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non-smokers, and smoking probably has an additive rather
than synergistic effect. Lymphoid- infiltration of the mucus
glands of the airways and the salivary and lachrymal glands
may lead to the triad ofdry cough, dry eyes, and dry mouth in
Sjogren's syndrome.'7 More serious effects on the airways
include chondritis of the tracheal rings in relapsing poly-
chondritis and obliterative bronchiolitis in rheumatoid
arthritis.
Pulmonary vascular disease may cause some of the more

unpleasant complications of the connective tissue diseases-
pulmonary hypertension, pulmonary haemorrhage, and
thromboembolic disease. Pulmonaryhypertension is a feature
of scleroderma and of systemic lupus erythematosis, and
pulmonary vasospasm induced by cold may be associated
with Raynaud's phenomenon in scleroderma' -but the
evidence that this is the cause of the pulmonary hypertension
is not convincing. A link has been suggested between
pulmonary hypertension in systemic lupus erythematosus
and antibodies to negatively charged phospholipids (anti-
cardiolipin antibodies),'9 and these antibodies are correlated
with thrombosis and platelet hyperreactivity. Again no
causal relation has been established between anticardiolipin
antibodies and pulmonary hypertension.
Some patients with apparently isolated pulmonary disease

may have connective tissue diseases. Patients with crypto-
genic fibrosing alveolitis may have hyperglobulinaemia
and antinuclear antibodies, a combination which has
been associated with Raynaud's phenomenon and digital
vasculitis.20 Similarly primary pulmonary hypertension
affects mostly women of child bearing age-that is, the
same group who suffer from connective tissue disease-and
Raynaud's phenomenon, hyperglobulinaemia, and other
features of systemic lupus erythematosus are more common
in patients with this disease than in the general population.

Acute pulmonary and pleural inflammation often respond
well to steroid and cytotoxic drugs, but severe irreversible
airways obstruction, pulmonary fibrosis, and pulmonary
hypertension usually respond poorly, although a trial of
treatment should be attempted.

Infection, drug toxicity, and malignancy should all
be considered in patients with connective tissue disease.
Pulmonary shadows in patients with systemic lupus erythe-
matosus are often caused by infection, and the diagnosis of
systemic lupus erythematosus pneumonitis should be made
by exclusion.2' Solitary pulmonary nodules should always be
fully investigated. Both disease and treatment may increase
the risk of opportunistic infection, and bronchoscopy and
needle biopsy are commonly indicated. Even open lung
biopsy may be necessary to make a diagnosis.
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Christ Church conference on
postgraduate education-25
years on
The Christ Church conference of 1961 chaired by Sir George
Pickering' led to one ofBritain's most successful experiments
in postgraduate medical education. Within 10 years post-
graduate centres had been established in most district
hospitals and honorary clinical tutors had been appointed
from among the consultants to oversee education for all local
doctors and dentists. A striking feature was the enthusiasm
with which local communities-doctors and laymen-
responded to requests for money and facilities.
The overwhelming impression of the recent follow up

conference, held appropriately at Green College, Oxford,
was that complexity, confusion, and uncertainty had replaced
the clear sighted objectives of the early years. While the
necessity for postgraduate education is accepted, awkward
questions remain. What is the evidence that it is a good
thing? Is it value for money? Are its methods sufficiently
evaluated by audit and peer review? Are the people who
provide it skilled in educational techniques? And perhaps
most difficult of all: How are the conflicting requirements
of the National Health Service (service to patients), the
General Medical Council, the royal colleges and faculties,
and the universities (education and training of doctors) to be
reconciled?
A complex educational bureaucracy, unintelligible to

outsiders, preserves the status quo by deferring to vested
interests and accepting rigid requirements for training. A
hospital, for example, may be visited by inspecting teams
from the university to look at the preregistration year, the
royal-colleges and faculties to look at senior house officer and
registrar posts in each specialty,-and specialist advisory com-
mittees to look at senior registrar posts. Each team makes
independent recommendations to its parent body. Such
visits are expensive and time consuming if carried out
properly. How much more sensible it would be to have a
single national inspecting body, as in North America and
Australia, that would accredit hospitals rather than posts and
consider service provision as well as educational facilities.
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Would the many bodies with an interest in training in Britain
accept such a compromise?
Government dissatisfaction with the Council for Post-

graduate Medical Education for England and Wales, one of
three bodies set up to coordinate training in the United
Kingdom (the other two are in Scotland and Northern
Ireland), has been largely the result of a lack of consensus
among a group of over 40 representatives of educational
interests. In any case,- the Department of Health and Social
Security finds it easier to take advice about careers and
manpower from bodies like the Joint Consultants Committee
and the BMA without consulting the council.

Today's clinical tutor needs clinical, counselling, mana-
gerial, and educational skills that were not envisaged 25 years
ago. Yet he or she continues to be chosen more or less
arbitrarily by the hospital's medical staff committee and
requires no special credentials, even though university
approval is the rule. Everyone accepts that some educational
expertise is desirable-seminars on teaching the teachers are
available, Dundee has a centre for education technology that
is better known internationally than at home, and "nuts and
bolts" courses are organised for new members by the
National Association ofClinical Tutors. But as long as the job
is voluntary (with a- small honorarium) expecting more than
token professionalism is unrealistic.
One of the clinical tutors in my region produced a list of27

tasks that ought to be tackled by the conscientious tutor; she
had the greatest difficulty in managing five or six. Surely
appointments should include paid sessions, and the work
probably needs five. Protests will be heard from those who
are afraid of losing security of tenure-clinical tutors
are normally appointed for five yearsbut a precedent
is the appointing of consultants as managers. All that is
needed is an initiative by a region that values postgraduate
education.

How many do? J M O'Brien, regional medical director for
East Anglia, told the conference that only two out of nine
regional strategic plans and only one of 14 district plans that
he had examined had a policy for postgraduate medical
education. A regional medical officer once remarked to me
that he regarded facilities for training doctors as no more and
no less important than proper laundry services for patients.
Increasingly we will have to prove to managers that money
spent on education-and £2-3m a year is the sum envisaged-
produces measurable benefits. We could start by examining
study leave: taken up by only a few doctors, whether senior
or junior, there is an outcry ifbudgets are threatened. Yet the
money may not be going to those who would benefit the
most.
Our present reliance on the drug industry for financial

support has been repeatedly criticised,23 but the DHSS
shows no sign ofwishing to fund hospital education as it does
general practice training. Now that official approval seems to
have been given to continuing education for all in the health
service-and with a multidisciplinary education centre on
the district hospital campus-money might be forthcoming.
And if the spirit of the 1960s survives doctors should be able
to raise money not only for new initiatives in medical
education but also for the research and education that are
needed to convince our paymasters to pay up.
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Regular Review-

Ivory Tower Inc: universities and the market place

RUDOLF KLEIN

Almost imperceptibly the nature of our universities is being
transformed. Ideology, economics, and technology are all
edging the universities into the market place. Today's
successful academic is increasingly the entrepreneur
maximising not necessarily profit but certainly publications
and grant income. With the University Grants Committee
nagging the universities into adopting performance indica-
tors, designed to reward precisely such measures of activity,
entrepreneurship is being institutionalised. Furthermore,
with government funding shrinking universities themselves
have little alternative but to go out to sell their services to

industry or whoever else is interested in buying. Today's
model of the university is Ivory Tower Inc with vice
chancellors as the head of the sales force.
The interest of a recent book by Kenney, Biotechnology:

The University-Industrial Complex, is that it provides a case
study of this development in an extreme form.' It is the story
of the impact of biotechnology on American universities.
Biotechnology is special in several ways. It developed with
remarkable speed in the 1970s and opened up the promise of
spectacular profits. Above all, it is a technology that has been
developed almost exclusively in university laboratories. The
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