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impact of seeing all those patients who are potentially treatable,
but things may change. Selection policies will be scrutinised
more closely in the future by an increasingly aware public who
may demand that the door of our exclusive units is opened
wider.

Blind diabetics may be treated by continuous ambulatory
peritoneal dialysis (p 1 177), but unfortunately the staff with the
necessary skills are already fully stretched. There is going to be
a heavy demand for more facilities, starting with the establish-
ment of more specialist posts in nephrology to double the
number of dialysis and transplant centres in Britain. Professor
J S Cameron has estimated that it will cost a further [50
million a year to treat those 2000 people who are at present
discarded annually. This is less than we now spend each month
on fewer people in the Falkland Islands.'2

Clearly resources available for health care are finite, and
renal physicians and transplant surgeons know (from experi-
ence at regional and district levels) that competing demands are
virtually infinite. They have thus been constrained to increase
to the utmost the cost effectiveness of treatment for end stage
renal failure. The inception of the services for renal failure in
Britain 10 years ago required earmarked central funding. What
hope is there that this might be repeated in the present econo-
mic climate ? Many are gloomy, but it was encouraging that
Lord Glenarthur, at the start of his tenure of office as Joint
Parliamentary Under Secretary of State at the Department of
Health and Social Security, opened the recent congress of the
European Dialysis and Transplant Association by referring to
the pooled information provided by the association as "an
incentive to those countries that lag behind others in the various
aspects of service provision," and concluded, "because there
is an unmet need, there is a duty on us to increase the quantity
of provision." Despite the fact that the congress was an
occasion for the expression of aspirations rather than policy,
and that Lord Glenarthur's speech included an inevitable
caveat about constraints on resources, we hope that new
administrative routes will be found to translate central
initiative and political goodwill into improved regional
services for patients with end stage renal failure.
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The consultant
rheumatologist and
postgraduate education

Rheumatic diseases form one of the greatest burdens of
morbidity in the community,' 2 accounting for nearly a quarter
of all general practitioner consultations and a 10th of all new
diseases seen in general practice.3' After fractures and
neoplasms they are the third most common cause of referral to
hospital outpatient departments. In one teaching hospital they
accounted for one in three of all general medical follow up
visits and one in four of all new patients in the general medical
clinic.

If more of these patients could be managed in general
practice the burden would be lessened for hospital staffs; while
many patients would be pleased not to have to attend the
hospital.5 The way forward may lie in improved under-
graduate education in rheumatolcgy-an excellent model for
the teaching objectives of enhanced knowledge, improved
attitudes, and better skills.6 Most doctors acknowledge these
needs7 but there are limits to what can be taught in an over-
crowded curriculum.

It might be argued that the purpose of undergraduate
education is to produce a healthy stem cell which can differ-
entiate later. Unfortunately the differentiation seldom occurs
along the line of rheumatology. A survey of 600 medical
practitioners showed that it ranked 18th in the order of medical
specialties in which postgraduate instruction had been
received, only 19''. having attended such a course.7 Moreover,
at such courses the content often bears little relation to the
problems encountered in general practice.' In a survey of 186
general practitioners, M Thompson (personal communication,
1983) found that the conditions on which they most wanted
teaching were backache, clinical topics, and drug treatment.
Those in which instruction was least wanted were medical
social work, manipulation, and surgery. He also found that
general practitioners wanted instruction from the local
consultant rather than from visiting consultants, fellow general
practitioners, or paramedical staff.
How, then, should such instruction be given? The matter

was discussed in detail at a recent symposium organised by the
Arthritis and Rheumatism Council under the chairmanship of
Professors G Nuki and T Maini. Badley and Wood had
surveyed the postgraduate teaching practices of consultant
rheumatologists in Britain, finding that the lecture was used
most often-and least appreciated by the audiences. Other
methods have been explored. The Royal College of General
Practitioners has set up experimental courses designed to meet
the needs identified from analysis of general practitioner
referrals to hospital. Possible deficiencies of care were com-
pared with the treatments given by general practitioners with
rheumatic experience." Courses of this kind can halve referrals
to hospital and increase the range of treatments given in
general practice.'
R Grahame has developed an educational package made

up of a course on the precise diagnosis of common soft tissue
lesions, including demonstrations of examination and in-
struction in techniques for injecting steroids, the use and abuse
of antirheumatic drugs, and the best use of physiotherapy and
occupational therapy in rheumatic disorders. Instruction was
given at general practitioner surgeries, and the preliminary
results are encouraging. Working in a district general hospital,
D I Haslock emphasised education in the proper use of
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antirheumatic drugs, shared care, and the proper selection of
patients for surgery, as well as examination and the optimal use
of remedial therapists.

Ideally rheumatology would be included in vocational
training programmes. Three months would be long enough
for trainees to learn the examination of the locomotor system
and differential diagnosis, the management of rheumatic
conditions, and the value of remedial services and intra-
articular injection techniques. Emphasis should be given to
services in the community-trainees should, for instance, visit
an aids centre. In practice, however, in the Greater London
regions there are only nine senior house officer posts in
rheumatology or orthopaedics out of 272 posts offered in the
specialties.i
At the University of Dundee Dunn and Wilkinson"1 have

devised a distance learning programme in rheumatology which
is convenient, relevant, individual, and systematic. It allows
the individual to learn as much or as little as he wishes with
possibilities for self assessment and feedback. They argued that
since less than one fifth of general practitioners attend existing
courses in continuing education an alternative was required.
Nearly 4000 doctors have been enrolled in the course, which
seems to fill a real need. Pharmaceutical companies are helping
in the pioneering of this and other schemes using micro-
computers. In a country committed to a mixed economy this is
a welcome contribution from the drug industry. The con-
sultant's letter and discharge summary will remain a major
teaching vehicle, and audit of these would be beneficial, as
would the audit of general practitioner referral letters. It was
encouraging to learn from Professor Michael Drury at the
Arthritis and Rheumatism Council symposium that general
practitioners who suffer from lack of peer review are moving
toward an audit of their handling of certain patients (for
example, those with backache), at least in group practices. The
Royal College of General Practitioners is willing to look at new
educational initiatives in rheumatological training for general
practice.

Future improvements in education should include ap-
prenticeship schemes, small group teaching, and discussion
between consultants and general practitioners over shared
topics which should contribute to the development of skills in
problem solving, injection techniques, application of remedial
treatments, and use of rheumatological consultants. Consult-
ants are still likely to be invited to give traditional formal
lectures to general practitioners at postgraduate centres, or
more popularly at hotel meetings sponsored by a pharma-
ceutical company. They would do well to consider whether to
suggest to the organisers a change of presentation to one of the
more effective teaching formats with participation by the
audience.
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Drugs or oxygen for hypoxic
cor pulmonale?
Cor pulmonale-chronic respiratory failure associated with
recurrent exacerbations of oedema in patients with chronic
obstructive airways disease-has a poor prognosis.1 2 The
results of two recent studies3 4 suggest that long term domi-
ciliary oxygen improves the prognosis by increasing the con-
centration of arterial oxygen for substantial parts of the day.
Oxygen exerts its effect by improving tissue oxygenation and
reducing the rise of pulmonary artery pressure.3 Studies in
animals5 and observations in man have shown that chronic
hypoxaemia causes an increase in the thickness of the right
ventricular muscle and of the walls of small pulmonary vessels,
an increase in pulmonary vascular resistance, and pulmonary
hypertension.

Cor pulmonale has long been considered to be a form of
congestive heart failure associated with progressive pulmon-
ary hypertension. Nevertheless, studies of right heart function
have given conflicting results and some have failed to show
right heart failure even in the presence of gross peripheral
oedema. Furthermore, cardiac output tends to remain normal
or even slightly raised at rest and responds normally to what
little exercise the respiratory system will permit until shortly
before death.6 The pulmonary artery pressure does, however,
correlate with outcome, the rise in pressure being associated
with diminishing survival,7 but this association is not necess-
arily causal. The effects ofchronic hypoxaemia and hypercapnia
on the renin angiotensin system and on antidiuretic hormone
are being studied in an attempt to discover alternative ex-
planations for the oedema. In acute episodes of respiratory
failure renal blood flow falls despite a normal cardiac output
and plasma renin activity and aldosterone concentrations
rise,8 9 findings which support an alternative effect of the
alteration in blood gas concentration.
There are therefore two approaches to treatment: oxygen to

relieve hypoxaemia and to reverse pulmonary arteriolar vaso-
constriction, and pulmonary hypotensive agents which act
directly to reduce pulmonary hypertension and right ventricu-
lar afterload. Domiciliary oxygen is increasingly accessible
with the introduction of the oxygen concentrator, a machine
which converts environmental air into a stream of 900," oxygen.
It is simple to use but the patient must take oxygen for at
least 15 hours a day and the equipment requires careful
maintenance.10 Patients with severe respiratory failure
(Pao2< 6-0 kPa; <45 mm Hg) are least likely to benefit from
this form of treatment.

Almitrine is a new drug from France which offers an exciting
new therapeutic approach, although it has not yet been fully
evaluated. It improves Pao2 and Paco2,1 and may reduce the
need for domiciliary oxygen in the early stages of disease and
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