to such stress include depression, anxiety, and irrita-
bility. When Abram2 studied patients' adjustment to life during
treatment by maintenance haemodialysis, he found a high
incidence of depression during convalescence and when the
patient began to face reality. Levy and Wynbrandt3 tried to
assess the quality of life in 18 patients having maintenance
haemodialysis. Several of them reported a drop in their
income and a deterioration in family life as a result of this
treatment, together with diminished frequency of sexual
activity. Women appeared to adjust more successfully than
men, few of whom could return to full employment. Both
Abram2 and Kaplan De Nourl believe that psychotherapy
has a place in the management of such patients.

Renal transplantation is usually regarded as less stressful
than maintenance haemodialysis because there should be less
dependency on machines and on nursing, technical, and
medical staff and the family. Nevertheless, patients who have
had transplants have to cope with changes in body image due
to steroid treatment and the risks and implications of graft
rejection.4 Many of them, also, still have varying degrees of
chronic renal failure and associated complications such as
hypertension requiring continuous drug treatment.

Posnanski et a15 examined the quality of life in 18 children
and adolescents after renal transplantation. They compared
nine patients with good renal function on low doses of steroids
with nine who were undergoing intermittent short-term or
long-term rejection and were receiving high doses of steroids.
Not surprisingly, those with a good functioning renal
transplant fared very much better; seven of the nine were at
school or work full time. Of those with impairment of renal
function, only three were working full time. These latter
patients were particularly concerned about change in their
body image, especially their facial appearance, increasing
weight, and reduced height, especially the adolescents. Only
one of the nine was not depressed.
More recently Kaplan De Nour and Shanan6 compared the

quality of life in 20 patients having dialysis and in 11 patients
with transplants. Vocational rehabilitation was only slightly
better in the transplanted patients with no differences in the
social activities of the two groups. Nevertheless, two-thirds
of the transplanted patients but only one-third of those on
dialysis were free of psychiatric complications such as anxiety,
depression, suicidal tendencies, or psychotic symptoms.
Kaplan De Nour and Shanan6 suggest that the steroid
treatment received by patients who have had transplants is
responsible for their greater sense of wellbeing-despite the
fact that in terms of vocational rehabilitation and social
activities they do no better than the patients having dialysis.
The dose of steroids being taken by their patients was not
stated. The final word on this might perhaps be left to the
patients: apparently none of those with transplants wished to
return to dialysis but half of those having dialysis requested
transplantation.
Have recent technical changes in dialysis and transplantation

improved the quality of life for such patients ? Probably yes.
The tendency to dialyse for shorter periods, the reuse of
artificial dialysers, and the increasing use of disposable
dialysers have all helped to reduce the burdens associated
with maintenance haemodialysis. In renal transplantation the
tendency to use smaller doses of steroids than previously
should reduce problems due to their side effects. Finally, if
the problems of peritoneal infection can be solved then

continuous ambulatory peritoneal dialysis may find an
important place in the management of some patients.
1 De Nour AK. Psychotherapy with patients on chronic haemodialysis.

Br J Psychiatry 1970;1 16:207-15.
2 Abram HS. The psychiatrist, the treatment of chronic renal failure and

the prolongation of life: II. Am J Psychiatry 1969;126:157-67.
3 Levy NB, Wynbrandt GD. The quality of life on maintenance haemo-

dialysis. Lancet 1975;i:1328-30.
I Abram HS. The psychiatrist, the treatment of chronic renal failure and

the prolongation of life: III. Am J Psychiatry 1972;128:1534-9.
5 Posnanski EO, Miller E, Salguero C, Kelsh RC. Quality of life for long-

term survivors of end-stage renal disease. JAMA 1978;239:2343-7.
6 De Nour AK, Shanan J. Quality of life of dialysis and transplanted

patients. Nephron 1980;25:117-20.

Microwaves: a paper tiger
In the developing years of our manufacturing economy
environmental and occupational hazards were largely ignored.
Nevertheless, once Simon' and his contemporaries had pro-
duced the evidence that pollution of the environment caused
diseases, control measures were introduced--often as a result
of public pressure. The notable exception was atmospheric
pollution. It took over 100 years of epidemiological effort and
the great London smog of December 1952 to get an effective
Clean Air Act on the Statute Book.
Nowadays, the pendulum seems to have swung too far in

the other direction. Many technical developments are criticised
on lhealth grounds on mere suspicion with no hard evidence to
support the condemnation. A recent example has been the
scare raised about microwaves. These are non-ionising electro-
magnetic radiations in the frequency range of 30-300 000
megahertz (MHz). Microwave radiation is emitted from
electronic devices, including diathermy units, heating devices,
television receivers, communication radar units, and some
domestic ovens. Such waves generate heat at points close to the
sources and so can cause thermal damage. Nevertheless, recent
reports have alleged other effects from low intensities of
microwave radiation, including changes in the cardiovascular
and peripheral nervous systems. Some genetic effects have also
been claimed, and these have been highlighted by newspapers
and broadcasting services.
What is the reality ? At a recent symposium at the New York

Academy of Medicine,2 Eisenbud assessed our state of
knowledge on damage from microwave radiation and showed
that after 40 years' experience of their use there is no evidence
of damage to man. The only possible exception is cataracts,
which may have been caused in workers using microwaves in
industry. Clearly, however, surveillance should continue,
including detailed epidemiological investigations.
Microwave radiation seems to have provoked some com-

munity groups into unreasonable responses, based on emotion
and inconclusive biological research rather than scientific
evidence. Public watchdogs have become part of our society,
but their barking is constructive and beneficial only when
supported by reliable evidence. At present, the evidence on
microwave devices is that-if properly used-they are safe.
1 Simon J. Public health reports. Vols I, II. London: Churchill, 1887.
2 Eisenbud M. An overview. Bull NY Acad Med 1979;55:1274-8.
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