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Mark Twain's observation about the long term effects of
soap and education appeals to our common sense, but it is
difficult to assess the true influence of these simple
processes on society. The same is true in rheumatology.
Most of us believe in the benefits of improving the
rheumatological knowledge of doctors and patients, but it is
difficult to prove that education is effective.
What do patients expect from their rheumatologist? What

do they want? What do they get? Does education have
therapeutic potential? Who should teach-the doctor, the
nurse, the therapist? How can the general public be made
more aware of arthritis? What are the charities doing? Are
undergraduates taught rheumatology? Is the emphasis on
conditions that they are likely to see as doctors? What
methods are available? What is the evidence that they work?
What do general practitioners learn about rheumatic com-
plaints during vocational training? What should they know?
How effective are the different forms of education in
modifying subsequent behaviour? How should the rheuma-
tologist continue rheumatological education?

I hope you will find the answers to some of these
questions in the following chapters.
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Education: the need for a

rethink
Education is a continuing process for us all, or at least it
should be. From the first enthusiastic steps as a new medical
student to the quiet and measured tread of the retired it is
something that we should all see as a compelling need. Mark
Twain put it succinctly: soap and education are not as

sudden as a massacre, but they are more deadly in the long
run. And yet times are changing fast and there is ample
evidence that all is not well in medical education. To quote
Anderson' in a recent Green College lecture 'Irresistible
forces are impelling us into an era of change and compelling
the educators to re-think their responsibilities'.
The Christ Church conference of 19612 led to far reaching

changes in postgraduate education and to the wide dis-
semination of postgraduate centres, but we seem to have lost
our way since then. Is postgraduate education as it now
exists good value for money? Another Green College lecture
sounded some doubt about this. Too much attention is
being paid to vested educational interests and rigid require-

ments for training and not enough to real needs. Perhaps it
would be better to have a single national inspecting body as
in Australia and the United States that accredits hospitals
rather than individual posts and considers service provision
as well as the educational facilities that exist.3

Clinical tutors need special skills and should be chosen
because of these rather than arbitrarily because it is buggins
turn as seems to happen at the moment. They need a much
longer term in office and should be allotted adequate time in
the working week to practise these skills. Because then they
might have to sacrifice much of their private practice they
should have adequate remuneration for it. This should later
be reflected in their pensions so that they do not lose out by
it. Proper resources are needed to employ people with a real
commitment and talent for continuing education.4
The United Kingdom, as indeed are most Western

countries, is going through a higher education crisis. Too
few of the bright and intelligent are going forward to higher
education and there is inequality of access to it and too few
funds for it.' There seems to be a lack of clear distinction
between training and service elements, a lack of proper
teaching, little educational training for teachers, and no
clearly allotted time for training and teaching.6

Firstly, we need to identify the key decisions that have to
be made. These have been clearly spelled out as: What is the
desired change? Where should education take place? Who
should do it? and How should it be done?7 Until we have
clear agreement on these fundamental problems we will be
unlikely to make adequate progress.
To start with the undergraduate, we may be choosing the

wrong person too often to become the medical practitioner
of the future. Too many medical schools dispense with the
interview for likely candidates and yet there is evidence that
a structured interview helps to sort out those who are
unlikely to succeed and, conversely, those who are likely to
do well.8 Too often the medical curriculum fails to instill
into the medical student the same degree of commitment
and responsibility for health for patients in the community
as for hospital patients.9 Too often students entering
medicine with a high sense of vocation lose much of it by the
time they qualify. At least in North America the education
of undergraduates has placed more emphasis on the
entitlements of their career than on the more selfless aspects
of service to their patients. Senior doctors must set a good
example by showing good practice as a role model.'0 After
qualifying, as was pointed out by the New York Commis-
sion on Graduate Medical Education, residency training
must provide educational opportunities beyond practical
clinical experience. " The main implication for training and
education is the provision of adequate time for study and
careers advice. Present educational programmes need
revision in the light of this. 2 Far too many of our doctors in
training are so exhausted by the long hours needed for
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clinical care that they have too little energy and motivation
left over to devote to proper study. We are failing them
badly by not ensuring that there are enough skilled people
to do the work and allowing time for proper self improve-
ment. Nor must we forget that there is a need for basic
scientists as well as clinicians and that we need to integrate
them into the training programme.'3
When we turn to the training of general practitioners we

must bear in mind that nearly a quarter of all consultations
in primary care are about the rheumatic diseases.'4 Yet
rheumatology ranked 18th in the pecking order of medical
specialties in which postgraduate education had been
received by general practitioners. Less than a fifth had
attended a rheumatology postgraduate course.'5 Medicine,
obstetrics, paediatrics, and dermatology were considered by
them to be the most relevant hospital specialties for training
for general practice.'6 Are we giving them the education
that they need? Whereas most consultants take part in
teaching programmes, not nearly enough time is devoted to
what general practitioners want. Teaching in small groups
seems to be the best medium, with interchange between
consultants and primary care doctors on shared cases. This
has clearly been seen as the preferred way of teaching by
many consultants, yet what did they actually give? They
gave formal lectures, which most seem to agree is not the
best way to teach. 7 General practitioners clearly want their
education done by their local consultant and not by visiting
experts, 8 and on a more informal basis where the oppor-
tunity for question and answer arises more easily.
What about consultants themselves? Few would disagree

with the importance of keeping up to date with the latest
knowledge and developments in the specialty. It is a duty
both to patients, doctors in training, and the senior doctors'
own sense of professional satisfaction to keep abreast of the
advances that continuously occur. Indeed a continuing
medical education programme has been shown quite clearly
to effect changes in doctors' knowledge and behaviour, with
subsequent improvement in patient care.'9
And what of the patients themselves? Even in 1884

doctors were interested in the effect on patients' health of
physical training.20
There have been many attempts at education of patients

about arthritis. They seem to get most of their information,
however, from the mass media and not always with the best
results.2' Information booklets appear to be helpful,22 and
education programmes aimed at enhancing self care cap-
abilities have been shown to be effective.23 For the best
results, however, education for patients needs to be aimed at
individual instruction rather than using a more general
approach.24 Lay leaders have been shown to teach arthritis
self management techniques as effectively as professionals.25

Finally, what methods should we use for teaching? The
use of 'high tech' equipment has proved disappointing if

more emphasis is placed on the technology used rather than
on the prime aim of the teaching itself.26 In other words it
needs to be used more intelligently as an aid and not for its
own sake.
The papers published in this supplement look at all these

varying aspects. You may or may not agree with their
conclusions but this at least is clear: education about
rheumatology needs to be looked at with much more care
and to be much better organised than hitherto. We are not
being as efficient in our training at all levels as we should be.
It is time to sit and think of how best we may improve
ourselves. Nobody else is going to do it.
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LIBRARY USE

Electronic publishing, the end user, and medical
education

Shane Godbolt

Traditionally, members of the medical profes-
sion have been well motivated users of medical
publications. To practise excellence in health
care or to do good research depends on being
able to use in an effective manner the infor-
mation base on which current knowledge is
founded. Equally, career advancement depends
not only on progressing through higher examin-
ations but also on developing and adding to the
knowledge base by research and writing.

Medical publications and their development
Fundamental to the acquisition of information
searching and handling skills is an understand-
ing of the infrastructure on which knowledge is
based (primary sources) and the substructure
through which it can be accessed and used
(secondary sources) (table). These concepts
require insight into the role of medical journals,
which has been well described by Lock,' and
practical experience of searching for infor-
mation.

Medicine is fortunate in its great biblio-
graphical tool Index Medicus, which has done so
much to facilitate the progress of medical
science by organising an effective means for
retrieval and dissemination of journal reports
throughout the medical community world wide.
The MeSH thesaurus is unparalleled in the
depth and thoroughness of its indexing, besides
which the effectiveness of text word retrieval
may often be immeasurably weaker.

Today's user of medical information services
has to cope with the continuing information
explosion, the scatter of reports, and declining
library budgets, all of which lessen the likeli-
hood of access on the spot to required materials.

Technological change
The world is changing faster than even we, who
in medical libraries are at the forefront of
implementing new techniques in information
provision, ever dreamed possible. Familiar and
essential services to users can now be provided

Medical publications

Primary sources Secondary sources

Original research journals Indexing and abstracting
Theses journals
Research reports Review journals
Conference proceedings Books
Personal communications Guides to publications

in radically different exciting ways using the
new and powerful tools that the computing and
telecommunication technologies have afforded
us. The process is one of tension and turbulence
but it is generating excitement and enthusiasm.
Technology is bringing benefits and accelerating
the pace of change. A new infrastructure is
emerging and, more importantly, people eager
and able to use it.

Focus on the end user
Discussing the future of the intellectual infra-
structure of the United Kingdom, Professor
Stonier of Bradford University stated 'The
impact of computers and related information/
communication technology is parallel to that of
the printing press but much more profound.
Unlike computers, the printing press never got
into the home. In contrast, the computer is
invading every facet of industrial, business, and
personal life'.2
The development of the end-user market has

been dramatically fuelled by developments in
computer hardware and software and of storage
techniques. As prices of microcomputers have
fallen, specifications have improved and small
powerful personal computers, including per-
sonal lap-tops, are commonplace, particularly
among medical personnel, whose exposure to
technology is likely to be higher than average.
Medicine has been fortunate in having the
world's first computerised database, derived as
a byproduct of the compilation ofIndex Medicus
at the National Library of Medicine in the
United States. Called MEDLARS (Medical
Literature Analysis and Retrieval System), this
started in 1963 and the online files, which were
developed throughout the '70s, are known as
MEDLINE (MEDLARS onLINE). For over a
decade now use of online bibliographical data-
bases, with MEDLINE predominating, has
been well established among United Kingdom
health care librarians. A new trend has been
interest from some end users in doing their own
searching. An innovative 'MEDLINE for
medics' course was run at St George's Hospital
Medical School in 1989 for health care profes-
sionals,3 and end-user searching of online ser-
vices is already well established in the United
States, where electronic infrastructures are
much more highly developed than they are in
the United Kingdom. Many of the larger
American medical libraries provide subsets of
journals (comprising 150-500 titles over three

Library, Charing Cross
and Westminster
Medical School,
St Dunstan's Road,
London W6 8RP
S Godbolt
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years) through terminals available in the library
or over a local area network so that users are
able to search free of charge the contents of the
journal holdings of their own library. Having
built up knowledge and expertise in database
searching, these users have been targeted with
success by commercial services such as BRS
Colleague's Afterdark.' Such services with
specially designed software to overcome the
unfriendly computer interface of large online
systems have generally not been available in the
United Kingdom nor has it really been cost
effective for United Kingdom users to search
MEDLINE directly. Only the skilled inter-
mediary understanding the structure of the
database and familiar with the MeSH thesaurus
could use the system quickly and effectively,
retrieving references at a reasonable cost. Even
the facility of abstracts was usually not exploited
because the costs of downloading or printing
abstracts in any great quantity from online hosts
were too high.

Computer networks-Joint Academic
Network UANET)
The end user has again benefited as communi-
cation networks for computers have become
more sophisticated. The provision of JANET,'
a free private network which was established in
1984, has provided further incentives for the
British academic medical community to exploit.
The network currently links well over 40 000
users to the facilities of over 1700 registered
computers on more than 150 higher education
sites. Its purpose is to facilitate access to
academic computing resources across the
United Kingdom in the interests of teaching
and research. Computer users can be linked on
a local campus, across other sites, and to the
national and international academic community
with links to the Packet Switching System, the
International Packet Switching System and a
variety of American networks. 'Invisible col-
leges' can communicate quickly and freely
through electronic mail, and all standard ser-
vices for collaboration and communication are
provided.

Computerised catalogues have for some years
now been well established in libraries. Many
library catalogues have been made available
locally and nationally on JANET. Card cata-
logues have been replaced by terminals known
as OPACS (Online Public Access Catalogues),
which offer a range of flexible and powerful
searching options (according to the particular
software program chosen) through which
material may be sought by users. Over 50
library databases, to which users may have
access from their own terminals, are now
available on JAN ,In their own institutions
users can carry"out searching, reviewing, and
reservation oq'erations without needing to visit
the library. Individual libraries, however, are
likely to wish to manage borrowing, other than
by their own users, as an interlibrary loan
operation. This is a good example of where
technology can overcome boundaries, but prac-
tical difficulties are still restrictive.

Congestion is sometimes a problem using

JANET, and there have been reports of virus
infection following the downloading of public
domain software to personal computers. As yet
unresolved is the whole question of NHS
access. Like all successful innovation JANET
has experienced growing pains, but its con-
tinued development is vital and assured. Super-
JANET, based on fibre optics, is already on the
horizon.6

Compact disc technology
The most significant of all the elements that are
currently influencing the pattern of radical
change is the advent of optical disc and its
introduction into libraries. CD-ROM (Compact
Disc Read Only Memory) has emerged as the
new medium for the storage and retrieval of
large volumes of data by end users. It has
attracted much interest in medical reports,7-9 as
well as in publications of the computing and
library world.
A single disc, identical in appearance and size

to a music compact disc, holds 500 million
characters or 200 books of 300 pages each. Such
an advance has not always been straightforward
and there have been teething problems, such as
compatibility, to overcome as the systems are so
new. What is exciting is that these new elec-
tronic products are influencing profoundly the
mechanisms by which journal reports are ac-
cessed, retrieved, and used. These menu driven
systems, introduced into the United Kindom in
1987 and, which it must be remembered are
designed for end users not librarians, have in a
very short time become even more sophisticated,
user friendly, and powerful. Dr Robert Hogan,
a doctor who serves as software adviser to the
Journal of the American Medical Association has
rightly described the technology as 'a quantum
leap' .' There are no difficult command languages
to master, no telecommunications costs, and
the microcomputer is readily accessible. The
system has become 'in-house'. There are now
over 80 CD-ROMs aimed at the medical and
health market listed in a 1991 directory of
compact disc products.'0 Many of these are
based on MEDLINE, which is itself available
from several vendors. A checklist for evaluating
the CD-ROM versions of the MEDLINE data-
base has been compiled by Hewison. l 1

It is not an overstatement to say that users,
particularly in the medical and academic sector,
are ecstatic at the power of the information
retrieval to which they have direct access.
Information provision has been transformed as
research support to existing user groups has
been enhanced and new user groups, drawn
particularly from among paramedical staff and
students, have been attracted.
A key factor in the popularity of CD-ROM

has been that after more than a decade, when
database searching has remained largely the
province of the skilled intermediary, control is
now passing back to users. Users perceive the
following advantages:
* Ability to search for themselves
* To search at their convenience without time
constraints
* Facility to view abstracts

Godbolt
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Electronic publishing, the end user, and medical education

* Repeated access to publications
* For MEDLINE MeSH or text word (from
the title or abstract) approach
* Facility to store and update searches
* Facility to download-that is, capture infor-
mation from the system onto the user's own
disc for later use on their own personal computer
to manage the references selected for quick
retrieval and bibliography generation when
writing.
This is a major and crucially important develop-
ment.

Paramedical staff and medical students, who
have traditionally been barred because of costs
from using online facilities, can make use of this
technology on the same terms as other users.
New products are leading to increased use of
published reports as well as to more compre-
hensive, effective, and relevant information
services and teaching programmes.8 As the
medical student curriculum changes emphasis
and the move to student centred learning gains
momentum the value of CD-ROM is enhanced
further. British experience reflects that
of McMaster University where CD-ROM
MEDLINE has proved a boon for under-
graduate medical students. To quote the head of
systems and technical services at McMaster
Library, 'MEDLINE is probably the first
significant database that students are going to
encounter. It has become an integral part of the
whole educational programme'. The provision
of English abstracts for many of the European
and Japanese foreign language titles is opening
up these areas of medical publications in a
timely fashion. Before CD-ROM, access to
English abstracts of foreign language material
was normally prohibitively expensive.

Developments have been rapid and fiercely
competitive. All United Kingdom medical
school libraries now have MEDLINE and other
databases, as do many smaller NHS libraries.
An innovative scheme has been described in the
North West Thames Region, in which CD-
ROM technology has been established within a
few months in nearly all the NHS medical
libraries in the region.'2

The Products
MEDLINE
The market leader is not surprisingly MED-
LINE, which because of its price is the database
of first resort. Untypically, software is available
from a number of vendors. Compact Cambridge
MEDLINE from Cambridge Scientific Ab-
stracts was the first to arrive from the United
States in 1987 and together with SilverPlatter
MEDLINE has an established user base. CD-
PLUS is a relatively recent arrival with some
new and important features, notably the ability
to search five years' references simultaneously
using two CD-ROM discs. Until the arrival of
CD-PLUS last year one year per disc had been
the norm for the MEDLINE product. The CD-
PLUS product, which has been reviewed by
Whitsed,'3 also includes a useful 'mapping'
facility which allows the user to enter a term
which will then be matched automatically

against the Index Medicus thesaurus MeSH. All
leading vendors now update MEDLINE
monthly and offer the facility familiar to online
searchers of 'exploding' MeSH-a mechanism
by which one general and several more specific
terms can all be searched without the need to
enter each term separately-for example, arm
injuries: forearm injuries, radius fractures, ulna
fractures.

OtherCD-ROM databases which have quickly
found a market niche are Cumulated Index
to Nursing and Allied Health Literature
(CINAHL), CANCER-CD, and Science Cita-
tion Index.
A slightly different and interesting approach

is Compact Library AIDS, which includes
references from MEDLINE, a major AIDS
textbook, and the full text of several journals
concerned with AIDS.'4
Other interesting products on the market are

compact disc versions of the Oxford Textbook of
Medicine, Consult (Scientific American Medicine),
and Martindale.

DISKETTE PRODUCTS FOR CURRENT AWARENESS
A number of new products have been produced
and priced for end users or departments.
Examples are the familiar Current Contents series
and two new products Reference Update and
Medical Science Weekly. Both Current Contents
and Medical Science Weekly plan to include
abstracts shortly. An American review con-
cluded that Current Contents and Reference
Update provided not only an excellent mechan-
ism for keeping abreast of biomedical publi-
cations, with a personal computer but also both
offered an attractive alternative to manual or
online searching.'5 Product reviews of Reference
Update and Current Contents'6 and Medical
Science Weekly'7 should encourage librarians
and users to use electronic updating services,
which seem to be cost effective.

Personal reference management
Downloading references from the new products
for use in a personal database is becoming
commonplace. A number of specialist products
have been launched to assist the publishing
doctor and scientist. Three specialised products
dominate
* Pro-Cite
* Reference Manager
* Bib/Search
It is clearly very attractive to be able to take sets
of downloaded records straight into a local
database without the necessity for retyping.
Most compact disc and diskette services offer
compatibility with all the products mentioned
above. Useful advice on evaluating personal
reference management software has been com-
piled by Moore,'8 and products available have
been compared by Herman'9 with specific
reference to downloading from MEDLINE or
CD-ROM.

Copyright restrictions are important but
some issues remain to be solved. Advice is given
by Norman.20
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The future
End users are seen by the host and producer
organisations as a large and relatively untapped
market, and all future marketing initiatives are
likely to be directed to them. New products are
often appearing experimentally; witness the
launching of the CHEST/ISI (Combined
Higher Education Software Team/Institute of
Scientific Information) initiative in February
this year, through which any user connected to
JANET, whose institution has signed the con-
tract, may have access to the Science Citation
Index and Current Contents online from Bath
University. The full implications of projects like
ADONIS, fuelled by the concern of publishers
with revenue, remain to be seen.2' As users
become more familiar with the technology and
the products they are likely to become more
discerning.
A Lancet editorial has discussed effective

search strategy and warned that the apparent
simplicity of the technology does not obviate all
the traditional difficulties associated with
searching for and retrieving information.22 How
Europe will tackle its increasing dependence on
American information systems, notably MED-
LINE, is another challenge facing us. Some
standard British and European journals are not
on MEDLINE.2324

Europe urgently needs access to databases like
Excerpta Medica's EMBASE, which is being
offered with significant academic discounts this
year via the online service Data-Star in order to
allow librarians and users affordable access. In
the United Kingdom to have access to the
Department of Health and Social Security's
database on CD-ROM would be a major
advance, but what about costs? What about
document delivery? Users' expectations are
increasing, but to trace 'grey publications' and
deliver the actual document to the user may not
be as easy as locating it on a database. There are
problems to overcome. Users may, however,
expect that future developments will be user
focused. They will have a wider range of choices
than ever before, transcending library walls and
institutional boundaries. As local, national, and
international networking infrastructures develop
users may look forward to operating from
personal workstations where they can access
information, download, manipulate, and trans-
fer it as well as communicating with colleagues.
As these profound changes take place libraries

will be judged on what they can provide access
to, rather than their holdings, which will
need to be core.
The foundations for the future are being laid

now as CD-ROM databases, along with those
mentioned on diskette, are effectively demo-
cratising access to powerful retrieval tools. The

role of librarians and information professionals
is changing as they -seek to support users in
exploiting the new resources.

Structured training programmes, support,
and advice will need to be available and
information handling skills courses are likely to
become a part of the norm in undergraduate and
postgraduate medical education. What none of
us-librarians or users-should forget is that
searching, which used to doom us all to poring
over heavy tomes, minuscule print, and hours
of tedium, is now bright, fun, and helpful. The
technology will continue to develop and change,
but as long as the fun stays who cares!
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Health or patient education has been defined as
'any combination of learning experiences
designed to facilitate voluntary adaptations of
behaviour conducive to health'.' In this defi-
nition we would broaden 'behaviour' to include
beliefs as there is growing evidence that beliefs,
for instance, about one's ability to control one's
health or life, can have both direct and indirect
effects on health.2 3 This definition does not
presuppose specific methods as health edu-
cation draws on a number of fields, such as
communication theory, group theory, learning
theory and instructional design, counselling,
psychology, and community organisation.
Many educational approaches to patient edu-
cation claimed by one discipline are claimed by
another, albeit with differing theoretical justifi-
cation or labels. The most effective programmes
usually combine methods.
The goals of patient education in chronic

disease are similar to those of traditional medical
care: to improve function, relieve pain, enhance
psychological wellbeing, maintain satisfactory
social interaction and employment, and control
disease activity. Securing informed consent for
management options is an ethical obligation of
medicine that is most effectively carried out by
application of educational principles.4 This
paper reviews recurrent research advances in
aspects of patient education in North America.

Patient educators, especially in arthritis, have
only recently come to view health outcomes as
legitimate goals for their efforts and as reason-
able standards for performance. Patient edu-
cators historically have concentrated on inter-
mediate outcomes, such as knowledge and skill
acquisition and alteration of behaviour, which
were thought to lead to better health. Recent
work, however, casts doubt on the assumptions
about how education works and has opened up
new possibilities. Newly considered intermediate
variables may be grouped as sense of control,
coping skills, and disease management skills. It
now seems likely that many of the positive
effects of educational programmes may be
wrought, not so much through knowledge and
behaviour change directly, but through en-
hancement of a general sense of control or
efficacy and skill in coping with variability of
the disease and its sequelae.

Review of current knowledge of patient
education in arthritis
The volume of arthritis education research has
expanded in the 1980s. Since 1982 there have

been three reviews of compliance with arthritis
regimens,5-7 two reviews of psychological
aspects of arthritis,8 9 two reviews of published
work on education and research method-
ology,'0 11 and two meta-analyses of the impact
on pain, disability, and depression of edu-
cational programmes.'2 13 A recent article
presents 'Research priorities for arthritis profes-
sional education'. 4 We will review the published
reports on arthritis education for effects on
knowledge, behaviour, and health outcomes.
Although most programmes have been tested on
patients with rheumatoid and osteoarthritis,
much is still applicable to less common rheu-
matic conditions.

KNOWLEDGE
Dr Lorig and colleagues found 34 arthritis
education studies measuring the effects of edu-
cational interventions on knowledge about the
disease process and treatment; 32 (94%) of them
found increases in knowledge.'0 Thus educa-
tional programmes do increase patient knowl-
edge. Although the transfer of knowledge is
often not sufficient to bring about desirable
intermediate outcomes and improvement in
health, it is fundamental to all patient education
efforts, and a cornerstone on which other
methods must build. We also have ethical and
legal obligations to inform patients about their
disease and treatments so that they may make
informed decisions. Studies of informed con-
sent'5 and doctor-patient communication"6 indi-
cate that patients are often poorly informed
about their disease and treatment. Two surveys
of patients with arthritis receiving active care
also showed a surprising ignorance: 65% of
patients in one study could not correctly name
their arthritis diagnosis,'7 and the other study
found that 11% of patients with rheumatoid
arthritis and 55% of patients with osteoarthritis
could not identify correctly the type of arthritis
they had.'8
A striking observation in the majority of

patient education studies in arthritis is that most
subjects are 'experienced' patients and still seem
able to learn things about their illness or
treatment. That organised programmes consis-
tently increase knowledge underlines the fact
that room exists for improvement in the way we
currently deliver information. Care givers,
generally well meaning, may not recognise
patients' desire for information'5 or may lack
the time or skills for patient education. 16
Patients may be distraught and not ready to
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learn when the information is first given. Thus
it seems that organised efforts, set aside for
times when patients are ready to learn, may be
consistently successful in improving the transfer
of information.
We are past the point when tests of education

v usual care are useful or newsworthy. We
recommend that greater effort be devoted to
setting standards, and comparing different
educational approaches for effectiveness and
efficiency-for example, classes v mailed les-
sons,'9 computers,20 individualised learning,2'
and lay v professional teachers.22 We should
also increase our efforts to develop ways of
helping groups at high risk, such as patients
with low literacy or who are non-English-
speaking, and to improve doctor-patient com-
munication and enhancement of patient
question-asking. The rationale behind the last
approach is that instead of determining what
information patients need and spoon-feeding it,
one teaches patients skills in determining what
information they want and how to go about
getting it. This skill might have more lasting
impact than knowledge imparted in a discrete
programme, as the information needs of patients
can be predicted to change a number of times
over the course of a lifetime with the disease.

BEHAVIOUR
Exercise, relaxation, joint protection, and
adherence to medical regimens may affect
patient health and psychological status. Lorig
and colleaguesl0 found 48 arthritis education
studies measuring attempts to change such
behaviour. Of these, 37 (77%) showed increased
practice of desired behaviour,which is consistent
with findings from other chronic diseases,'3 and
indicates that behaviour can be changed, some-
times with longlasting effects.
Long term compliance with arthritis pre-

scriptions for drugs, physical therapy, and
physical modalities is about 50%, however,
similar to compliance with regimens for other
chronic diseases.5 6 This is not a failure of
education itself, rather it is an indication that
reinforcement may be necessary, just as repeated
drugs or physical therapy are necessary to help
manage a disease.
Mazzuca noted that adding a behavioural

component to an education programme signifi-
cantly increases its effectiveness. 3 This may be
due to the simple effects of repetition and
reinforcement, known to increase efficacy, but
is also likely to be due to the specific contribu-
tions of behavioural psychology. Information by
itself often fails to bring about behavioural
change, not because patients lack the will to
change or ability to follow the desired behaviour,
but because they lack the skills to overcome
habit or forces in their environment. Be-
havioural psychology provides skills that enable
subjects to modify their environment, and
reinforcements so that they can successfully
change intransigent behaviour.23

Recently, there has been interest in whether
behaviour acts directly to affect health out-
comes. Controlled studies of health education
have shown that although experimental groups
conform more to the desired behaviour, and

show greater improvements in health outcome,
the link between subjects' adherence to such
behaviour and their health outcome has not
always been clear.24 25 If this finding is con-
firmed it is of great importance. One possible
explanation for this phenomenon is that training
in behavioural skills enhances the patient's
sense of control, which has been shown in
health psychology publications26 and in
arthritis27 to be widely associated with both
physiological and psychological health benefits.

HEALTH OUTCOMES-PAIN, DISABILITY, AND
DEPRESSION
Lorig's review of 76 health education studies
found 46 (61%) showing improved health out-
come,'0 which was consistent with Mazzuca's'3
rigorous meta-analysis of this field. Mullen's
meta-analysis of 15 controlled educational inter-
ventions for rheumatoid arthritis and osteo-
arthritis'2 found that educational interventions
significantly reduced pain, disability, and
depression. On average, the improvement of
treatment groups over controls for pain was
16%, for depression 22%, and for disability 8%.
Although only about one fourth as effective as
non-steroidal anti-inflammatory drugs for
reducing pain and about half as effective for
reducing disability, the improvement achieved
by educational programmes is nevertheless
clinically significant. The improvements are all
the more impressive when one considers that
most patients receiving education were already
taking drugs, so that the educational effect was
additive. One may conclude, then, that well
organised, multifaceted educational programmes
of a great variety of types can be effective in
achieving clinically significant health outcomes
over and above usual medical care and office
based education.

Training in patient education for doctors
It has been shown repeatedly that doctors'
communication skills and manner of giving
information significantly affect patients' out-
comes, including their knowledge, satisfaction,
compliance, function, and health.28 There is
as yet little research specific to doctors and
patients with arthritis. A two week preceptorship
in arthritis management for primary care prac-
titioners29 resulted in significant improvements
in doctors' use of diagnostic tests and cortico-
steroids, doctors' responsiveness to patients'
requests for information, and patients' func-
tional outcomes. Studies by investigators at the
University of California, Los Angeles, and the
Multipurpose Arthritis Center at the Robert B
Brigham Arthritis Center, Boston, are currently
evaluating interventions to improve doctor-
patient communication in the management of
rheumatic conditions.
Most doctors believe that patient education is

an important part of their clinical practice.
Surveys of community based internists30 and
primary care residents,3' however, indicate that
although many practitioners attempt patient
education, for most topics the majority of
practitioners provide little education; many feel
unprepared or uncomfortable, and doubt the
effectiveness of their efforts. Doctors often
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underestimate patients' desire for information,
and overestimate patients' knowledge about
their medical problems, whereas patients often
feel intimidated and ask fewer questions than
they would like to ask. 5 In the absence of other
evidence we infer that rheumatologists' patient
education practices are similar to those of other
internal medicine specialists.

Although doctors are receptive to the need for
improved training in the skills of counselling
patients, there is little time devoted to this area
in medical education. A survey of United States
internal medicine residency programmes
accredited in 1985-86 found that only 191
(44%) of 434 responding programmes offered
mandatory training, and only 78 (18%) offered
elective training in areas related to patient
education.32 Obstacles cited by residency direc-
tors included insufficient curriculum time
(51%), lack of trained faculty (44%), and
pressures to reduce both training costs (40%)
and patient care costs (37%).

Summary
Education of patients with arthritis began with
an emphasis on conveying knowledge, grew to
include behaviour change, compliance, and
more general coping and management of disease
and then progressed to consider physical and
psychosocial health outcomes. Research con-
tinues in all these areas. Control, in many forms
(locus of control, self perceived efficacy, learned
helplessness), is now suggested to be a central
mediating variable.

Evaluation of programmes is moving away
from programme v usual care towards com-
parison of alternative methods of delivery and
matching of method to learner. The first
generation of researchers in arthritis education
tended to be care givers with little formal
education in behavioural sciences and evalu-
ation methodology; the programmes they
designed were often empirically based. The
current generation, nurtured in large part by
funds from the Arthritis Foundation and the
National Institutes of Health, is better trained
in designing programmes grounded in be-
havioural sciences and educational theory. In
the long run, collaborations with care givers and
patients will considerably strengthen the
effectiveness of education programmes for
patients. A variety of educational strategies have
been shown to change the knowledge, behaviour,
and health of patients with arthritis for the
better. Many methods seem to work, so long as
the programme is planned, has a goal, and is
accountable. There is much work still to be
done to teach care givers to be better teachers,
and patients to be better managers of their
diseases, in concert with their doctors, and to
focus on high risk groups. Although most work
has been done with patients with rheumatoid
arthritis and osteoarthritis, many of these find-
ings can and should be safely generalised to less
studied rheumatic diseases. Finally, we need to
consider the patient first as a person, and to
provide education through all avenues, not just
the medical care system.
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Patient education and the consultation: the
importance of lay beliefs

Jenny Donovan

In most rheumatology units it is generally
accepted that a team approach is the most
effective way to treat patients with arthritis.' 2
Patients thus receive medical care from doctors
and nurses and from physiotherapists, occu-
pational therapists, social workers, counsellors,
etc. Seeing a range of people, patients can
obtain different views about their disease and its
treatments and thus, some believe, adequate
education. For others, however, it is not enough,
and education programmes comprising lec-
tures,3-6 or metrology/physiotherapy cinics,7-11
or group counselling sessions2 13 have been
established. Evaluating these programmes has
always proved difficult, and they have produced
some conflicting results. This is perhaps because
patient education is not a simple matter of
transferring information from team member to
patient. Concentrating on implementing pro-
grammes emphasises only one side of the story:
delivering information. It will be shown below
that patients are active participants in the
education process and should be given a more
central role.'4

This paper is based on a project set up to
investigate information issues in rheumatology
clinics. A qualitative methodology was chosen,
well established in sociological and anthropo-
logical work but unusual in medical research.
Individual patients were studied in detail through
in-depth interviews in their homes on several
occasions so that the complexity of their lives
and responses to their illnesses were retained as
integral to the research. Because of the intensity
of the work only a small number of patients
took part: 54 subjects from three rheumatology
units in two British cities. The aim was not to
produce statistically significant results, but to
make sense of arthritis in people's lives and
particularly their needs for and responses to
information. An important part of the study
concerned the consultations between patients
and specialist rheumatologists. Each patient was
interviewed at length before they came to the
clinic to build up a picture of their lives,
expectations, perceptions of arthritis, coping
strategies, existing levels of knowledge, etc.
They were then observed and tape recorded at
the first consultation with the doctor and
interviewed again shortly afterwards at home.
The patients were repeatedly interviewed and
observed over periods ranging from six months
to three years.
The study produced a vast amount of verbal

data. Analysis proceeded slowly through the
detailed examination of transcripts of interviews
and consultations until themes emerged, which
were constantly subject to challenge by the raw

data.'5 These themes were compared with the
data until they became drawn together to
produce results and theory.

The patients
Patients with possible rheumatoid arthritis were
selected by consultant rheumatologists from
letters of referral by general practitioners. Fifty
four patients were selected, and of these, 40 had
an inflammatory arthropathy of some kind and
30 rheumatoid arthritis. The others had osteo-
arthritis, simple aches and pains, viral illness,
etc. In the interviews before they arrived at the
clinic patients disclosed a wide variety of ideas
about their joint problems. Many of these were
complex and detailed perceptions and theories
about, for example, the onset of symptoms,
cause, treatments. They can be termed 'lay
beliefs', rooted as they are in common sense,
family traditions, and folklore. Lay beliefs,
studied in sociology and anthropology,'6 17 have
been shown to lie behind much of people's
behaviour concerning health and illness.
Many patients had learnt to live with their

joint problems for months or years and con-
sidered them 'just part of life', an inconvenience
that they put up with and lived around. For a
small number (seven) the arthritis was an
'illness' that totally disrupted their lives. Most
had worked out a theory of cause based on
common sense, such as heredity, cold, or
damp weather. It was abundantly clear that
their symptoms were always put into a context.
They did not talk of degrees of pain or stiffness,
but of pain which prevented them working or
doing hobbies, or described pain and stiffness
using metaphors ('like toothache gnawing all
the time' or 'like hot coals'). As symptoms are
nearly always contextually based this has
implications for the validity of pain scales such
as the visual analogue. People have great diffi-
culty measuring pain within such artificial
constraints and out of context.
Lay beliefs also affect the ways patients cope

with disease. The seven who felt overpowered
by the illness were unable to draw on these,
seeming to succumb to a feeling of bereavement
for the life they had had before the onset and
dwelling on their symptoms, unable to think of
anything else. The others, however, had a range
of strategies for coping. Eleven (all women)
fought the disease and suffered considerably in
their efforts to 'keep going'. They ignored all
advice to rest (given later by most members of
the team), believing that this would be 'giving
in', 'letting the arthritis win'. Most of the others
coped by changing the ways they did things:
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doing a different job, slowing down, changing
priorities, asking others to help, etc. All were
inundated by well meaning advice from all
quarters: friends, relatives, magazines, and half
had tried alternative treatments, such as
acupuncture, fish oils, special diets, and so on.
These substituted for or supplemented general
practitioner prescriptions. Each patient bal-
anced the costs and benefits of each treatment as
they understood it, and many wanted to avoid
the side effects (real or imagined) of drugs.
They believed alternatives to be free from
side effects.
Most patients expected the clinic to diagnose

their problems and to suggest treatments. Most
of them were going to the clinic with well
worked out and internally consistent sets of lay
beliefs. Some of these accorded with medical
theories, but where they did not, there would be
opportunity for conflict. Three patients wanted
the doctor to take total control over their
treatment. Most wanted to hear the doctor's
diagnosis and advice before deciding whether
they would make use of it or not. Patients do
not just accept what they are told: it has to
make sense and be justifiable within their
way of looking at the world.

The consultations
The clinics observed were busy NHS clinics.
Consultations varied in style between doctors
and depending on such things as the mood of
the doctor, pressure of work, rapport between
doctor and patient, number of previous meet-
ings, mood of the patient, and so on. There
were, however, some clear patterns. Often,
doctors gave similar explanations for particular
conditions or tests. Almost all first consultations
followed the same basic pattern of three distinct
phases: history taking, physical examination,
explanation, though they varied in length from
10 to 35 minutes. At patients' second visits
doctors provided much more information as
blood tests, radiographs, and other results were
delivered and explained. Later routine follow
up visits were progressively less formal; almost
a conversation between friends about current
state of health or particular problems. Others
have found similar sorts of patterns.'8 19

Patient education: does it happen in
consultations?
The intensive and in-depth nature of the study
allows a close analysis and understanding of
how information is delivered by doctors and
received or used by patients. It is interesting to
look at patients' first meetings with rheuma-
tologists because these represent the first access
patients have to specialist information about
diagnosis and treatment.
The history taking phase of the first consul-

tation consisted primarily of the doctor asking a
set of closed questions-that is, ones to which
the answers were confined to yes or no or a few
words-for example, 'Any asthma in the
family?'. Occasionally, patients took the initia-
tive, but on the whole, doctors maintained their
control by using closed questions, interrupting,

or abruptly changing topic. In the second phase
little was said as the doctor did the routine
physical examination. The third phase was
characterised by the doctor speaking for some
time without pause. The amount of information
conveyed depended upon many factors: confi-
dence in thk diagnosis, mood of the doctor,
pressure of the clinic, and the doctor's impres-
sion of how much the patient wanted to know,
for example. The tone of the doctor's delivery
was markedly different depending on the
diagnosis. Those with suspected inflammatory
conditions (rheumatoid arthritis, ankylosing
spondylitis, etc) or interesting unusual problems
were treated more sympathetically and at greater
length than others because they were likely to
become long term patients and were seen to be
deserving of the doctor's attention.
On the whole, consultations seemed to go

smoothly and to follow clear routines. Doctors
were always active: taking the history, doing the
physical examination, giving the explanation.
Patients were nearly always passive or reactive:
answering questions, being examined, listening to
the explanation. In most cases substantial
amounts of information were given by doctors
about the diagnosis (when it was clear), possible
treatments, cause of symptoms, possible future
outcome. It was one of the main purposes of this
study to discover how much of this information
patients absorbed and were willing to use.
Most patients (29) said that they were satisified

overall with their visits, but most had some
complaints, such as long waiting times or
feeling rushed. Ten were critical of almost all
aspects; another 13 were happy about almost
everything. Patients found it easiest to comment
about the doctor in personal terms: the most
satisfied saying s/he was kind or caring, and the
most dissatisfied that s/he was clinical or matter
of fact. Patients particularly appreciated doctors
who seemed to take their time and were most
critical of those who appeared rushed or inter-
rupted them. Indeed, the most satisfied patients
did have, on average, longer consultations than
the very dissatisfied.
Few of the patients had prior experience of

hospital consultations, and in the interviews
before they attended the clinic most expressed
anxiety about their disease, about what might
happen at the clinic, and showed that they were
in awe of the specialist whom they had waited
weeks or months to see. After their appoint-
ments they said that they felt unsure of the
routines of the clinic and wondered if they had
said the right things-more than half felt they
had omitted important details and one third
believed the doctor had not understood the
severity of their problems.
An interesting example of the differences in

perceptions of clinic routines is given by the
physical examination. To medical staff the full
physical examination was an expected part of
the routine of investigating a rheumatic com-
plaint. To more than one third of the patients,
however, it was the most surprising aspect of
their visit. Some found it embarrassing, others
thought it unnecessary when their symptoms
were confined to their hands. Because it is such
an integral part of clinic routines the physical
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examination was usually just announced and its
purposes were rarely, if ever, explained to
patients.

Patients did not always understand the infor-
mation given by doctors in the way that it was
intended. Patients wanted doctors to under-
stand the severity of their problems as they
perceived them within the context of their
everyday lives. Doctors, however, tended to see
symptoms more in terms of biomedical criteria.
Doctors tried to reassure patients and give them
a positive outlook and so routinely said that the
patient's disease was mild and in the early
stages. Compared with other patients, this was
often the case, but for individual patients it did
not make sense. In their terms they were in
considerable pain, might have had deformities,
and feared for the future. The idea that this was
the 'mild' form of the disease or at its early
stages merely heightened their anxieties and
fears for the future-the opposite of what was
intended.
Many studies have concentrated on patient

recall as a measure of the success of consulta-
tions.20 In this study, however, it can be seen
that the ability to recall information does not
necessarily mean that patients will either accept
or make use of what they can recall. One half of
these patients could recall in detail almost
everything that happened in the consultation,
and one third could recall most things but
forgot some details. But nearly three quarters of
those who could recall almost everything either
disagreed with or rejected what the doctor had
said. For these patients the doctors' diagnoses
and advice failed to concur with their own
thoughts and opinions (lay beliefs).
As an example, one patient had been told by

his general practitioner that he had rheumatoid
arthritis. After reading books and talking to
relatives he came to the conclusion that he had
gout. When he went to the clinic the registrar
told him he had ankylosing spondylitis and
explained in great detail about the disease and
its treatments. The patient spent some time on
the ward receiving instruction about exercise
and was given two booklets. He remained,
however, convinced that he had gout. He
justified this by pointing out several symptoms
of ankylosing spondylitis that he did not have,
declared that doctors could not agree anyway,
and added that he would not do 'a lot of boring
exercises for the rest ofmy life', especially when
he was not convinced that they would help.
Being young and shy, the patient did not clearly
express his beliefs to clinic staff, and because
they went undetected, he was thought to be
non-compliant, unintelligent, and lazy.

Although consultations largely proceed
smoothly and without overt conflict, they do
not easily facilitate the transfer of information
from doctor to patient and vice versa. They are
formal events with set routines. Doctors feel 'at
home' in familiar surroundings, are usually
relaxed and, for them, the consultation is just
part of working life. For patients, however,
consultations are very different and difficult
experiences. Patients are usually unaware of
routines, anxious about their illness, in awe of
the doctor, and then find they have to talk about

intimate details and undress for a physical
examination. In the interviews with the re-
searcher at home patients were keen to talk
about all aspects of their illess, but in consulta-
tions they tended to be hesitant and quiet.
Despite their intentions to ask questions, few
managed any, even though most were given the
opportunity at the end of the consultation. One
of them explained: 'He put all the notes away
and is half way through the door and says, "Any
questions?" before I really had the chance to
think of any . . . You are still trying to sink in
what he has told you.'

Patient education: How can it be done?
Educating patients effectively about their
disease and its treatments is extremely difficult.
Doctors and patients approach consultations
from different perspectives, with different
views of illness and its severity, and often with
different sorts of knowledge about health and
illness. Doctors and patients also tend to differ
socially: whereas patients span the spectrum,
doctors are still mainly white, upper-middle
class men who communicate best with similarly
educated peers.2' 22 Consultations tend to be
one sided, controlled by doctors,23 and the
patients in this study found it difficult to tell
their stories. As a consequence their lay beliefs,
which are so important in determining be-
haviour, remained largely hidden from the
medical profession.
Any advice patients are given (lay or medical)

has to pass through the filter of their lay beliefs.
Occasionally, medical and lay views coincide
and patients are happy to accept the doctor's
advice and treatment. At other times they clash
and patients can be left confused, dissatisfied,
and sometimes critical of the doctor. Patient
beliefs may be different from biomedical
theories, but they are usually internally consis-
tent and rational in their own terms. They are
not static, but change in the light of new
experiences and the availability of believable
information. They can adopt scientific ideas but
only if they are credible (viruses are now as
much common sense as medical theory).

Patient behaviour is determined by several
factors. People weigh up the costs and benefits
of various options open to them before choosing
the most suitable. Medical advice thus has to
compete with a range of other suggestions, and
if not credible, may be dismissed. People's lay
beliefs determine what advice is reasonable, but
actions also have to be possible within the
constraints of everyday life. Some patients may
reject advice to rest because it does not make
sense-it makes them stiff. Others may reject it
because of family commitments, such as de-
manding children. It is important to elicit lay
beliefs to understand reasons for apparent non-
compliance.
Many doctors are becoming aware that the

consultation is not the most effective place for
patient education. As shown above, its formality
and impenetrable routines make it difficult for
patients. As patients are increasingly demand-
ing of information the response of many caring
rheumatology teams has been to set up didactic
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education programmes. Lectures are a familiar
format for medical staff, but for most patients
are an alien and uncomfortable experience.
They maintain the dominance of medical staff,
ignore patients' lay beliefs, and although they
claim to increase patient knowledge, there is no
guarantee that this will, in itself, have any effect
on behaviour.
Some rheumatology teams have introduced

other ways of educating patients, through clinics
led by specialist nurses or physiotherapists.
These move away from the fixed routines of
consultations and as patients feel less in awe of
non-doctors, these may prove to be more
successful. Group sessions have also been tried,
but they have produced conflicting results. This
might be because some patients will find such
sessions enormously helpful (Arthritis Care has
thrived on active groups), but others may find
them as difficult as lectures or consultations.
The clearest finding from this study to date

has been that most patients want to be more
active participants in their treatment. Most
want more information about such things as
the cause of arthritis, diagnosis, reasons for and
results of tests, prognosis. They are particularly
concerned to know about a wide range of
treatments-drugs, physiotherapy, and alter-
natives. Most want to know more about the
drugs they take: why they have been given a
particular drug, what side effects they might
have, for how long they should take them. If
they do not get the information they want
patients decide whether or not to comply based
on their lay beliefs and what they have managed
to glean (accurate or not).
Up to now the emphasis in many medical

specialties, including rheumatology, has been
on educating patients. This implies that patients
have little knowledge of their own and need
instruction."4 This intensive study of patients'
views has shown that there needs to be a change
of emphasis. On the whole, patients are not
ignorant and lacking in ideas and beliefs. Far
from it: they have detailed and well developed
lay beliefs, which may or may not concur with
medical theories, and which greatly influence
their behaviour. Many want more medical
information and to become more equal partici-
pants in their treatment. There will always be
some who want the doctor to take total charge,
but these are a very small proportion.
What is needed, then, is information pro-

vision. Information about all aspects of arthritis
and its treatments should be made available to
patients so that they can choose what to make

use of in order to make informed decisions
about their health. It needs to be given in
jargon-free language and in informal ways that
are separate from, but complement, medical
consultations. Leaflets can be useful, but a
sympathetic person (not a doctor), who could
spend some time with patients discovering their
lay beliefs and explaining about arthritis and
treatments, would be better. Provision of infor-
mation for patients could then become an
important and integral part of treatment by the
rheumatology team, and patients would be
better able to make informed choices about
their treatment.

The project on which this paper is based was funded by the
Arthritis and Rheumatism Research Council.
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Does patient education in rheumatoid arthritis have
therapeutic potential?

Marian Tucker, John R Kirwan

Rheumatoid arthritis (RA), a common and
serious condition, can be viewed as a model for
chronic disease in general. In addition to its
chronic nature, RA is characterised by uncertain
disease progression and an unpredictable course
of exacerbations and remissions. While there is
as yet no cure, there is evidence that various
medical interventions may ameliorate its effects.
In addition, the management of RA often
results in the patient coming into contact with a

large number and variety of health professionals
and in learning complex physical and medical
therapeutic regimens. For many patients their
pain, disability, deformity, and reduced quality
of life persist in spite of treatment. There is
clearly room for new approaches to enhance
current treatment effectiveness. Patient educa-
tion is one such approach that is thought by
many to be beneficial in helping patients to cope
and cooperate with their disease and its complex
management. "

There has been increasing research in the
field of patient education, and major reviews of
published studies have been conducted by
Mazzuca on the value of education in chronic
disease in general5 and more recently by
Mullen6 and Lorig on education in arthritis.7
In the current climate of rising health care costs
and audit it is important to justify the effective-
ness of patient education. Thus it may be useful
to distinguish between patients' 'right' to know
more about their disease and its management
and the health benefit they might receive from
increased knowledge. Many would argue that
patients do have an inherent right to informa-
tion, and studies have shown that patients do
want to know about their illness,8-0 but this in
itself does not imply that education should be
automatically included in management. Like
other interventions it should be viewed in terms
of its efficacy and adverse effects. If beneficial
effects can be shown then it should be recognised
that patients do have a need to know for the
sake of their health, and education should be
regarded as part of routine management. This
paper reviews some published patient education
programmes and critically analyses whether
patient education in arthritis can yet be justified
in therapeutic terms.
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University Department
of Medicine,
Bristol Royal Infirmary,
Bristol BS2 8HW
M Tucker
J R Kirwan
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Justifying education programmes
Green defines patient education as including all
planned educational activities aimed at assisting
patients in achieving voluntary health behaviour
changes.'1 It assumes the acquisition of
knowledge, skills, and attitudes in order to
effect these changes. Education programmes

Table I Questions to ask when assessing a patient
education programme

Are the educational objectives appropriate?
Are the educational methods appropriate?
Have the educational objectives been achieved?
Has there been therapeutic benefit?
Are there adverse effects?
What is the resource cost?

can be assessed as outlined in table 1. These
assessments relate, firstly, to the internal edu-
cational coherence of the objectives of the
programme, the methods used to attain them,
and their success; and, secondly, to the achieve-
ment of the external standard of therapeutic
benefit measured in clinical rather than edu-
cational terms. This potential effect of edu-
cation on disease outcome is of prime concern to
both patients and health care providers. Trying
to discover if there has been improvement in
health status and quality of life as a result of
taking part in an educational programme has
often been beyond the scope of many published
reports, partly because the time taken to show
such effects is prohibitive and partly because of
failure to perceive the need to show explicit
therapeutic efficacy. When it is not possible to
evaluate therapeutic outcome the attainment of
educational objectives which seem appropriate
may provide at least some guide to likely
efficacy.

A review of some published programmes
ARE THE EDUCATIONAL OBJECTIVES APPROPRIATE?
Owing to the complex nature of RA and its
management and because no one course of
treatment has proved to be consistently effec-
tive, the objectives of patient education pro-
grammes have shown wide variation. Table 2

Table 2 Knowledge, skills, and attitudes considered in
patient education programmes

Knowledge
Disease process and medical management4 14 15 17 28 29
Drugs4 14 15 17262829
Nutrition4 14 Is 28 29
Exercise/joint protection4 4 15 17 28 29

'Quackery'/alternative treatments4 '5 28 29
Community resources'4 15

Skills
Exercise4 14 28 45-48 57
Joint protection/energy conservation/work simplification'4
Relaxation/stress management4 23 24 49 50
Drugs4 14 15 28
Sleep4 14 15 28 49
Communication with doctors and family4 '4

Attitudes
Coping54Problem solving/goal setting48 58
Stress management'4
Self efficacy50
Self esteem6'
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shows some of the major areas considered. This
list is not exhaustive but represents those
objectives most commonly reported in pub-
lished studies. One of the key components in
developing an education programme is that the
content should be based on the needs and
beliefs of those receiving education,7 9 10 12
enabling new information to be built on to and
into these existing beliefs. Divergence of
opinions between patients and health providers
about the importance of various aspects of the
disease, its management, and treatment has
been clearly shown.9 10 3Formulating an agreed
agenda between the patient and the educator is
therefore clearly essential. Mazzuca suggests
that patients do not need to know about the
pathophysiology of their disease,5 but in a study
by Silvers patients themselves rated patho-
physiology and diagnostic procedures as very

important. 0 The importance of considering
measures to reduce pain and disability is
generally accepted as the highest priority, but
it is not surprising that there is a variation in
needs and beliefs when different cultures,
customs, races, and geographical settings are

studied. This re-emphasises the importance of
recognising these factors when formulating a

suitable curriculum. Only Lindroth,'4 Goep-
pinger,'5 and Lorig'6 report that they have
assessed patient needs when designing their
education programmes.

It is necessary to consider the appropriateness
of and justification for the various educational
objectives included in the programmes. Poor
levels of knowledge have been noted in patients
before the start of education.'4 17 This is often
in the face of a long disease history and patient
experience of regular contact with health profes-
sionals. Williams and Wood suggest that this
lack of understanding of the medical model of
illness is not ignorance on the part of patients,
but rather that they have their own well
constructed but non-medical models of illness. 18
The implication here is that knowledge should
not only make sense scientifically but should
also fit into a valued framework of patients' life
events on which is based their own illness
explanation. Although many programmes
emphasise medical knowledge, there is in fact
little evidence to support a causal link between
knowledge, behaviour, and health outcome. If a
better informed patient is the aim of the
programme then almost all are successful in the
short term,7 with the improvement maintained
for up to two and a half years in one long term
study.'9 Programmes concentrating on gains in
knowledge alone are rarely successful in
improving health, however.5

Skills and behaviours thought to be beneficial
in arthritis are a second major component of
education. There are many skills widely held as

being of therapeutic value and those most
commonly included in programmes are listed in
table 2. Evidence from controlled trials to

support their therapeutic value is weak and in
some cases non-existent.

Exercise is commonly taught and is a routine
part of management, yet few studies have been
conducted in this field. A recent study did show
a reduction in the number of swollen joints with

no adverse effects for patients with moderately
active RA undergoing aerobic training.20 An
uncontrolled trial on quadriceps exercises for
osteoarthritic knees demonstrated improved
function,2' but whether this is also true for
patients with RA is not known.

Relaxation is another common practice and
has been shown to produce significant pain
relief in patients with osteoarthritis,22 but again
evidence that relaxation in RA is consistently
efficacious is inconclusive. Many relaxation
methods require a person to rest physically in
order to practise relaxation, and rest itself has a
beneficial effect. Randomised controlled trials
by Randich23 and Shearn24 showed no improve-
ment in pain in patients practising relaxation
techniques.

Instruction in joint protection is another
intuitively sensible part of management, but
here again the evidence for its success is weak.
A review by Agnew concludes that the effects
of joint protection on pain and stress, inflam-
mation, and the prevention of deformities have
yet to be shown.25
The therapeutic effects of drugs are well

reported, but it is the question of cooperation or
compliance with drug regimens' which is of
importance in education programmes. In one
study only six of 32 patients with early RA
reported taking the number of tablets prescribed
by their general practitioners.9 Drug information
leaflets combined with verbal advice as a
method of improving knowledge and compli-
ance have been tested and gains in knowledge
reported.26

Attitudinal objectives have recently attracted
more attention and are coming to be regarded
by some as important variables in the outcome
of disease. Health professionals and patients in
general disagree about the importance of the
psychosocial content of education. Although
depression,'3 ' fear and anxiety,'3 self aware-
ness,'4 communication skills,'0 14 and stress
management'4 have all been cited by patients as
topics for inclusion in education programmes,
they are considered to be of much lower
importance than pain and disability.'0 13 The
logic of RA suggests that psychosocial conse-
quences of arthritis are likely to be secondary to
the biologically obvious effects of pain and
disability. It seems reasonable, therefore, to
argue that programmes which focus solely or
primarily on psychosocial factors may have
inappropriate objectives.

ARE THE EDUCATIONAL METHODS APPROPRIATE?
As important as the content of a programme are
the various processes and methods by which it is
presented. Table 3 lists some of the approaches

Table 3 Teaching methods used for patient education

Small group work
Individual teaching
Computer assisted instruction
Didactic
Interactive
Lay-led groups
Professional-led groups
Home study
Passive instructional (booklets, audio-visual programmes)
Reinforced
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used. Work in the field of adult education has
shown that an interactive learning approach is
more acceptable and successful than a didactic
style, particularly when working with mixed
ability groups.7 27 This has been confirmed in
chronic disease5 and arthritis.7 There is little
difference in effectiveness between lay-led
groups and professional-led groups.28 Computer
based education29 and home study methods3"
show promising results but need further investi-
gation. Although an individual approach is an
effective method of gaining knowledge,'7 small
group work is more effective at changing
attitudes and behaviours. 2 Investigations of the
routine provision of information leaflets26 3' 32
have only examined gains in knowledge. Rather
surprisingly, a reinforcement programme which
provided 'refresher courses' for patients did not
show any improvement over the gains made
during the initial education programme.33

HAVE THE EDUCATIONAL OBJECTIVES BEEN
ACHIEVED?
In one review 94% of studies measuring changes
in knowledge demonstrated improvement,7
suggesting that most programmes are compe-
tent at teaching patients facts. In most studies
changes in skills are evaluated by self report of
behaviours, assuming that patients have been
using their skills correctly and as frequently as
they say. Budesheim et al did, however, ask
patients to demonstrate their skills.34 Although
the actual use of skills is of greater importance
than the ability to demonstrate them, unless the
skills are checked as part of the assessment
method it cannot be assumed that they are
performed correctly. Given this reservation,
77% of studies measuring changes in self-
reported behaviour showed increased use of
skills. Instruments (questionnaires) have been

Table 4 Effects of rheumatoid arthritis on quality of life

Dimension Size of RA effect

Mortality +
Discomfort

Physical ++
Mental +/

Disability
Physical + +
Mental

Costs +

developed to explore the various psychological
aspects of arthritis2' 353' and have been used to
assess patients. Success in changing attitudes is
less consistent than for knowledge and skilts,
though more than half of the studies measuring
the achievement of attitudinal objectives
showed improvement.7 Outcomes for coping
(managing to continue with life despite the
difficulties of illness), anxiety, and self efficacy
(belief in the ability personally to do things
which improve illness) were more positive than
those for depression and loss of control.

HAS THERE BEEN THERAPEUTIC BENEFIT?
Therapeutic benefit shown by an improvement
in the 'quality of life' must remain the final
arbiter of efficacy. Table 4 outlines one con-

venient classification of the main effects of RA
on different dimensions of a person's quality of
life. Although measures of disease activity using
a variety of clinical tests are sometimes used to
assess the results of education programmes, it is
of greater importance to measure the effects on

those variables that directly impinge on a person

with arthritis. Particular attention should be
paid to the aspects which are affected to a

greater degree by RA-physical discomfort
(pain) and disability.
No attempt has yet been made to measure

alterations in mortality in RA as a result of
patient education, yet educational achievement
has been shown to be a strong predictor of
subsequent mortality.38

Pain, joint count, morning stiffness, and
global health scores can all be used as measures
of physical discomfort, pain being the most
important. A number of studies (outlined in
table 5) have reported pain reduction after
educational intervention. Others have failed to
show these improvements,'4 24 39 including one

study28 which was based on the Arthritis Self
Management Course,40 adopted by the Arthritis
Foundation for use throughout the United
States. In a study by Parker an increase in pain
was reported after traditional patient educa-
tion.39 These inconsistent findings may in part
be explained by the shortcomings of the assess-
ment tools employed,4' but it has been argued
that pain may not be an optimal measure for
assessing the effectiveness ofpatient education. 14

Table S Studies showing pain reduction by patient education

Author Study design Measure Intervention

Bradley et al2 Randomised and controlled Visual analogue scale (VAS) Biofeedback.
with testing before and after Cognitive-behavioural

group therapy
Lorig et atP Randomised and longitudinal Ordinal scale Arthritis self-management course

(20 months)
Lorig et als Randomised, controlled, VAS and ordinal scale Arthritis self-management course

longitudinal (4 months)
Minor et aP45 Randomised, controlled, Not known Physical conditioning, exercise

longitudinal (12 weeks)
O'Leary et aP°0 Randomised, controlled, Not known Cognitive behavioural training in

testing before and after coping techniques, relaxation,
pain strategies, and goal setting

Perlman et at' Test of 3 groups before AIMS* Low impact aerobic dance/exercise
and after and problem solving education

Goeppinger et al'5 Randomised, controlled, Composite score using VAS, Small group lay-led arthritis
longitudinal (12 months) ordinal scale, and Gracely self-care intervention

pain scale

*AIMS=arthritis impact measurement scales.
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Pain may act as the limiting factor to normal
daily activities, so that the final result of a
programme might be to increase function with-
in the same pain threshold. Although there may
be many beneficial outcomes from an educa-
tional programme other than pain relief, it
remains the most important concern of patients
with arthritis.7 9 14 Thus it should surely be
assessed either in terms of a person's perception
of pain or their ability to control pain.

Results of studies of the impact of RA on a
person's psychological status (mental dis-
comfort) are not consistent51 58 and caution is
required when judging the success of patient
education interventions in affecting these vari-
ables. When studies do measure psychological
status an improvement is often shown. More
recent results suggest that there is little differ-
ence in psychological status between patients
with RA and those with other chronic dis-
eases,42 but factors such as perceived helpless-
ness, social support, and self efficacy are
important mediators in patient education and
predictors of future disability and pain.30 43 44
Physical disability measures include functional
assessments, physical assessments, walking
time, and grip strength. In the 76 programmes
reviewed by Lorig7 45 measures of physical
disability were reported, of which 27 showed
improvement. In an additional study patients
reported increased functional ability one year
after completing an education programme.'4
Programmes emphasising exercise and physical
training have consistently shown improvements
in physical health status.45'8 Only one study by
Achterberg et al reported negative findings after
education.49 Other characteristics of pro-
grammes successful in improving function were
those emphasising problem solving,48 self-
management activities,'4 16 coping,50 and self
efficacy.50 Other studies have, however,
failed to show positive outcomes for physical
status.15 24 28 39 57 It might be further argued
that given the progressive nature of RA, the
absence of a decline in function may be inter-
preted as evidence of programme success.7 30
Furthermore, reports have not yet considered
the possibility that although potential function
remains unchanged, actual function-that is,
the degree to which patients use their potential,
might have improved.

ARE THERE ADVERSE EFFECTS?
Possible adverse effects after education have not
been well reported. It has been suggested that
for patients with a recent onset of chronic illness
information may lead to increased depression.9
Heightened levels of helplessness and fear are
other potential reactions.53 Where the content
of a programme does not relate to the beliefs of
the group or individual confusion may result.9
Fostering a misplaced sense of personal respon-
sibility for the development and care of their
arthritis may be potentially harmful, and edu-
cation as a substitute for standard medical care
should be avoided.53 Attempts to encourage
changes in lifestyle, work practices, and psycho-
social variables may also have detrimental effects
on both personal and work relationships.

WHAT IS THE RESOURCE COST?
For patient education to justify its place as a
routine part of patient management requires
proof of its cost effectiveness. Although many
studies suggest beneficial therapeutic and sub-
jective improvements, they are presented in a
way which makes it difficult to quantify their
financial balance. The cost of providing an
education programme is often omitted from
reports and a subsequent reduction in the
demand for health service resources has yet to
be shown. Measures that might be assessed
include: the number of visits to doctors; hospital
admissions; paramedic treatment; and drug use.
In addition, changes in lost income or in social
support might be included. In one study the
number of visits to a doctor was reduced by 35%
over 20 months of follow up.33 Although
outcome cost savings are difficult to measure,
input costs can be estimated. For most pro-
grammes the major cost is health professional
time per patient and of those studies that report
either time or number of patients in each group,
the average cost is about 12 hours per pro-
gramme or one and a half hours per patient. In
the United Kingdom this is about £12 per
patient based on current senior paramedic/nurse
salary scales. This figure rises when pro-
grammes are individualised to two and a half
hours per patient (£20). Where programmes
concentrate on objectives such as stress and pain
management, coping strategies, and relaxation
there is a further increase ranging from 10 to 80
hours per programme, but information on
group size has not been provided and compara-
tive costs cannot be calculated. In some pro-
grammes costs can be reduced by the use of
trained lay leaders28 30 and home study methods.
Although capital costs may be high, computer
based education subsequently requires little
input from professionals. At present the cost
of providing education must be viewed as
additional expenditure but when placed in the
context of other medical expenses, even minor
therapeutic benefit would make it cost effective.

Summary of review
Rheumatoid arthritis is associated with a severe
negative health status having major adverse
effects on individual patients and society as a
whole.42 Although the therapeutic efficacy of
many currently used treatments still needs to be
better established, patient education has been
shown to enhance these treatments, as judged
by improved knowledge and behaviour.
Improvements in pain and function are less
consistent. The mechanisms by which edu-
cation works are still not fully understood.55
Those programmes which have been shown to
have beneficial outcomes in influencing health
status14-16 4648 50 54 55 have the following
characteristics:

* They are related to the needs and beliefs of
the patients taking part

* They emphasise the relief of pain and dis-
ability

* They use interactive teaching methods in
group settings
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Table 6 Informatwn required to assess reports about patient
education

Aims and objectives of programme
Teaching methods used
Overall study design
Patient population
Evaluation instruments
Sample size
Concurrent treatments
Resource costs
Adverse effects

* They develop self-management techniques,
problem solving, and self efficacy

* They employ exercise training.
Clearly many of the reports reviewed above

do not include sufficient information on which
to base an adequate assessment of the utility of
the education programmes which they advocate.
Table 6 lists the main areas which should be
included in future reports. A randomised,
controlled, longitudinal trial is probably the
best overall study design, though alternatives
have been proposed.7 About one third of the 64
RA education studies reviewed by Lorig were
controlled and randomised. In view of the
relation between patients' background and their
educational needs, patient selection is an impor-
tant aspect of programme assessment. The best
patient sample will be representative for sex,
disease duration, functional status, socio-
economic status, and education level. Non-
representative groups have often been used-
for example, one sample comprised low income
male veterans who had had their arthritis for 14
years and were of a low education level,56 while
another was predominantly female with a disease
duration of less than five years and high
educational achievement.29 The use of validated
assessment instruments is particularly impor-
tant when measuring psychosocial variables as
many scales are not designed to be used in the
presence of somatic complaints such as those of
arthritis. Sample size should be appropriate to
that required to detect clinically useful effects,
and few reports include details of concurrent
treatments. When education is only one part
of a multidisciplinary team management any
changes in drugs, use of paramedical services,

Table 7 Objectives of the Bristol patient education programme

By the end of the programme the patient will:

Knovledge
1 Describe the variable nature of rheumatoid arthritis
2 Explain the effects, side effects, and regimens of the drugs they are taking for arthritis
3 Explain the simple principles of exercise for mobility and strength
4 Understand that people with arthritis get anxious and depressed, that this is variable, and that

there are ways of coping with these feelings
5 Explain the simple principles of joint protection
6 Know that there is a list of agencies/individuals to contact for help for their arthritis and related

problems
7 Know the basic principles of relaxation and of hot/cold treatment
8 Describe the features of a chair most appropriate for their condition

Skills
9 Demonstrate the use of hot/cold treatment safely
10 Demonstrate principles of joint protection using a tap, and other everyday objects
11 Demonstrate exercises for mobility and strength in the knee and one other appropriate joint
12 Design a daily programme which incorporates rest and activity
13 Demonstrate correct self medication

Attitudes
14 Believe they can reduce their pain by adopting self help techniques
15 Believe that adopting changes in their lifestyle and environment will be beneficial
16 Feel less anxious and depressed
17 Feel more in control

and other treatments for both control and
experimental groups should be reported. In
short, to justify the therapeutic benefit of new
innovations in education the same standards
should apply as those used for other thera-
peutic manoeuvres. Many researchers in this
field are now aware of these problems and
randomised controlled studies are being
adopted. 15 16 24 28 39 47 50 Work on refining
measurements of such variables as pain, dis-
ability, self efficacy, helplessness, coping, and
social support is continuing.

Current attempts to promote patient
education in the United Kingdom
Most reports on the education of patients with
arthritis have been published by workers in the
United States and, more recently, in Australia.
Because of differing cultural and social circum-
stances, health care systems, and patient ascer-
tainment it is difficult to apply these findings
directly to a United Kingdom population or to
use some of the available educational materials
appropriately. Only two of the studies reviewed
were conducted in the United Kingdom26 31
and both had limited and specific objectives.
This does not, however, indicate a lack of
interest or activity in the United Kingdom, but
rather a failure to evaluate, record, and publish
those projects which have been undertaken.
Our own (far from exhaustive) personal in-
quiries have disclosed developing or operating
programmes soundly based on the assessment of
patient needs and the use of appropriate adult
education methods in four cities (Salisbury,
Bath, Leeds, and Newcastle), all directed
towards the alleviation of symptoms. The
development of a patient education programme
in Bristol illustrates one approach.
The programme was designed for patients

with acute flares of their RA who were admitted
to a small eight-bedded rheumatology ward for
bed rest, assessment, re-evaluation of treat-
ment, physiotherapy, and occupational therapy
review. Pilot studies were performed to gauge
the knowledge, skills, and attitudes of these
patients, and showed their preoccupation with
pain relief by drugs, their low level of 'medical'
knowledge, and their feelings of anxiety,
depression, and loss of control of their lives.
Based on the published material available
(reviewed above), the advice of experts in
mental health and adult education, and the
results of the pilot studies, a patient education
programme was devised considering the objec-
tives shown in table 7. The aim of the pro-
gramme is to provide basic knowledge, practical
skills, and appropriate attitudes which will help
patients with RA to improve their function,
reduce their pain, reduce their use of health
service resources, and take greater control over
their lives. It is hoped that these benefits will
manifest themselves over the months and years
after the education -programme. The course
consists of seven group sessions, many indivi-
dual patient interview or instruction sessions,
and the ward self-medication scheme. It accom-
modates the need for many patients to rest in
bed during their first week in hospital, and

426

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://ard.bm

j.com
/

A
nn R

heum
 D

is: first published as 10.1136/ard.50.S
uppl_3.409-a on 1 June 1991. D

ow
nloaded from

 

http://ard.bmj.com/


Does patient education in rheumatoid arthritis have therapeutic potential?

allows a number of topics to be introduced on a
personal basis before they are dealt with in
group sessions. It requires a commitment of 11
hours a week from the programme organiser but
has almost no other resource requirements.
The programme has been implemented as

part of a separately funded research project
which aims to test if the patient education
programme fulfils its educational objectives in
the short term; to test the feasibility and
practicality of running the programme success-
fully as part of routine inpatient management;
to discover if it is acceptable to both patients
and staff; and to assess the resources that would
be required for continuing implementation of
the programme. To evaluate the effectiveness of
the programme the ability of patients to meet
the objectives is tested at the beginning and
end. The tests include a multiple choice ques-
tionnaire, interviews, the demonstration of
skills, the Hospital Anxiety and Depression
(HAD) Scale, and the Arthritis Helplessness
Index.

Although this is a small uncontrolled study,
preliminary results are encouraging and suggest
that moderate but definite improvements occur
in most patients' knowledge, skills, and atti-
tudes. Should the final results confirm this
impression then the patient education pro-
gramme should be subject to a controlled trial.

Moving forward
In addition to the general need for evaluation
of implemented or proposed education pro-
grammes, there are a number of specific issues
which need to be considered. Is it possible to
identify those patients most likely to benefit
from education? At what stage in the disease
process should we intervene-would too much
education too early in the disease be counter-
productive? What setting-for example, in-
patients with a flare up or outpatients in a
community setting when they are in less pain-
is most conducive or practical? Can we provide
more clear cut evidence from controlled trials to
establish which exercises and joint protection
practices have greatest therapeutic value? What
are the most cost effective methods of delivering
patient education?
We expect that as the enthusiastic specific

interest groups for nursing and the para-
medical professions in rheumatology develop
and the medical profession offers increasing
recognition and support for patient education
these questions will be considered, and edu-
cation will be able to make an effective contri-
bution to the management of people with
arthritis.

Ms Tucker and the development and testing of the Bristol patient
education programme were supported by the Bristol and Weston
Health Authority and the Arthritis and Rheumatism Council.
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Role of health professionals in patient education

Jan A Maycock

Patient education is topical in the 1990s, with
some medical specialties having had longer
experience of education than the specialty of
rheumatology. Education of diabetic patients is
perhaps the best example. The way in which
members of a multidisciplinary team are pre-
pared in the skills of teaching patients should
perhaps be questioned. Little has been published
on the skills required for education of patients
in the United Kingdom, and what little there is
seems to confuse the skill of teaching with the
art of counselling.
The training curriculum for medical students,

student nurses, and student physiotherapists
makes little reference to this subject, though the
new format of nurse training-Project 2000'-
places a heavy emphasis on health education.
Other encouraging moves have been made in
rheumatology with post basic courses in rheu-
matology nursing, which have for a number of
years included patient education skills. A new
validated course for post basic physiotherapists
in rheumatology, organised by the Association
of Chartered Physiotherapists, Staffordshire,
has also placed much stress on these skills.

Additionally, there is much evidence to indi-
cate that many patients are dissatisfied with the
amount and type of information given to them
by health professionals. For example, the reports
published by the health ombudsman2 criticise
health professionals, particularly doctors and
nurses, for their poor communication skills.
The specialty of rheumatology in the United

Kingdom has derived its methods of educating
patients primarily from the experience of other
specialties and from the United States.

Care must be taken in setting up systems for
patient education to ensure that the professionals
appointed to these positions have the correct
training and skills. Unfortunately, it has often
been the case recently that nurse specialist posts
are graded at staff nurse level. This means that
the applicants are immature and do not have
sufficient experience. The new clinical career

structure for nurses should mean this poor
practice of 'cheap labour' will be eradicated.

Community Health
Services,
11 Orford Road,
Walthamstow,
London E17 9LP
J A Maycock, senior nurse
manager district
nursinglquality assurance
and consultant in
rheumatology nursing

Multidisciplinary team
Patient education can be a 'mine field' of
potential problems for members of the team
involved in this education if the team is without
unified direction. The Royal Commission on
the NHS3 identified the following possible
difficulties: (a) leadership of the team; (b) the
nature of the corporate responsibility of the
team and its effect on the responsibility of
individual members; (c) confidentiality and

communications; (d) legal aspects of these
matters.
The report also suggested that 'the difficulties

seen in a multidisciplinary approach are more
attributable to interpersonal jealousies than to
anything more solid'. These jealousies may arise
from such issues as the challenge to the tradi-
tional supremacy of doctors, the increasing
assertiveness of nurses, the development of new
psychological treatments, and the creation of
new professional roles, such as the nurse prac-
titioner.
An understanding of the role of all members

of the team is obviously a fundamental requisite
in establishing patient education strategies, to
enable members of the team to trust the
professional expertise of the other members.
Brunner and Huffington4 used experiential
techniques to show that occupational therapists,
for example, felt that they were a group that was
misunderstood and abused by other team mem-
bers, who merely used them '. . . to keep
patients quiet by weaving baskets'. It is easy to
find many more examples of inappropriate
referral within a team from one professional to
another-perhaps the most common is the
inappropriate referral for physiotherapy. Such
referral is a waste of already overstretched
resources and, additionally, sends patients a
double message, completely negating the effi-
cacy of the education programme, and perhaps
giving unrealistic expectations of the possible
results of treatment.

Coordination of patient education strategies
Shared care of patients with rheumatic disease is
often current practice. This obviously offers a
more complete and comprehensive approach to
care but may m-ean that diverse information is
given to them. Careful planning is needed in
establishing education programmes as all too
often these programmes are seen just as the
domain of hospital therapists. This is unrealistic
as the major proportion of patients' time is
spent in the community where they seek advice
from a whole plethora of different health per-
sonnel. For example, one patient may require
treatment in the hospital outpatient department
by a- rheumatologist, physiotherapist, nurse
specialist, occupational therapist, and dietician.
In the community the patient may also be
treated by a general practitioner, practice nurse,
district nurse, chiropodist, and pharmacist. The
list is exhaustive with the poor patient as the
central pivot around which all these professionals
give a slightly different slant to the problem in
hand.
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Key roles in patient education
Coordination of the multidisciplinary team,
especially in hospital, has traditionally been the
domain of doctors. Consideration of the
problems which hinder and fragment the team
approach to patient education suggests that it
may be preferable to choose another health
professional to sort out problems and provide a
link between the community and hospital.
Before considering the way in which such a
health professional can assist the learning process
for patients the history of nurse specialists
requires some comment.
The concept of an expanding role for nurses,

which is embodied in the title 'specialist nurse',
is not new. Certainly, Florence Nightingale and
Bedford-Fenwick in the United Kingdom, and
Lilian Wall in the United States reflected a
scope of practice akin to that of today's 'new'
practitioners. Florence Nightingale5 felt that a
knowledge of nursing should concern itself with
'how to put the constitution in such a state as
that it will have no disease, or that it can recover
from disease', and viewed this as different from
medicine. She placed great emphasis on clinical
practice as the means of learning the art of
nursing and stated, '... . nothing but obser-
vation and experience will teach us the ways to
maintain or to bring back the state of health
...'. Although observation and experience did
become a vital part of nursing, it was used to
assist the doctors and to meet the needs of the
institution rather than to develop the science of
nursing.

Influence of specialisation on the nursing
profession
The first nurse specialists were clinical nurse
specialists in psychiatry, in the United States, as
early as 1958. Also, in the United States in the
early 1960s nurse practitioners emerged, whose
controversial role was to fill the gap in health
care in poor rural areas where doctors could not
be recruited to work.

Nursing specialisation is slowly coming of age
in the United Kingdom, and has been acclaimed
by a plethora of reports and reviews; perhaps
the best known of these are the Briggs report,6
the neighbourhood nursing review,7 Project
2000,1 and, more recently, A Strategy For
Nursing.8 It is therefore not surprising if
nurses, health professionals, and the public are
confused by the varied titles for specialist
nurses, many of which tell little about the job.
Thus, for example, the United Kingdom
Central Council for Nursing perceives the
specialist practitioner as follows: '. . . We
envisage a range of specialist practitioner roles
in the hospital and the community. Some of
these will be disease linked, others will repre-
sent specialist knowledge in nursing interven-
tions or in health promotion. . . A number of
specialist practitioners will develop additional
skills and become team leaders who will work
with a group of registered practitioners in a
particular area of practice. They will act as
resource persons for, and managers of, their
groups'.

The Department of Health nursing division
career development project group in its report

to the NHS management board recently,
recommended that a role entitled 'senior clinical
practitioner' should be analysed and developed.
This provides another conceptual framework
around the role and a further variation on the
title for the public.

Care must also be taken when eliciting the
meaning of the neighbourhood nursing review,7
which mentions the nurse practitioner move-
ment in America. Bullough has indicated that
some American nurses practise as substitute
doctors, diagnosing and treating patients,
whereas others expand and advance the role of
nursing rather than adopting a medical model.9
The perplexities of the specialist role nation-

ally are reflected in the job vacancy columns,
where all to often it seems that the 'left overs'
are brought together under the fancy title,
'specialist nurse'. There is a need, therefore, to
define clearly the term 'nurse specialist'. Perhaps
the way forward is to define the role of clinical
nurse specialist and nurse practitioner separately.

In the United Kingdom the role of clinical
nurse specialists has been developed in many
instances medically or with emphasis on a
particular disease. Nurses, through advanced
study and training, acquire knowledge above
that expected of general nurses, which enables
them to consider various alternatives when
explaining the condition of a patient, predicting
the future course of events, and prescribing
nursing actions. In this country the work of
clinical nurse specialists in diabetes nursing,
psychiatry, and stoma care is perhaps the best
known.
The rheumatology nurse practitioner role in

the United Kingdom is complex and confusing
as all too often this title is given to posts derived
from a medical need and therefore focuses on
signs, symptoms, pathology, prognosis, and the
course of diseases. This disease oriented
approach attends to the structure and functions
of the body rather than to the total patient.

This role has been most effective when it has
developed out of patients' needs. Thus, for
example, Stillwell showed that the therapeutic
value of the service of the nurse practitioner in
general practice was different from but comple-
mentary to that of the general practitioner.'0
Burke-Masters describes another such example"
among homeless and destitute men denied
access to proper primary care by general prac-
titioners. The need of these patients was the
impetus for the development of her role as a
nurse practitioner within the primary medical
care project in the East End of London.

It is important to remember that only nurses
who hold the responsibility for a complete
caseload of patients are nurse practitioners in
the truest sense of the word. One or two posts
exist in rheumatology but, generally, they are
rare. The use of such nurses in rheumatology is
growing nationally, however, and interestingly,
many of these posts originated owing to patient
need"2-demands for information on the rheu-
matic diseases were increasingly made of
already overstretched rheumatologists by
patients attending outpatients. Only a small
number of nurse practitioners in rheumatology
provide a link between hospital and community

430

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://ard.bm

j.com
/

A
nn R

heum
 D

is: first published as 10.1136/ard.50.S
uppl_3.409-a on 1 June 1991. D

ow
nloaded from

 

http://ard.bmj.com/


Role ofhealth professionals in patient education

and coordinate an effective extended team
approach to patient education, however.

Metrologists
Metrologists should also play a significant part
in patient education as they not only have the
opportunity to discuss with patients the nature
of proposed treatments but can also demon-
strate the efficacy of treatments with subjective
clinical assessments. Metrologists enable patients
to feel that they are fully involved with the
course of treatment with some say in its
effectiveness, thus returning some control to the
patients. Lack of control is often considered a
major problem by those with a chronic disease.

This role is an interesting one as it is often
carried out by different health professionals,
such as occupational therapists, physiothera-
pists, and nurses. There is a division of opinion
as to which group provides a more subjective
assessment. Some think that it is difficult for
nurses to be subjective as they have too great an
understanding of pharmacology and therapeutic
response. The metrologist and the nurse prac-
titioner should work extremely closely as they
perhaps will be the health professionals who will
carry out the most intensive part of individual
education programmes in the hospital out-
patient department, general practitioner's sur-
gery, and in the patients' homes.

Extended team
As previously stated unless interprofessional
jealousies are guarded against the process of
patient education will be severely interrupted.
The team should frequently reappraise its edu-
cation philosophy to allow efficient overlap of
expertise rather than conservative protection of
role definition. The qualities and experience of
individual professionals should be taken into
account alongside the realistic time allowance
each member can put into the programme.

This networking and interlocking between
health professionals can save much confusion
for patients. For example, the patient who is
being helped to understand the nature and
course of his osteoarthritis and the realistic
treatment options can be prescribed a simple
analgesic by his doctor, who gives a simple
explanation of the differences between these
and non-steroidal anti-inflammatory drugs. The
patient then sees the nurse specialist, who
reaffirms this information, describes the disease,
assesses the patient's body weight, and asks the
dietician to advise on a reducing diet. The nurse
can then provide support to aid compliance.
The nurse can teach the patient about the
importance of keeping muscles toned and, if
necessary, refer the patient to a physiotherapist,
who will assess and determine the individual
treatment programme and carry it out. The
physiotherapist's treatment will centre very
much on education, and the patient can then
pass back to the care of the nurse for reinforce-
ment of this treatment regimen.

Sadly, this example of good practice for
patients with osteoarthritis is not always fol-
lowed for reasons which are often complex and

controversial. All too often a general prac-
titioner or the media might have given this
patient unrealistic expectations of his hospital
consultation. The patient will perhaps arrive in
the hospital outpatient department expecting
the rheumatologist to have a super new wonder
drug up his sleeve for the treatment of osteo-
arthritis or may think that a course of physio-
therapy will arrest the disease and remove
symptoms. Published reports often state that
patients recall most easily information they
consider to be important. Therefore it is vital to
try to change or to modify patients' initial
unrealistic expectations of outcome or treatment
available. A treatment such as physiotherapy,
for example, should not be used simply because
it is difficult to send patients away without
anything. Such a practice renders the education
programme useless and causes other team
members considerable management problems
in the future.

Patients' problem areas
The team will have to assess each patient's
individual educational needs holistically as
many of the patient's sociological, ethnic, and
environmental needs must be considered to
enable a suitable plan of care to be drawn up.
The response to illness differs greatly between

patients. Mechanic describes illness behaviour
as the patient's perceptions, feelings, and
actions, which show the meaning of his symp-
toms, disability, and the resulting consequence
on his daily life.'3 So it is clearly evident that
before embarking on any form of educational
regimen the responses of patients with rheu-
matic disease to their illness need identifying.
The educational strategy can then be tailored to
those areas that are actually causing anxiety to
the patients rather than to the areas that health
professionals identify as a priority. It is useful to
consider the list of resources which Mechanic
identifies as used by patients in adapting to
stressful life demands-for example, a chronic
disabling disease such as rheumatoid arthritis.

1 Economic It is important that with the
recent complex changes in social benefits,
coupled with the increasing social deprivation in
inner cities of disabled and elderly people, that
the services of a skilled social worker are used.
Early intervention is needed when it is required
to enable the team to design an education
programme which fits the patient's lifestyle.
The Arthritis and Rheumatism Council point
out that as many as 20 million people consult
their general practitioners with some form of
arthritis'4; it is safe to say that not all these will
visit a rheumatologist. The rheumatology nurse
practitioner can work closely with the general
practitioner to coordinate this vital part of
extended team interlinkage into the community.
2 Skills and abilities These should be identi-
fied by the patient in partnership with the team,
using the particular skills of the occupational
therapist. If the patient is working the team
needs to encourage the patient to try to cope for
as long as possible. Where there are work
problems the occupational therapist, physio-
therapist, and nurse practitioner can use these
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problems constructively to illustrate the educa-
tion programme. Where there are difficult
problems the occupational therapist can liaise
with the disablement resettlement officer for
advice about job retraining, again bringing back
this information for use in the personalised
education plan.
3 Psychological defences. 'Denial' is often a
word alluded to by health professionals when
describing a patient's response to a chronic
disabling disease. The team should work
extremely closely together where this is an issue
as education will not be possible until an
assessment has been made of how much these
defences are part of the patient's personality and
therefore difficult to change.
The patient will have difficulty in under-

standing not only his illness, drugs, and his
treatment programme but must be helped to
understand the psychological and social side
effects of living with a chronic illness and
helped to develop the resources for coping with
them. A patient who is overwhelmed by the
pyschosocial difficulties of living with chronic
illness will probably absorb little of the infor-
mation offered by the team.
4 Personal reaction The personal reaction
between patient and health professional must
not be forgotten as Zeitlin'5 suggests when
talking about rheumatoid arthritis: 'the nature
of rheumatoid arthritis, with its frequently
progressive course, forces patient and healer
alike to face the task of chronic mourning. The
pyschological toll on the staff can be tre-
mendous'. Therefore it should be remembered
that there is a need for a strong bond of mutual
support and understanding between the
members of these professional disciplines who
educate such patients and the patients them-
selves.
5 Motivational impetus The patient with
minimal illness behaviour is likely to have a
strong motivation. Baker suggests 'that moti-
vation is a difficult thing to induce when
missing. " Some patients with intractable
absence of motivation will prove to be those
who had never managed an adequate adjust-
ment to life before the disability appeared, and
for whom the disability provides an adequate
and less threatening explanation of the failure to
succeed'.
Thus it can be seen that assessment of a

patient's motivation is central to the formation
of a programme of education. It will also give
the team a guide as to how much change they
may be able to make in the patient's lifestyle
when trying to cope with disability.

Areas of skill which help in the design of
patient education programmes
LEARNING LEVELS
Team members must understand the types and
levels of learning they will encounter in the
patients they are treating. Learning theorists
have distinguished three types of learning: (1)
Cognitive learning, which alludes to the process
of thinking, of gaining information, and work-
ing through it. (2) Affective learning, which
incorporates attitudes, values, beliefs, and feel-

ings which create idiosyncratic reactions. This
kind of learning is closely tied up with a
patient's motivational drive. (3) Psychomotor
skill learning, which is a skill learnt by prac-
tice-for example, a controlled neuromuscular
movement that the physiotherapist might teach.

Gagne'17 proposes eight categories of learning,
the simplest of which is the development of
involuntary behaviour through classical con-
ditioning. He suggests that a subject needs to
progress through each category successfully
before achieving the next level. In other words a
patient at the start of education merely recog-
nises and responds to stimuli and then proceeds
to more complex forms of learning, such as
verbal associations, differentiation of stimuli,
concept forming, and problem solving.

MOTIVATION
Health professionals playing a part in patient
education programmes need to understand the
motivations of human behaviour. Many differ-
ent theories of motivation have been proposed.
A -cognitive theory of motivation has been put
forward by Weiner,'8 who suggests that people
are considered as active participants in creating
their own motivation through the desire to learn
or in the anticipation of learning.

Application of a theory such as that of Weiner
to the education of a patient with rheumatic
disease means that health professionals need to
ascertain that there is some degree of need to
learn and that this need requires a response such
as education to ease the tension. Anxiety is a
response to this need and if excessive may be
detrimental to learning.

Psychologists describe two types of moti-
vation: (a) intrinsic motivation, which is
responsible for behaviour patterns which con-
tinue without reinforcement or reward and (b)
extrinsic motivation, which persists for only
short periods after reinforcement stops if moti-
vation has not become intrinsic. Clearly, there-
fore, there is an urgent need to encourage
patients with rheumatic disease to develop
intrinsic motivation. Coutts and Hardy'9 clarify
the two types of motivation still further by
suggesting: 'The distinction between the two
types of motivation helps to explain the low rate
of compliance with prescribed regimens. In
hospital, reinforcement is provided by health
care workers, the patient complies and rarely
has the opportunity to create his own motivation
by considering his health problem and its
effects. With the withdrawal of reinforcement
out of hospital, the desired behaviour is likely to
stop unless the patient has internalised the
motivation'. Motivation should therefore be
assessed early on in the treatment of a patient.

COMMUNICATION
Communication skills are the key to good
practice when educating patients as information,
support, and advice are essential in helping
patients adapt to new and more limited lifestyles
and for many chronic illnesses communication
is virtually the only form of treatment there is.
McGee20 interviewed patients in their homes
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after discharge from hospital and found that less
than 40% complained about such things as
nursing care or food, but 65% were dissatisfied
with communication. Some studies have
emphasised the significance of the interaction
between health professionals and patients,
pointing out that character differences can
inhibit successful transfer of information. A
study by Davis2' showed that low patient
compliance was associated with the fact that
doctors did not seek patients' participation,
gave no feedback, or were formal in their
communication with patients.
Many studies have shown that there is a

strong positive correlation between satisfaction
with visits to the doctor and treatment compli-
ance. Maguire22 devised an interview training
scheme which, though designed primarily for
use by doctors, can also be interpreted for use
by health professionals engaged in patient edu-
cation. The principal points are: (a) give infor-
mation about diagnosis and cause; (b) avoid
medical jargon; (c) explore the patient's expec-
tations and if these cannot be met, explain why;
(d) do not confine the interview to objective
medical information.

Problems in communication between patients
and health professionals are usually caused by
the patient not understanding or remembering
what was said. This may occur because the
information given is outside their intellectual or
knowledge levels or because they have mis-
conceptions which interfere with their under-
standing.

Ley's23 work with general practitioner's, in
which he taught them skills of improving
patients' recall, is also of great use in patient
education. His results showed that patients of
instructed practitioners recalled a significantly
greater amount than patients of practitioners
who had not received the instruction. His
suggestions were as follows: (a) use explicit
categorisation; (b) repeat information in differ-
ent ways if possible; (c) make advice giving as
specific, detailed, and accurate as possible as
opposed to making general statements.

Perhaps one of the commonest faults of
health professionals when communicating with
patients is their failure to realise how informa-
tion they have given is open to individual
interpretation. Often this confusion takes place
after a consultation when the patient tries
to recall the verbal or written instruction.
Moskowitz and Haug24 illustrate this well by
citing some real experiences: (1) 'Take this drug
four times a day'. Since this means taking it
every six hours, must I wake up in the middle of
the night? What if I forget? Should I take two
when I remember? (2) 'Take frequent baths to
help you relax'. Are they supposed to be hot,
cold, or warm? Should I soak for a while? Is
four times a day frequent? Does it matter when?
Does he think I'm too tense, that it's all in my
head? (3) 'Only use this pill if you can't stand
the pain'. What does 'can't stand' mean? How
long should I wait? Is it bad to take it? If I do,
am I a weak person?
Many health professionals have had experience

of this type of communication problem, which
is often picked up some time after a clinic

visit-for example, when the occupational
therapist is treating the patient at a later date.
This means that the patient has probably been
worrying over the problem and not seeing the
doctor for another few months has taken the
first opportunity to ask another member of the
team. Much time and anguish could be saved if
the team worked out a common approach and
gave the patient a point of contact if worried-
for example, the specialist nurse.

Effective communication from the team
should be therapeutic in itself. Gazda25 suggests
that communication is a three phase cycle:
facilitation, transition, and action. Within the
cycle perhaps the most important phase is the
foundation of the therapeutic relationship-that
is, the facilitation phase. The essential features
ofthis are talking, and listening in an empathetic,
warm, non-directive, and non-judgmental way.
Anxiety is then reduced and the patient is
helped to feel relaxed, ask questions, and
release emotion.
The challenge of identifying communication

barriers should be taken up by every member of
the educating team. Increased skill and aware-
ness by all members of the team is important.
Ewles et a126 suggest a list of pointers to look out
for: (a)a social and cultural gap between educator
and client; (b) limited receptiveness of client; (c)
negative attitude to the health educator; (d)
limited understanding and memory; (e) insuf-
ficient emphasis on education by the health
professional; (I) contradictory messages; and (g)
overcoming language barriers.

Possibly, the quantity of information given to
patients at any one time, should be added to this
list. Often, health professionals are tempted to
distil knowledge and experience that they have
acquired over many years in a few minutes.
Moskowitz expands this theory further by
suggesting that 'Some things can be told, some
demonstrated, some only experienced, some
written out, some stated a single time, and some
repeated with variations. This in itself may lead
to further realisation that the teaching cannot be
done all at once or by the same person'. This
statement confirms the importance of an ex-
tended team in rheumatology, who can formu-
late a coordinated approach to patient education.

CONTROL
The word control should feature strongly when
health professionals are developing their skills
in patient education. Many patients experienc-
ing the trauma of discovering that they have a
rheumatic disease, with the implications of
possible chronicity, disability, and pain, feel
that they have lost or are losing control of their
lives. It might be suggested that one of the main
objectives in educating patients with rheumatic
disease is to give them an understanding of the
disease process, its management, and the way in
which they can adapt their lives to the illness.
Arluke27 in a study of elderly people with
arthritis came to the same conclusion and saw
the concept of care as going some way towards
providing patients with help in their struggle to
regulate and keep control of their lives.
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The way forward
The need for multidisciplinary teams to develop
and improve their patient education skills in the
future is paramount in view of an aging popu-
lation, coupled with the incidence of rheumatic
disease in the general population.

Patient education is rightly heralded as thera-
peutic by the professionals taking part in such
programmes. In the light of the changes in the
NHS proposed by the government's white
paper much work will have to be done nationally
to show the efficacy of such programmes.
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How does the average person learn about
arthritis, in general, and how to manage his or
her arthritis, in particular? Because arthritis is
so common, and because it is so often seen as a
'natural' part of growing old, there is an odd
dissonance: the disease which is the major cause
of physical disability in the United Kingdom is
rarely discussed in the mass media. The major
national education medium is television; radio,
newspapers, and journals come a poor second
when judged by the size of their audience. One
character in Neighbours (Australian made drama
series shown on British television) with arthritis
could do more for public perception and thus
patient education than all the printed booklets
currently available.

Arthritis is not one of the medical conditions
seen as exciting nor is it associated with death.
Despite the pain and disability it causes it is
seen as dull. There is no thrill but much fear
engendered by the diagnosis of arthritis. To the
family doctor-often the only doctor who
diagnoses and treats the disease-its very
familiarity may often lead to less sympathy and
information than patients might reasonably
expect.

Other members of the primary health care
team-practice nurse, district nurse, or health
visitor-or the community occupational ther-
apist may play a part in care. A patient who is
admitted to hospital may receive more infor-
mation from a specialist, either personally or
through the multidisciplinary team. There is a
shortage of rheumatology nurses, occupational
therapists, and physiotherapists, however.
This, combined with the low priority given by
financially constrained health and social service
departments to the chronically ill and the
physically disabled, leaves the average patient
with arthritis with a less than optimum service.'
Thus the patient may be faced with media

which are not interested, a blase family doctor,
and overstretched hospital services. Who fills
this information gap? Firstly, rheumatology
departments produce a varied and wide range of
leaflets and booklets for their patients. Secondly,
pharmaceutical companies produce a constant
stream of booklets, tapes, posters, and videos
for doctors to give or lend to patients; these are
of increasingly good quality. Thirdly, the
Arthritis and Rheumatism Council (ARC) has
an education committee, made up of 23 doctors
and one representative from the British Health
and Allied Professionals, which produces a wide
range of booklets and leaflets on arthritis and its
management with the dual objective of patient
education and fund raising. Finally, voluntary
organisations such as Arthritis Care provide
much information.

Arthritis Care
Arthritis Care is the major national voluntary
organisation concerned with the welfare and
rehabilitation of people with arthritis. It has
50 000 members, over' 500 branches in the
United Kingdom, and a network of 41 part
time regional organisers. A specialist self help
group, Young Arthritis Care, meets the needs of
people under 44 with arthritis. Members of its
council are either directly elected or elected by
the area liaison committees, which coordinate
the work of branches. Of 46 council members,
five are doctors, one is a rheumatology practice
nurse, and one a social worker based in a
rheumatology department. An increasing
number of council members have arthritis.
The aims of patient education are to enable

people with arthritis to manage their daily lives
as independently as possible, to minimise the
impact of the disease, and to maximise the
effectiveness of the available help.

Arthritis Care meets the demand for patient
education at three main points: through its
branches and regional organisers, through its
headquarters' welfare department, and through
its specialist self help group-Young Arthritis
Care.
Young Arthritis Care has a network of

volunteer contacts (recruited, trained, and sup-
ported centrally) to give advice and support
locally, in person and by telephone. Contacts
also try to deal with the practical concerns of
parents of children with arthritis, and the group
organises a self care course in conjunction with
Dista Products, who give the annual Dista
award for young people with arthritis in
recognition of their achievements.
The network of over 500 branches nationwide

offers an opportunity for over 50 000 people
with arthritis to meet socially once a month.
Consultants, doctors, and paramedics often
have connections with these branches. Volun-
tary local committees plan activities to en-
courage people to meet and gain support from
each other. Transport to meetings is arranged,
often with difficulty, and the value placed by
members on 'getting out of the house' is high.
Although most branches provide little formal
patient education, the tricks of coping are
passed on or learnt by observation. Friendships
develop and the core of support offered helps to
alleviate the depression and isolation that so
often accompanies painful, chronic, disabling
diseases like arthritis. Branch members and
other members receive Arthritis News, a
quarterly newspaper with a circulation of over
100 000 copies, full of news, information,
advice, and features of interest to people with
arthrints.
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Table I Number of inquiries received by the welfare
department of Arthritis Care: 1990*

June July Aug Sept

By telephone 209 316 264 713
By letter 502 236 233 274

Total 711 552 497 987

*This table excludes requests for publications, which average
1500-2000 a month.

The 50 000 branch members represent only a
small proportion of those with arthritis in the
general community, however. Others may be
helped through the work of the welfare depart-
ment. Posters, word of mouth, magazine
articles, or radio and television programmes
promote interest in Arthritis Care; the welfare
department receives a growing number of
letters and telephone calls (table 1), especially
since the introduction of the free Arthritis Care
Wyeth Helpline. About half the inquirers want
to discuss some aspect of their arthritis, and the
other half its effects on their lives. One third of
inquiries come from people with osteoarthritis
and over a quarter from those with rheumatoid
arthritis. The most common other forms of
arthritis among inquirers are polymyalgia
rheumatica and Reiter's syndrome, but those
with rarer types of arthritis are also making
contact. The welfare department is asked about
both orthodox and alternative treatments, but it
gives no medical advice and encourages in-
quirers to discuss matters with their doctors.
Table 2 provides a breakdown of inquiries for a
typical month.
There is a problem in steering a line between

information and encouragement, and the need
to balance objective scientific assessment
against the reality of the relief that comes from
diets, copper bracelets, physical treatments, or
a wide range of substances. The experience of
Arthritis Care suggests that many people with
arthritis wish to be in control of their lives,
including their diseases. Too often people with
arthritis complain that their doctors dismissed
them with a 'You will have to learn to live with
it'. If that sentence was positive and backed up
with information it would be appropriate. As a
dismissal it is inadequate and makes it difficult
for the telephone counsellor who wants to
encourage patients to get the best out of their
doctors.

Every letter receives a personal reply, albeit
adapted from model letters on a word processor.
The presence of three members of staff with

Table 2 Breakdown of inquiries March 1990*

Inquiries about treatment Inquiries related to coping

preaument No (%) Aspect No (%)

Pain control 28 (27) Money 17 (30)
Diet and weight control 19 (18) Equipment 16 (28)
Alternative medicine 15 (14) Employment 8 (14)
Drugs 14 (13) Family and social 8 (14)
Self help 13 (12) Travel and mobility 1 (2)
Surgery 12 (11) Bereavement 7 (12)
Doctors and rheumatologists 4 (4)

Total 105 (99) Total 57 (100)

*This table was based on a limited sample from the 722 inquiries in March 1990. The sample was 60
consecutive telephone calls, 60 consecutive letters, and 20 consecutive Helpline calls. Typically
people raise more than one concern.

rheumatoid arthritis is a great advantage for
telephone counselling. The increasing profes-
sionalism of the welfare department of Arthritis
Care is marked: the staff includes a nurse, a
colleague with extensive experience in a Citizens
Advice Bureau, and an occupational therapist.

People do not see themselves as patients
except when 'under the doctor'. Patient edu-
cation materials need to be written not from the
perspective of the rheumatology clinic but from
that of the home, the neighbourhood, and
society as a whole, and should be based on 'real'
questions asked by 'real' people. Arthritis Care
plans to meet the needs of those who ask for
advice by developing a series of information
sheets which will deal with the questions most
frequently asked. They will be drafted by
members of the welfare department, volunteers,
members of Arthritis Care, or professionals
associated with Arthritis Care. They will be
approved by the chairman of the medical
advisory committee, to which the chairman of
ARC's education committee was recently co-
opted in a welcome and reciprocal way, and the
chairman of the welfare committee. They will
be cheaply produced so that updating can be
regularly undertaken at minimum cost, and add
to the range of existing booklets/leaflets.2 3

Public education is not just about arthritis
but about changing attitudes to disabled
people-a far bigger problem. Society still finds
it difficult to accept the contribution that
physically disabled people can make. Changing
the physical and social environment within
which people with arthritis live is a bigger
battle. Individual disabled people see the need
for attitudinal, environmental, and institutional
change. What does this cartoon from The
Independent say to someone who is disabled?
And to those who are not?

Cartoon reproduced by permission of The Independent.
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General public education

Role of the education subcommittee of the
Arthritis and Rheumatism Council
The Arthritis and Rheumatism Council for
Research was originally called the Empire
Rheumatism Council. It was founded in 1936 as
a voluntary organisation to finance research into
arthritis and rheumatism. In 1964 its name was
changed to the Arthritis and Rheumatism
Council for Research in Great Britain and the
Commonwealth.
The Arthritis and Rheumatism Council

(ARC) has three main aims and objectives: to
raise money for research into the cause and cure
of arthritis and rheumatism; to promote a better
understanding of rheumatic diseases among
patients, doctors, and others concerned with
patients' treatment and care and the general
public; and to encourage the provision of better
treatment for all who have these painful diseases.
It is the second of these aims that encompasses
the function of the education subcommittee.
The committee promotes a better under-

standing of rheumatic diseases among health
care professionals, including doctors, doctors in
training, and paramedical staff such as physio-
therapists, occupational therapists, and nurses,
and also among the general public, especially
those with arthritis and, of course, their carers.
The committee meets four times a year and has
been in existence for 40 years. Membership of
the committee is drawn from all over the
country to ensure an even representation from
all the main teaching centres and districts. In
addition to practising rheumatologists, the com-
mittee has a number of co-opted members.
These include the editors of ARC publications,
a representative of the British Health Profes-
sionals in Rheumatology group, a representative
of senior registrars who are training in rheuma-
tology, the editor of the ARC Conference Pro-
ceedings, the ARC press officer, representatives
of the Royal College of General Practitioners
and the ARC epidemiology research unit.
The committee initiates and reports back on a

number of basic educational topics at each of its
meetings. For instance, the committee plans
and commissions publications to send to those
with rheumatic diseases throughout the United
Kingdom. These publications have proved so
popular that a number of items have been
translated into various languages, and have been
used internationally. People with arthritis or
any other of the many different types of
rheumatic diseases often have a desperate need
to know more about what is happening to them,
the treatments they are receiving, and what they
can do to help themselves. The education
subcommittee has distributed hundreds of
thousands of booklets and sheets to those with'
rheumatic diseases. A new, redesigned series
was started in 1985, and since then more than
two million publications have been requested
and sent out. Sometimes patients receive these
handbooks from consultant rheumatologists or
family doctors, but one of the tasks of the
education subcommittee is to ensure that the
booklets reach people who may not be able to
get them from a local source, and for this reason
the ARC uses the media extensively to make
patients aware that such publications are avail-

able. This educational campaign extends
throughout the year, but there is a peak of
activity during National Arthritis Education
week, which now takes place early in January.
During this time members of the education
subcommittee publicise particular topics in the
press, on radio, and on television. After tele-
vision programmes or radio 'phone-ins several
thousand people request copies of particular
handbooks.
The committee also awards grants to enable

research into methods by which those with
rheumatic diseases can be informed about their
diseases. For instance, it has recently funded a
study on information issues in the rheumatology
clinic, which examines from the patient's point
of view information they are given in the clinic,
and assesses the use that patients make of what
they are told.

DISSEMINATION OF INFORMATION TO DOCTORS
AND MEDICAL STUDENTS
Education of doctors, both those in training and
those already in practice, is one of the principle
aims of the education subcommittee. The inten-
tion is to ensure that good treatment practice
and the latest information on treatment reach
both medical students and family practitioners.
The ARC series of reports on the rheumatic
diseases is sent to family doctors, hospital
specialists, and medical students. The com-
mittee also commissions tape/slide instructional
material, and the ARC slide collection is avail-
able to all rheumatologists in training. In the
past the ARC has also arranged exchange
fellowships for doctors from the United States
to visit certain centres in the United Kingdom.

Additionally, the education subcommittee
founded the Arthritis and Rheumatism Council
prize in rheumatology, which is awarded
annually in each of the medical schools in the
United Kingdom. In this way it has increased
awareness of the rheumatic diseases among
doctors other than rheumatologists, and among
those who are training the future doctors and
medical students.

Scientific meetings are important for ex-
changing ideas and information about research
in progress. The published proceedings of such
meetings are widely read by the scientific and
medical community, but publishing can be
costly. The ARC has set up a cheap and rapid
publishing service to ensure that the informa-
tion is not lost, and the ARC Conference
Proceedings series has now been in existence
since 1985.

EDUCATION OF PARAMEDICAL PERSONNEL
The ARC education subcommittee has con-
tinued to encourage paramedical staff to
develop their knowledge and skills in the care of
the rheumatic patients, and postgraduate train-
ing bursaries are awarded annually to enable
physiotherapists, occupational therapists, and
chiropodists to undertake further training.
Bursaries are also awarded to paramedical staff
enabling them to attend congresses of the
rheumatic diseases.
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The education subcommittee of the ARC will
continue to explore and develop methods of
disseminating knowledge about the rheumatic
diseases, and over the next few years it is
commissioning an investigation as to the ways in

which this can best be done. Although the
amount of funding required to finance the
activities of the education subcommittee is small
compared with that needed by the research

function of the ARC, we believe that the money
is well spent and provides an increased aware-
ness of these crippling disorders.

1 Arthritis: the painful challenge. London: Arthritis Care,
September 1989. (Free with SAE.) (Searle social research
fellowship report 1989.)

2 Information for people with arthritis. London: Arthritis Care,
September 1989. (Free with SAE.)

3 Eating and moving. London: Arthritis Care, September 1990.
(Free with SAE.)
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DOCTOR EDUCATION

Educating doctors about rheumatology

V Wright, P S Helliwell

It is seldom that the editor of a symposium says
in his brief, 'The more controversial you are the
better'. Consider then the following prop-
ositions in relation to the education of doctors
about rheumatology:

1 The doctors who need it don't want it and
will not have it.

2 Rheumatic patients fare better at the hands
of a rheumatologist than of any other doctor.

3 Most rheumatic patients would be well
advised to keep as far away from most
orthopaedic surgeons as possible most of the
time.

4 The information general practitioners require
in postgraduate teaching is seldom given by
rheumatologists because they are as ignorant
as the general practitioners about these
issues.

5 Some units are so highly specialised and
their selection of patients seems so rarefied
that their units are unsuitable for the train-
ing of rheumatology specialists.

6 He who learns from someone not actively
engaged in research drinks from a stagnant
pool.

7 For that reason only a limited amount of
postgraduate training should be undertaken
at a district general hospital.

8 Clinicians are best trained in predominantly
clinical departments and should be encour-
aged to do clinical rather than laboratory
based research.

9 Fundamental research related to clinical
medicine is best done in clinical depart-
ments-but by non-clinical scientists.

10 In general terms the gains of the programmes
set out by the Joint Committee for Higher
Medical Training have outweighed the de-
fects, but they militate against the unusual
career structure and more brilliant clinicans.

11 The programme proposed by the Royal
College of Physicians of registrar specialis-
ation is likely to make that worse.

12 Teaching communications skills is as impor-
tant as teaching basic clinical skills.

13 As about a quarter of our patients will have
non-organic disorders a significant amount
of time should be devoted to methods of
identifying and treating such patients.

Education is thought to be a wonderful thing!
Nevertheless, Huston,' in our own city, has
shown that although the keen will avail them-
selves of opportunities of further learning, the
most needful general practitioners will ignore
the opportunities, however easily available they
are made. To overcome that realistic, if some-
what cynical, view clinical rheumatology needs

to figure more prominently in undergraduate
education with inevitable questions in finals.
This should cover the rehabilitation ofrheumatic
patients as well as the fashionable immunology.
Anecdotally it seems that postgraduate edu-
cation of doctors improves the lot of rheumatic
patients. This then raises three questions-Who
should be educated? Who should do the edu-
cating? How should it be done?

Who should be educated?
First and foremost a cadre of specialist rheuma-
tologists requires teaching. No district should
be without the equivalent of one full time
rheumatologist per 150 000 population. Most of
these posts are and should continue to be pure
rheumatologists. At the moment 54% of doctors
doing rheumatology fall into this category, and
that is reasonable. The burden of the work is
such that the task demands this. Traditionally,
rheumatology has been linked with rehabilitation
medicine, for the simple reason that together
with geriatricians only rheumatologists bothered
about the long term rehabilitation of their
patients, and became very skilled at it. The two
specialties have become separated at the Royal
College of Physicians of London (in their
advisory and training committees) and in the
Department of Health, but strangely not in the
British Medical Association structure. There is
still over a quarter (27%) of such combined
jobs, and they are to be welcomed, together
with the senior registrar training posts that will
service them. The danger is that with the
separation of the specialists less attention will be
given by pure rheumatologists to the long term
rehabilitation of their patients, apart from the
administration of noxious drugs. Rehabilitation
needs to be firmly written into the training
programme. A smaller group (at the moment
19%) will be rheumatologists who have duties in
general medicine (Symonds, personal com-
munication). The practicalities of the few small
districts who can only afford such posts will
ensure that they continue. Coming from a
department that includes all three types of
consultant, we can see a role for each of
these-and, indeed, where they exist together
this may be the best of all worlds.
As general practitioners will see the majority

of rheumatic patients their education is highly
desirable. The financial benefits of postgraduate
training and the inducements of payment for
local intralesional steroid injections should
facilitate this.

Other clinicians will obviously benefit from
rheumatological training. Orthopaedic surgeons,

Rheumatology and
Rehabilitation Research
Unit, University
Department of Medicine,
General Infirmary,
Leeds
V Wright
P S Helliwell
Correspondence to:
Professor V Wright,
Rheumatology and
Rehabilitation Research Unit,
36 Clarendon Road,
Leeds LS2 9NZ.
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after the rheumatologist, will see the more
advanced cases as most of their patients will be
salvage material. General physicians and derma-
tologists will have patients presenting to them
with connective tissue disorders. Acute problems
such as gastrointestinal bleeds induced by non-
steroidal anti-inflammatory drugs will also go to
the general physician. They are often keen to
maintain this diversity in their work load.
General surgeons will operate on some patients
with concomitant rheumatic disease, which if
left unattended will deteriorate-for example,
ankylosing spondylitis. The patients may also
have directly related problems-for example,
non-steroidal anti-inflammatory drug gastro-
pathy or surgically precipitated gout. Radiol-
ogists will need to report on many films from
arthritic patients. The pathologist will similarly
give an opinion on biopsy specimens.

Who should be the educators?
Rheumatologists is the obvious answer. They
would be most arrogant, however, if they did
not realise the lessons to be learnt from members
of other disciplines, such as physiotherapists,
occupational therapists, orthotists, chiropodists
(podiatrists), medical social workers, radi-
ologists, clinical psychologists, orthopaedic sur-
geons, and ophthalmologists. All of these
should appear in a balanced seminar pro-
gramme.

Teaching hospitals are usually the best en-
vironment for postgraduate training. The
trainers are actively engaged in research (if not,
they should be fired by the manager-who is
unlikely to follow his American counterpart in
raising money for his institution from the
community, so should at least provide an
academic investigative milieu), and that is a
prerequisite of dynamic teaching. The caveat to
this principle is that the department should not
become so rarefied in its interests that it fails to
grapple with common and important rheumatic
problems. One of us had to wrestle with his
conscience over recognising a post for training
purposes in a prestigious hospital when the
senior clnicians seemed expert in treating
relapsing polychondritis (of which trainees may
see four further cases in their professional
lifetime) but to be ignorant of backache and
occupational therapy. Nor do we look kindly on
a unit which dismisses non-articular rheumatism
(fibromyalgia) as 'myomythology', when 13% of
our outpatients have this condition, and a
further 13% have a pain amplification syndrome
akin to it.
The carefully considered training programmes

of the Joint Committee for Higher Medical
Training of the Royal Colleges have ensured a
better deal for most senior registrars, who in a
bygone era have sometimes been unscrupulously
used as pairs of hands. Nevertheless, despite the
college's repeated protestations that they en-
courage flexibility and that accreditation in the
specialty is not an indispensable condition for
appointment, there is less and less opportunity
for the brilliant odd ball with a zany career
structure to make it to the top. The latest moves
to bring the registrar grade into this structure

will intensify the move to mediocrity. It is akin
to our universities extolling the desirability for
prospective students to have a broad base, while
at the same time pitching their entry criteria in
such a way that they preclude anything but a
narrow scientific background. Kirwan2 has
made the valid points that there are no clear
educational objectives in the joint committee
guidelines-they are experiential-and the
length of training often seems to depend on
manpower requirements, which fluctuate
widely.

How should they educate?
We will describe the philosophy and practice of
our own department, refined over many years.

RHEUMATOLOGISTS
In all education, whether it be for doctors or for
patients, three strands must be strengthened-
the acquisition of knowledge, the development
of skills, and the moulding of attitudes. Bashing
the books and listening to lectures have their
place, but nothing can replace hands on experi-
ence for any of them. That is why trained
rheumatologists handle dangerous drugs with
skill and equanimity, while other clinicians are
fearful to prescribe what they regard as death
dealing drugs, even though both groups have
read the same text. A gram of experience is
worth a kilogram of book learning. In acquiring
knowledge a series of seminars throughout the
year is valuable-especially if questions and
interruptions during the discourse are welcomed.
The series should be broad, to impart a healthy
breadth of appreciation. Many of the advances
in rheumatology have been made at the inter-
face with other specialties-for example, der-
matology, cardiology, gastroenterology, psy-
chology, and genetics. The past 98 seminars
we organised covered-clinical subjects 31,
orthopaedics and bioengineering 17, clinical
science 14, rehabilitation 12, economics and
information technology 12, psychosocial aspects
and techniques 6, historical subjects 2, occupa-
tional therapy 2, physiotherapy 1, and edu-
cation 1.
Some subjects, such as molecular biology,

will need to figure repeatedly because of their
importance, the rapid advances, and the in-
security of the investigators, which causes them
to change the nomenclature at frequent inter-
vals. A healthy scepticism must be preserved
about knowledge so gained. Fifty per cent of
what we teach will be demonstrably false in 10
years, but we do not know which 50%! This
scepticism must be particularly strong where
the department has been responsible for what it
considers a major advance-for example, the
concept of seronegative spondylarthritis or an
understanding of the lubrication of joints. Some
of what the department says is certainly wrong,
and it should be stressed to members that it is
better for them to ascertain these areas than for
workers from outside to do so. Each specialty
has its own non-organic disorder-for example,
irritable bowel syndrome for the gastroentero-
logist, tension headache for the neurologist,
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effort syndrome for the cardiologist. The usual
prevalence of these is around 25-30% in the
appropriate clinic. Our own figures are 13% for
the prevalence of non-articular rheumatism in
outpatient clinics and 13% for the pain amplifi-
cation syndrome. A significant amount of time,
therefore, should be devoted to methods of
identifying and treating such patients.

If the department can mount annual day
conferences so much the better. We have been
greatly helped by such conferences on growing
points in the treatment of rheumatic diseases,
and another series on bioengineering aspects of
natural and artificial joints. It is much easier to
organise a day conference than a longer one.
There are few worries about overnight accom-
modation, the fee is kept to a minimum, and the
knowledge shared in a longer conference is
seldom commensurate with the effort expended.
As well as an open invitation to contribute
papers, a carefully worded letter to experts in
the field, stimulating them to give a paper
without offering travelling expenses or reducing
the fee, should ensure an enjoyable and edifying
day. Over the last decade our therapeutic topics
have included sulphasalazine, second line
agents, heavy metals, bone, corticosteroids,
drug toxicity and compliance, the measure-
ment and alleviation of pain, assessment of
response to therapy, the kidney in relation to
drug toxicity, and drugs in the elderly. The
overall number of speakers has been 128, of
whom two thirds were from outside and one
third local.

Quite apart from the day to day handling of
patients in the hospital, junior staff should
present cases regularly at the monthly regional
round, and these presentations should include a
critical review of published work on the subject.
A monthly staff clinic, chaired by the head of

the department and attended by all clinical
members, is held as part of our outpatient
programme. At this any staff member can
present a case for interest or for clarification. In
the past 12 months the reasons for referrals were
diagnostic 39%, management 27%, and interest
15%. In two thirds of the cases the questions
posed by the referring doctor were answered.
The best way to learn is to teach. Junior staff

should, therefore, play a prominent part in
teaching undergraduates and in the hospital's
MRCP training programme. Professor Miller,
on being asked who did his work while he was
away, replied with surprise, 'The same chaps
who do it while I am here!'. He, doubtless, had
this principle in mind. The philosophy of our
own unit is that everyone works more hours
than those for which they are paid, but that no
one looks over their shoulders to see if they are
doing so. Whoever appoints a junior who takes
advantage of this apparently laissez faire attitude
is to blame for such a miscalculation. An
important part of the burden the junior bears is
in teaching.

Ideally, the senior registrar training pro-
gramme should be flexible, so that if the
incumbent wishes to major in rehabilitation or
in general medicine the training can be tailored
to take this into account. Certaifily, a period in
rehabilitation is beneficial to all rheumatologists,

helping to develop attitudes and skills of vital
importance in the management of long term
disability.

All senior registrars should submit an MD
thesis, preferably on a clinical subject. The
discipline of an in-depth critical review of
published work, the rigour of pursuing an
original project, and the sweat of appropriate
analysis are invaluable. For a brief period the
junior will know more about that subject than
anyone else in the world. It is the folly of many
universities that this is an unsupervised degree.
It should be as closely supervised as any other
doctorate, so that it is of maximum educational
value to the candidate. A viva with an external
examiner should be mandatory. Clinical topics
are the most appropriate for clinicians. They
have been trained for several years in clinical
skills and these are best directed to the solution
of clinical problems. It is a waste of expensive
time to have them work at a laboratory bench
making mistakes when basic scientists can do
the job more efficiently and more cheaply. If it
is a clinician's intention to deviate from clinical
medicine then let him do a PhD. Some high
fliers will do both an MD and PhD. At the same
time it is worth commenting that basic scientists
desirous of bringing their skills to bear on
clinical problems are best advised to do so in
clinical departments. It will keep their feet
firmly on the ground. We once organised a
clinical course for a group of postdoctoral
research scientists from a pharmaceutical com-
pany who were working on antiarthritic drugs.
The participants were amazed to learn from the
lips of rheumatic patients that their overwhelm-
ing desire was to be relieved of pain! Detailed
experiments with adjuvant arthritis and car-
ragheenin granulomata had not given them that
insight!
Work which we have done on doctor-patient

communication has shown, in common with
other works in this field, that patients are poor
at recalling what the doctor has said.3 Teaching
communication skills is as important as teaching
basic clinical skills. We need to include in
courses how to interview, methods of giving
information to patients, the use of interpersonal
styles which enhance satisfaction and compli-
ance, and basic counselling skills.
Two further training points for rheuma-

tologists should be stressed. The first is that
when doctors visit the department careful
programmes should be arranged for them. It is
discourteous to leave visitors to their own
devices and display a perfunctory interest, or
worse still, give the impression that they are a
hindrance. Each member of the department
should be allotted time to explain their work to
the visitor. This minimises the burden of the
day to departmental members, and is a good
exercise to all. Having to explain your work
(sometimes in simple terms if the visitor's
discipline differs from your own) clarifies your
own mind. Moreover, questions posed are often
most stimulating. Secondly, each junior staff
member should be responsible for one drug
trial. At the least it will help replenish the
coffers of the department and provide funds for
a visit to an overseas conference. More im-
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portantly, it will teach doctors how to write a
trial protocol, show them what the ethics
committee requires, introduce them to the
tedium of making many reproducible measure-
ments, and instruct them in the inappropriate
statitistical analysis.

OTHER DOCTORS
Opinions given on internal referrals while
patients are in hospital are an excellent way of
teaching. These should not be dashed off in a
summary sentence, but the reasoning written
carefully. Of the patients so seen in the past
year, advice was sought on management in 74%
and on diagnosis in 22%; we were asked to take
over the care ofthe other patients. The paragraph
written in the notes has the advantage that it is
read by receptive juniors as well as rigid seniors.
It is arrogant on all our parts not to use available
experience outside our own subject. At the same
time we should not assume a right to take over
the patient's management unless specifically
requested by the referring doctor.
A rheumatology senior house officer post,

particularly in a teaching hospital, is an ideal
component of a rotation from which candidates
will obtain the MRCP. It gives them a good
grounding in one of the last bastions of general
medicine. It also serves as a good introduction
to a branch of medicine they will frequently
meet in the future. Doherty4 has shown how
deficient general medical notes may be in the
examination of the locomotor system.

For senior house officers a careful policy
needs to be formulated for outpatient work. If
the senior house officer sees new patients they
should be reviewed by a senior staff member on
the return visit and the senior house office
apprised of the assessment. Where long term
follow up is required, our rule is that at every
third visit the patient should be seen by a senior
member of the department.

Cases presented at the hospital grand rounds
are an ideal vehicle for education. They should
be carefully prepared, publications well re-
viewed, and the case presented within the time
limit to give ample opportunity for questions.
The nature of the case should not be shrouded
with enigmatic titles, such as 'Mrs Jones says
No' (the case being one of non-steroidal anti-
inflammatory drug gastropathy!), but should be
informative. This is particularly true if the case
spans another discipline, such as cardiology,
and may encourage cardiologists to come, to
learn, and to contribute.

OTHER SPECIALTIES
With more closely allied specialities the edu-
cation interaction is mutually beneficial. One
can only regret the increasing demise of com-
bined rheumatic-orthopaedic clinics throughout
the country. The Glasgow group' has shown
that presentation at such a clinic makes no
difference to the individual patient's welfare,
but this study took no account of the educational
value of the exercise. It might be questioned

whether it is cost effective to have all the
members of the department sitting in with the
orthopaedic surgeon discussing cases, but at
least the doctor who requested the surgical
opinion should present the case. This also gives
the orthopaedic surgeon an opportunity to learn
about the conservative management ofrheumatic
patients. This is further promoted by having
operations on orthopaedic patients with general
medical problems or complex rheumatic diseases
done from a rheumatological bed.
A regular conference with consultant and

junior radiologists is similarly mutually bene-
ficial. We conduct ours from 8 30 to 9 00 am
before each Monday morning rheumatic clinic.
Over the past year the films of 176 patients were
reviewed, the average number of patients being
six each session. Interestingly, the number of
films for men was disproportionately large (89
men, 95 women) compared with our clinic
population. The most common diagnoses were
mechanical low back pain 25, rheumatoid
arthritis 23, osteoarthritis 14, ankylosing
spondylitis 14, juvenile chronic arthritis 9, and
reactive arthritis 6. Many other diagnoses were
recorded, however. These included seronegative
polyarthritis, monarthritis, calcium pyrophos-
phate deposition disease, interstitial lung
disease, plantar fasciitis, non-articular rheuma-
tism, osteoporosis, trauma, psoriatic arthritis,
bone dysplasia, systemic sclerosis, cartilage dis-
order, vasculitis, Sudeck's atrophy, loose total
hip replacement, diffuse idiopathic skeletal
hyperostosis, hiatus hernia, choroid calcifi-
cation, osteogenesis imperfecta, sarcoid, apatite
shoulders, horseshoe cyst of knee, haemo-
chromatosis, spontaneous necrosis of the knee,
bipartite patella, and osteopetrosis. The radio-
graphs evaluated were hands 49, feet 31, cervical
spine 12, thoracolumbar spine 56, pelvis 57,
knees 27, ankles 11, chest 22, shoulders 6, hips
14 (note that the top three were pelvis, spine,
hands). The reasons for showing the films were
diagnostic 146, for interest 14, and for evaluation
16-questions about the official report or to see
progress. Action recommended from showing
the films was nil 106, scintiscan 22, computed
tomography 16, tomograms 2, further plain
radiographs 22, arthroscopy 2, biopsy 3,
magnetic reasonance imaging 3, aspirate 1,
search of published work 2, and obtain old
films 3.
A combined rheumatology-pathology meet-

ing can bring similar benefits. The excellence of
the display equipment in pathology depart-
ments makes this an easy as well as a rewarding
exercise. We devote one of our seminars each
term to this exercise. The most common speci-
mens are skin, followed closely by synovium,
kidney, and muscle. Other specimens have
come from bone, lymph node, brain, nasal
mucosa, nerve, and lip. The most common
diagnosis was one of the diffuse disorders of
connective tissue, followed by rheumatoid
arthritis, inflammatory polyarthritis of un-
known type, osteoarthritis, sarcoidosis, and a
demyelinating disorder.
A regular Still's clinic for patients with

juvenile chronic arthritis with a paediatrician is
also educational for both parties. Indeed, our
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Educating doctors about rheumatology

monthly clinic for these patients also includes
the professor oforthopaedic surgery. For various
conditions we have conducted combined clinics
with gastroenterologists, renal physicians, and
ophthalmologists. These have been on a re-
search basis. Although they have an educational
value for the participant, care must be taken not
to deprive junior staff of important experience
in managing these aspects of rheumatic diseases
by splitting off this interesting material.

GENERAL PRACTITIONERS
The best way to educate general practitioners is
to include a rheumatology senior house officer
post in vocational training schemes. In a survey
of previous senior house officers who undertook
this type of training with us all thought they
benefited, particularly in their ability to diagnose
and manage the common rheumatic diseases
and in their injection techniques. Some felt that
four months would suffice.

This is not practical in our organisation, but
to accommodate the suggestion we have ex-
changed rheumatology posts between different
consultants at the regional rheumatology centre
after three months to give the incumbents a
wider experience. Some felt that the job con-
tained too much 'cold' work and that their use
was strictly limited to the clinical role. To avoid
these jobs gaining the same reputation as that of
senior house officers in orthopaedics, more
formal in-job tuition followed by more direct
participation in patient management needs to be
provided. As more consultant rheumatologists
are appointed consideration should be given to
making the inclusion of at least three months in
rheumatology part of the vocational training
scheme.
For established general practitioners the main

problem is getting the message across to those
doctors who are most in need. The Guy's group'
has shown that, in a research setting and where
the doctor is interested in pursuing knowledge,
practice based tutorials are an effective edu-
cational tool. But a Leeds survey of outpatient
referrals provides a more realistic picture: by
offering practice based personal tuition in
selected topics Huston' was only able to recruit
doctors with the lowest referral rate. In other
circumstances postvocational training exercises
may fail because the preferred educational
methods (small group teaching, clinic appren-
ticeships, and hands-on demonstration examin-
ation and injection techniques) are seldom
offered.7 8 During a meeting recently organised
by our department these sentiments were
vigorously reiterated by the audience in their
evaluation questionnaire, and support was given
to the three most wanted educational aspects:
low back pain, clinical topics, and drug treat-
ment.7 Sponsorship should not be an integral
part of such meetings; sponsored meetings are
rarely devoid of heavy promotional bias, and
the outing itself may be more attractive than the
educational message. If the local consultant is
the educational resource at such meetings (as
the general practitioners prefer) then it is in
his/her interest to support them without the

need for financial incentive. The concept of
surgery based practical sessions in injection
technique is appealing, but in our experience
this often assumes the format of a monologue as
few cases are brought to the meeting by the
general practitioners. An alternative and more
successful format that we have recently used is
to have educational days based in a rheuma-
tology centre where general practitioners are
taught injection techniques on patients in the
hospital.
The Primary Care Rheumatology Society

organises excellent workshops, but requires a
weekend commitment, and this may not be
attractive to those most in need. The society is
making good progress with 200 members. They
are putting together a distance learning package
with pharmaceutical sponsorship out of the
companies' educational budget. They hope to
enrol 2000 general practitioners.
Both general practitioner and hospital con-

sultant letters have been identified as an edu-
cational tool, but the situation is far from ideal.
In our own survey of general practitioner and
consultant letters9 we found that there were
large deficiencies in the information provided
on the semistructured standard referral letter
used by general practitioners. For example,
18% were illegible, only 20% provided family
history, 13% social history, 9% occupation, 23%
past medical history, 3-8% history of known
sensitivities, and only 25% details of drug
treatment. In reply consultants answered
general practitioner questions in only three
quarters of cases (senior house officers answered
the questions in only half the cases), in 92% a
diagnosis was given, and in 82% the reasons for
this. Other information was given inconsistently:
investigation results, patient information,
prognosis, and diet. What do general prac-
titioners want to know? Certainly the diagnosis,
prognosis, treatment, and whether follow up
appointments have been given. Rarely did
general practitioners want to be told other
details which they already have, such as past
medical history, social history, and family
history. A general practitioner's time is becom-
ing even more precious and the concept of a
structured letter from which information can be
identified quickly has much to commend it and
has proved popular in other specialties.'0
Indeed, there is a good argument for a more
formal structure to the general practitioner
referral letter.9
The new general practitioner contract will

impose a number of changes, some of which
should result in a greater impetus for specific
educational sessions. The linkage of financial
rewards to such activities as attendance at
postgraduate education, the performance of
minor operations (this includes soft tissue and
intra-articular steroid injections), and the
organisation of miniclinics (10 homogeneous
cases per clinic-for example, musculoskeletal
pain) may, in these circumstances, increase the
demand for practice based practical teaching.

1 Huston G J. An offer of rheumatology training: failure to
influence clinic referrals. BM7 1988; 296: 1773-4.

2 Kirwan J. Postgraduate training in rheumatology. Br J
Rheumatol 1991; 30: 65.
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3 Wright V, Hopkins R, Burton K. How long should we talk to
patients? A study in doctor-patient communication. Ann
Rheum Dis 1982; 41: 250-2.

4 Doherty M, Abawi J, Patrick M. Audit of medical in-patient
examination; a cry from the joint.I R Coll Physicians Lond
1990; 24: 115-8.

5 Newman R J, Belch K, Kelly I G, Sturrock R D. Are
combined orthopaedic and rheumatology clinics worth
while? BMJ 1987; 294: 1392-3.

6 Grahame R, Gibson T, Dale E, et al. An evaluated pro-

gramme of rheumatology training for general practitioners.
BrJ Rheumatol 1986; 25: 7-12.

7 Wright V. A consultant rheumatologist and post-graduate
education. BMJ 1983; 287: 1158-9.

8 Badley E M, Lee J. A consultant's role in continuing medical
education of general practitioners: the case of rheumatology.
BMJ 1987; 294: 100-3.

9 Helliwell P S, Wright V. Streamlining referrals of rheumatic
patients. Pulse 1988; 48: 75-6.

10 Isbister W H. The consultant's letter. N Z MedJ7 1980; 91:
301-3.
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Undergraduate education

Paul W Thompson

The function of the teacher is not to give out
information but to inspire the student to do the
work.'

In Britain most medical undergraduates become
general practitioners and 10% of general prac-
titioner consultations are for musculoskeletal
complaints.2 The situation is similar in North
America.3' It follows that most doctors will
spend much of their professional lives in the
first line management of these problems. One
might conclude that a significant proportion of
undergraduate training should be concerned
with the locomotor diseases and the thrust of
rheumatological training aimed at the common
complaints.5 Many medical schools, however,
do not have a specific course of musculoskeletal
diseases. Those that do often spend little time
on the common conditions. There is no agreed
curriculum for undergraduate rheumatology
teaching. Few medical schools make compre-
hensive assessments of the results of rheuma-
tology training but instead concentrate on the
exam results of factual knowledge rather than
on the impact on student skills and attitudes.

This chapter will briefly explore the aims of
rheumatology undergraduate education, the dif-
ferent methods that can be used, ways of
evaluation, current practices, and potential
improvements.

Aims
The requirements of university clinical teaching
are to impart a knowledge of the nature of health
and disease and its management and in particular
to teach the aptitudes, attitudes, and skills
appropriate to the sound practice of medicine.6

Many would agree with the sentiments of this
statement from the University of London, but
what aspects of health and disease should an

undergraduate know? What skills are con-
sidered important for a student who is most
likely to become a general practitioner? How
does one teach an aptitude? What is the 'right'
attitude?

For simplicity consider that the impact of
rheumatology education occurs in three main
areas: knowledge, attitudes, and skills.7

Bone and Joint Research
Unit, The London
Hospital Medical
College, Turner Street,
London El 2AD
P W Thompson

KNOWLEDGE
A workshop convened by the Arthritis and
Rheumatism Council in 19798 outlined four
categories: (a) the range of rheumatic disorders
as exemplified by the diversity of different
conditions, the differential influence of age, and
the array of disease manifestations; (b) the

effects of rheumatic disorders, including the
impact on the individual, the burden imposed
on the community, and the calls made on the
community; (c) the pathogenesis of rheumatic
disorders; and (d) the experience of rheumatic
suffering. Most rheumatologists believe that
emphasis should be placed on common diseases
and problems and that basic skills in history
taking and physical examination are more
important than disease related information.9
The table lists the knowledge objectives of one
teaching rheumatological unit (Kirwan, un-
published data).

AITITUDES
Thirty six consultant rheumatologists considered
that the most important attitude was a holistic
approach to a patient's problems and particularly
to the management of chronic disease.'0 They
emphasised teamwork, realism, and the need to
inspire the student with enthusiasm and confi-
dence about rheumatic disorders, notably in
relation to the results achieved with appropriate
treatment.

SKILLS
Clinical
The ability to collect relevant data is at the basis
of clinical practice. This will include history
taking, clinical examination, and the selection
of appropriate tests. Of course data collection is
not at end in itself. The 'structured interview'
pioneered by Hutchison" has become the hall-
mark of clinical teaching, but I wonder how
many practising rheumatologists or general
practitioners use the system? The evidence is
that it is abandoned with experience.'2 It has

Knowledge objectives for rheumatology undergraduates at
one British medical school

1 Outline the features and course of:
Rheuxmatoid arthritis, psoriatic arthritis, ankylosing
spondylitis/Reiter's disease/enteropathic arthritis,
osteoarthritis, gout, prolapsed lumbar intervertebral disc,
back pain, polymyalgia rheumatica/temporal arteritis, soft
tissue rheumatism, systemic lupus erythematosus,
pyogenic arthritis

2 Describe the anatomy of:
Synovial joints in health, inflammatory arthritis, and
osteoarthritis, rheumatoid nodules and intervertebral discs
in health and disease

3 List the features examined in joint fluid, explain why they are
examnined, and give the indications for joint aspiration

4 Outline the nature of immunological findings and the HLA
system in rheumatology

5 List six contributions made by physiotherapists and
occupational therapists to the care of patients with arthritis

6 Outline the major lines of treatment-namely analgesics,
non-steroidal anti-inflammatory drugs, disease modifying
antirheumatic drugs, steroids, physiotherapy, occupational
therapy, and surgery

7 Outline the major thrust of local research
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been labelled the 'strategy of exhaustion' and
suggested that, 'all medical students should be
taught both how to do a complete history and
physical examination and once they have
mastered its components, never to do one'.'3
Even Hutchison said of clinical histories,
'Nothing is more annoying than to be obliged to
wade through a mass of verbiage in order to get
at the chief facts of a case'.

Communication skills
The aim is to develop ways in which students
can learn to communicate appropriately with
patients, listen effectively, derive pertinent
information from patients and their relatives,
and provide clear information in return without
exacerbating distress.

Critical appraisal skills
Critical appraisal of clinical data has been
proposed as a method that encourages students
to take nothing for granted. 13 Critical appraisal
skills can be applied to many situations. For
example, one problem that is often difficult for
the student to accept is clinical disagreement. It
is well known (but not always acknowledged)
that observer variation is high for many clinical
signs.'4 Specialists suggest different prognoses
and clinical trials report conflicting results.
Critical appraisal skills enable the student (and
doctor) to distinguish the useful from the
useless.

Self directed learning skills
Perhaps the ultimate aim in medical education
is to make each student/doctor self sufficient in
learning. This will allow the individual to keep
up with advances in medical knowledge and
incorporate them into his/her practice. Most
students who have reached medical school are
able to retain information from textbooks for
only a short time, so perhaps it is more
important to teach where and how to retrieve
relevant information, and how to analyse data
critically rather than to teach bald facts.

Teaching methods to achieve these aims
The traditional British approach to medical
undergraduate learning has been to view the
student as an apprentice absorbing information
by following a practising doctor around the
wards, while facts are topped up during lectures
usually oriented around a specific disease.
Emphasis is placed on the 'structured interview'
mentioned above, and students are expected to
learn the specialist jargon enjoyed by the
rheumatologist. An alternative approach has
been adopted by at least one medical school.'5
This method puts the emphasis firmly on
teaching the student how to learn. Some aspects
of both methods will be briefly discussed.

LECTURES
Many of us spent years at school sitting in a
classroom copying down information supplied

by the teacher. Didactic lectures of this nature
are popular with medical students at The Royal
London Hospital, particularly when they
supply information oriented towards examina-
tions. There is good evidence to suggest that
recall of facts learnt this way is poor, however. 6
Our experience is that many clinical students
cannot remember anatomical details, essential
for the understanding of rheumatological
problems, learnt during their precinical years.
Similarly, cramming from books may help to
pass exams but may not supply the student with
relevant facts in a form that he/she can easily
apply to the clinical situation.

PATIENT ORIENTED PROBLEM SOLVING
The patient oriented problem solving alternative
uses a clinical problem to stimulate the search
for basic information. It has the advantage of
teaching the student how to formulate a method
for dealing with problems as well as teaching
information gathering skills which will be useful
for continued education throughout professional
life. Problem oriented learning can occur
individually or in groups. The latter has the
advantage of encouraging critical evaluation of
colleagues' opinions, thought processes, and
diagnoses, increasing communication skills, and
learning to pool information-all good training
for a future member of a multidisciplinary
team. Specific problems have been formulated
for a number of topics and have been widely
used in North America.'7 This method may be
time consuming for the teacher as it requires
detailed preparation of relevant problems,
personal surveillance of individuals or small
groups, and the use of multiple problems in
order to cover the range of topics thought to be
of clinical importance. It can also be used,
however, to simulate problem solving processes
and self directed learning in a large group. For
example, during a recent introductory course
for new students a clinical question about
screening for osteoporosis was set to the audience
instead of giving a lecture. After a 10 minute
introduction the students were split into three
groups and each given additional facts about the
cost of hip fracture, the cost of hormone
replacement therapy, and the cost of bone
density screening. The groups were asked to
make estimates of the total cost of no treatment,
treating all menopausal women with hormone
replacement therapy, or treating women with
low bone density after screening. The results
stimulated much debate not only about the
cost/benefit, but also about the important ques-
tions of patient outcome.

PATIENT EXAMINATION
There is no substitute for hands-on experience
when it comes to learning clinical skills.
Although the ward round is traditional, the less
formal surroundings of the outpatient depart-
ment may be more comfortable for the patient
and student alike, allow for a one to one relation
between teacher and student, and are likely to
expose the student to the more common rheu-
matological conditions. Surface anatomy classes
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Undergraduate education

and examination of colleagues make useful
adjuncts.

ROLE PLAY
This novel technique has been developed to
stimulate learning, teach clinical and diagnostic
skills, and build confidence while retaining an
element of fun for all concerned. A group of
students is divided into pairs and randomly
allocated a clinical rheumatological problem in
single blind fashion. Each pair is given one
week to research their problem. At a subse-
quent group meeting a pair is allowed 30
minutes to 'act out' an imaginary first consul-
tation between a general practitioner and a
patient. The students are encouraged to include
'red herrings' as well as relevant information.
The audience ask questions and then a list of
differential diagnoses is constructed. The teacher
finishes the session by highlighting the impor-
tant 'take home' points.'8

CRITICAL APPRAISAL
Detailed discussion of the method is beyond the
scope of this text, but techniques are developed
for the reduction of errors in clinical measure-
ment, assessment of the usefulness of a diagnos-
tic test, evaluation of the effectiveness of a
treatment, and so forth.'2

OTHER METHODS
Tutorials, small group seminars, computer
assisted programmes, video presentations, tape-
slide programmes are other techniques that may
be successfully used.

Evaluation of rheumatology education
If a rational attempt to choose the 'best' method
of rheumatology undergraduate training is to be
made some sort of assessment of the results of
the different methods is needed. It has been
proposed that any programme may be evaluated
on three levels: structure, process, and
impact. "

Structural evaluation includes variables such
as the number of rheumatology teachers, the
number of hours of rheumatology in the cur-
riculum, and so forth. These variables can be
measured easily and comparisons made between
teaching centres, but they may bear little
relevance to what the students learn.

Process measures relate to the working of the
programme-the content of the curricuclum,
the spread of patients seen by students, and so
forth. These are more difficult to measure.
The most difficult issue relates to educational

outcome. Although knowledge might be reason-
ably measured by standard pencil and paper
tests, the evaluation of clinical data collection,
diagnostic skills, the ability to educate the
patient or to interact with other members of the
health team are more difficult to assess, par-
ticularly if large numbers of students and
teachers take part in the teaching programme.
Clinical skills can be directly observed at the
bed side, or using problem solving ability noted
in tutorials or individual discussions and some

computer based problems.2" These methods
may be very demanding of teachers' time.

Current practice
A detailed survey of 30 British medical schools
was undertaken by the British League against
Rheumatism in 1979.21 Rheumatology teaching
was considered obligatory in 25 (83%). In just
over one third of medical schools there was no
academic recognition of rheumatology. The
average weekly teaching time was only five
hours (with no teaching at all in two schools)
and mean total rheumatological teaching 36
hours. Twelve schools (40%) did not give
preliminary basic instruction in how to elicit
evidence about the musculoskeletal system.
Rheumatology was taught in combination with
orthopaedics in only eight schools (27%). A
course of systematic lectures was organised in
all but one school, but tutorials were scheduled
in only 18 (60%) and a formal rheumatology
programme was organised in only 12 (40%).
Bedside teaching was conducted in 22 schools
(73%), rotation through a rheumatological firm
in 20 (67%), and outpatient teaching in 17
(57%). Electives were an option in 13 schools
(43%). The mean size for tutorial groups was 41
students and the mean for outpatient and
bedside teaching was 10 and nine respectively.
Seventeen schools (57%) always included rheu-
matology questions in final examinations and 26
(86%) occasionally included a rheumatological
case in the clinical examinations. Only 14
schools (47%) had made some sort of evaluation
of rheumatology teaching. Six schools held
formal examinations (three multiple choice
questions), three schools provided a question-
naire, one school used progressive assessment
with a series of small examinations, one school
used an oral examination, and one based assess-
ment on discussion between two teachers. The
results were variable.

In Canada, analysis of Arthritis Society
undergraduate statistics for 1982 indicated that
an average medical student received 17-5 hours
of lectures, 10-4 hours of clinical bedside
demonstrations, and 8-9 hours of direct super-
vision of rheumatology patients by rheuma-
tologists.22 A survey of the results of 1722
Canadian medical students who sat a national
multiple choice examination between 1978 and
1982 showed no correlation between the
students' performance and the amount of
rheumatology education given at a university.
In United States medical schools 25% in 197523
and 100/o in 198024 had no rheumatology teach-
ing and only about 65% provided a structured
rheumatology education programme. It is note-
worthy that whereas 91% of schools taught
serological tests in rheumatology, only 59%
taught about low back pain.24
Although the situation might have changed in

the last decade, a number of medical schools in
the United Kingdom still have only rudimentary
rheumatology training, often only a few hours'
lecture time incorporated into a general medical
module. There is clearly a need for further
assessment of rheumatology undergraduate
training in the United Kingdom.
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What next?
Merging of the preclinical medical colleges of
The Royal London and St Bartholomew's
Hospitals has allowed a new curriculum to be
designed, which started in 1990. It will be
briefly outlined here highlighting the rheuma-
tology input as it includes many of the features
already discussed. The five year course has been
divided into three phases.

Phase I (five terms) constitutes the major
course in basic medical sciences. It is taught
predominantly as modules based on body
systems rather than individual disciplines. Thus
the 'locomotion, bones, and joints' module is an
integrated teaching programme organised and
run by a multidisciplinary team including
anatomists, physiologists, biochemists, im-
munologists, clinicians, etc. This module
provides a basic understanding of the structure
and function of the limbs. It runs in parallel
with the 'molecules, cells, and tissues' module
during the first term. The following topics are
covered: gross anatomical structure of the limbs
as shown by dissection, surface and radiological
anatomy of the limbs; control of movement of
the shoulder and hand; posture and locomotion;
arterial supply and venous drainage of the
limbs; general pathological changes in joints;
clinical examples of conditions affecting limb
movement. The number of formal lectures is
limited to two a day. An equal amount of time is
allocated to student centred learning. This is
intended to be used by the student according to
his/her perception of his/her individual learning
requirements. To facilitate this process pro-
grammes using case oriented problem solving,
computer aided teaching, and small group
learning tutorials are implemented. A series of
clinical demonstrations are written into the
module to illustrate actual patient problems.
Student assessment is half by pencil tests,
including multiple choice questions, and half by
incourse assessment.

Phase II is a transitional period occupying
two terms and integrating aspects of the
behavioural sciences, medical ethics, and clinical
medicine. The module includes the acquisition
of clinical and communication skills, be-
havioural sciences, medical statistics, medical
ethics, and the law relating to medicine. There
is an introduction to clinical studies and nursing
experience, and objective structured clinical
examinations are used to evaluate the acquisition
of these skills. Not less than two days a week are
spent on a project in any subject where an
expertise relevant to medicine exists within the
City and East London Confederation. A
number of laboratory, hospital, and community
based rheumatological projects are planned.

Phase III includes clinical programmes,
which are split into an introduction to medicine
and surgery (16 weeks), compulsory rotations
(48 weeks), optional rotations (10 weeks), half
day topic oriented teaching programmes,
pathology, and final rotations, culminating in
final examinations. Student assessment is by in-
course assessments, project write up, etc.
Rheumatology is taught in parallel with ortho-
paedics and accident and emergency medicine
in a 'locomotor disease' module lasting six

weeks. In both phases II and III teaching is by
small group tutorials, video, role play, and
larger group discussion. Clinicians take part in
the communication skills as well as the clinical
skills course.

Conclusions
(a) Rheumatology undergraduate education is

important because most students become
general practitioners and a significant pro-
portion of a general practitioner's workload
is the first line management of musculo-
skeletal complaints.

(b) Rheumatology undergraduate education
should concentrate on the diagnosis and
management of common conditions.

(c) It may be more important to teach how to
learn than bald facts.

(d) Further evaluation of rheumatology under-
graduate education programmes in the
United Kingdom is need.
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Rheumatology education for general practice

Sally A Hull

The survey by Billings and Mole in 1977
showed that about 10% of general practice
consultations were for musculoskeletal prob-
lems.' Within this large number of consultations
about 30% of presenting problems were with
the lumbar and cervical spine. Osteoarthritis
and 'non-articular' rheumatism were the next
most common category, whereas consultations
for rheumatoid arthritis were few. The sero-
negative arthritides, connective tissue disorders,
and juvenile chronic arthritis were shown to be
only rarely encountered in general practice.

In addition to these familiar diagnostic cat-
egories a number of other musculoskeletal
symptoms are presented to the general prac-
titioner. Some of these will be found in de-
pressed patients as one of the commonest
presenting symptoms of depression in general
practice is somatic pain, much of which is
musculoskeletal. Postviral muscle fatigue syn-
dromes and pain syndromes, such as fibrositis,
have both achieved prominence recently. Apart
from these, however, there remains a residue of
symptoms, some of which may be the earliest
signs of rheumatological disease and some of
which may be manifestations of psychological
disequilibrium.
The needs of general practice rheumatological

education must be considered from within the
context of their working environment. Most of
the population is registered with a general
practitioner. They are the first port of call for
most patients with symptoms of illness. Inevit-
ably, general practitioners encounter a wide
spread of disorders, which is in considerable
contrast with consultant practice. In addition,
patients have free access to a general practitioner
and may present with illnesses which cross the
boundaries of hospital specialties or with
symptoms of problems that are best located
within families or the workplace. Consequently,
there is a different set of priorities for investi-
gation and management within general practice,
which includes a different balance between the
physical and psychosocial aspects of disease.
Many local factors affect the way a general

practitioner practices-for example, the pattern
of work and interests of the local department of
rheumatology, the availability of resources, etc.
Access to resources varies considerably; rheu-
matologists are not spread evenly throughout
the country, which affects referral patterns.
Open access to physiotherapy and occupational
therapy is still unavailable in many districts
despite evidence that open access works well
and speeds up care for patients.2 Inevitably,
referral patterns from general practice-often
used as a marker for quality of care-will be
distorted by factors such as these.

Educational needs and research activity are
closely related. At present most research in
rheumatology emerges from specialist depart-
ments, which shifts the focus of interest away
from common conditions seen in practice. Until
the common rheumatological problems seen in
general practice, and their natural history, are
made clear the value of particular interventions
will never be determined. Practice based research
into common conditions has been started,3 4
and should in time form a basis for the
profession's knowledge.
The pattern of educational provision at

present closely parallels the patterns of research
activity, as indicated by Badley and Lee in their
study of the consultant rheumatologists' role in
the medical education of general practitioners.5
Although specialists thought that teaching
should be directed towards the problems met in
general practice with an emphasis on manage-
ment skills, these sentiments were in direct
contrast with their actual teaching. The topics
taught reflected hospital and personal interests.
The focus in postgraduate lectures is on trans-
ferring available knowledge rather than working
on problems in general practice that demand a
new solution. Similarly, Griffin and Barry, in
evaluating their carefully researched course on
muscle and joint pain,6 attributed the failure of
ordinary refresher courses to the use of an
educational model which offers what the expert
knows rather than teaching what the learner
needs to know.
The educational needs of general practitioners

may be conveniently divided into two phases:
vocational training and continuing medical
education.

Vocational training
As recently as 1979 only 40% of medical schools
offered a formal undergraduate course in rheu-
matology, though almost all offered a lecture
series. Hence young doctors embarking upon
their three year mandatory vocational training
course for general practice will have gained
some rheumatological knowledge but probably
little in the way of skills-either in diagnostic
examination of the musculoskeletal system or
therapeutic skills, such as soft tissue or intra-
articular injection. Management skills for con-
ditions commonly seen in general practice will
rarely have been observed in practice. Thus it is
hardly surprising that a common attitude
among vocational training scheme entrants is
that rheumatological problems are perhaps best
left to rheumatologists. Vocational training for
general practice became mandatory in 1981,
comprising two years of approved hospital jobs
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and one year attached to a trainer within a
training practice. A half day release for training
should operate throughout the whole three year
period, though time for learning in the hospital
rotation is often restricted.7 Only a small
minority of hospital rotations include rheuma-
tology as one of the medical jobs. For example,
within the North East Thames region one out of
16 schemes includes rheumatology in the rota-
tion. Few course organisers see rheumatology as
a priority in comparison with the claims of
paediatrics, obstetrics, psychiatry, general
medicine, and casualty.

Occasional schemes offer a part time attach-
ment-for example, a weekly attachment to
outpatients for a period during the trainee year.
It is possible to enter a trainee year in general
practice, however, almost totally unversed in
the diagnostic and management skills relevant
to 10% of the presenting problems.

Development of vocational training for
general practice has been strongly influenced by
educational theory. Throughout the years of
mandatory training there has been a determined
attempt to state educational objectives, devise a
curriculum, provide learning experiences, and
devise methods of assessment.8
There has also been a critical approach to the

teaching method, and within the general practice
teaching community there is a considerable
interest in enlarging the repertoire of teaching
strategies. Examples of this include (a) teaching
of communication skills, and use of the video to
examine the consultation process; (b) small
groups as a tool for learning, which are particu-
larly useful for exploring norms and attitudes
both by case discussion and by pooling know-
ledge and problem solving strategies; (c) project
work in the trainee year, which helps to foster a
critical approach to research and to bridge the
gap between training and continuing medical
education.

In summary, there exists for vocational
trainees a well established framework within
which rheumatological training can take place.

Inevitably there are difficulties in the
'delivery' of such a system even when there is
good will and cooperation between the course
organiser and the rheumatology department. I
would identify two related difficulties. Firstly,
the teaching skills of medical teachers. It is
unusual for a medical teacher to have had any
formal training in educational technique.9
Secondly, the problem of who should teach
what to whom. Whereas hospital specialists may
have a tendency to concentrate on their special
interests or major inflammatory disease,5 and
may have a narrower range of educational
methods,9 general practitioner teachers may not
have the range of knowledge and skills to
impart. Although there is some evidence from
rheumatology courses that more is learnt from
general practitioner tutors than from consultant
tutors,6 much more use should be made of
shared teaching after the tutors have together
identified the educational problems to be
solved.

Clearly, within the period of vocational train-
ing there is considerable scope for participation
in teaching. Some specific examples follow:

1 Consultants and course organisers might
work together to determine some of the edu-
cational objectives for a rheumatological cur-
riculum. For examples, the objectives might be
that by the end of the year in practice the trainee
should be able to (a) manage mechanical low
back pain with and without sciatica, including
the appropriate use of investigations and
resources; (b) show the skills necessary to
diagnose and manage common enthesopathies,
such as tennis and golfer's elbow, including the
use of local steroid injections.-
2 The rheumatology department is a valuable
resource for the vocational training scheme.
Some of the special skills it may be able to offer
include: (a) speakers for the vocational training
scheme; (b) group leaders for small group
workshops on particular problems identified in
practice; (c) short clinical attachments, both in
rheumatology clinics and physiotherapy; (d)
assistance in gaining skills in soft tissue injec-
tions; (e) short courses on common conditions
identified by trainees-for example, a day on
low back pain, the management ofosteoarthritis,
aches and pains; (f) participation in project
work.

The vocational training period is an 'educational
window', and skills and attitudes gained at this
time will set the scene for early years in practice.
It is far more difficult to influence the habits of
established doctors.

In many areas some 50% of vocational trainees
eventually settle within the district, and thus
investment in training at this stage should be
viewed as a valuable asset for the future.

Continuing medical education
Continuing medical education is the process by
which doctors keep up to date with advances in
medicine, adapt to changes in the organisation
of care, and implement and monitor changes in
the way they provide health care for their
patients. At present most formal continuing
medical education is concentrated in brief lec-
tures in postgraduate centres and as longer
courses for which section 63 reimbursement
may be available. General practice is currently
going through a period of considerable change.
It is as yet uncertain how the new conditions for
claiming the postgraduate training allowance
outlined in the white paper will affect the
provision of courses.

Informal continuing medical education takes
many forms; the commonest is private reading.'0
Many practices run in-house meetings which
may cover clinical case discussions, audit of
clinical casework, or practice organisation and
teamwork. Hospital colleagues with an interest
in the work of general practice have been
welcomed at meetings of this sort, which can be
stimulating for both consultants and general
practitioners. Throughout a district there may
also be a network ofinformal medical activities-
for example, young principals' groups, medical
societies, audit and research groups, support
groups, as well as commercially sponsored
events.
How effective are these different forms of
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education at modifying practitioners' behaviour?
This is difficult to assess," but there is a
growing consensus that active, participatory
forms of education, such as seminars, work-
shops, discussion groups, and projects, have the
greatest effect on changing behaviour,8 12 though
some attention should be paid to the preferred
learning style of the participant.
With this in mind it is interesting to note'3

that even when vocational training was in its
infancy younger doctors preferred participatory
learning but older doctors preferred lectures.
Participatory learning seems to retain its attrac-
tiveness to these younger doctors as they grow
older, however. Many vocational trainees once
their training has ended feel the need to start
groups to compensate for perceived defects in
the systems of education on offer. 4 Entrenched
educational habits die hard, however. The
classical postgraduate lecture will continue to be
given and received as it is a psychologically
familiar form and at face value seems cost
effective, with an apparent transfer of a large
amount of knowledge to many listeners.
A more critical approach to the form and

function of postgraduate education is needed.
Inevitably this will require some form of assess-
ment of outcome, including outcome for patient
care. Ross and Lawton attempted to evaluate a
course for general practitioners on muscles and
joints. 's Their course aimed at increasing
knowledge and practical skills, and they tried to
determine whether this altered management of
patients, particularly hospital referral and
investigations. Their main finding was that
those who scored high on knowledge tests
investigated and referred less patients and gave
more local injections. A course in which partici-
pants gain relevant factual knowledge alone may
not alter established behaviour." Test scores
continued to increase after the course, but
examination of log diaries showed no change in
referral or investigation rates. Huston offered to
provide individual tuition on soft tissue injec-
tion to general practitioners who referred
patients to his clinic. 6 The response was
disappointing in that those who referred patients
most often had not responded to two or more
educational offers. Results such as these can
cause disillusionment with education as a force
for change.9

Continuing medical education is only one
link in the 'quality assurance chain', however.
Experience in other areas of change and
development in general practice has shown that
there is a necessary balance between a profes-
sional drive for --improvement and external
forces for change-such as contractual or
administrative pressures. 17 It has also been
shown that those general practitioners who are
most able to benefit from changes are those who
are already best organised, or who work in areas
of least demand. This would fit with the general
statement that those who are confident and
organised in one area of medical practice will be
able to respond with confidence given adequate
knowledge and skills in another area.
The importance of this general statement is

that new rheumatological knowledge and skills
may have little impact on a doctor unless

considerable note is taken of the environment in
which he practises medicine. Thus it may well
be that training in specific medical skills may
need to go hand in hand with practice manage-
ment training and appraisal of attitudes to the
doctors' role before real change can be expected.
For the future I think there are a number of

ways that rheumatologists, general practitioners,
and those in other disciplines, such as physio-
therapy and psychology, might work together to
promote a better service for patients through
better education for health professionals.
Some specific examples of this include:

1 General practitioners and consultants
together might produce a consensus on what
rheumatological services can reasonably be
provided within the setting of primary care.
2 General practitioners and consultants
together might begin to define some investi-
gation and management protocols suitable for
conditions prevalent in their health district.
3 General practitioners and hospital staff
should, through the process of peer audit,
examine their performance and identify the
subjects for which further education is required.
4 Teaching at postgraduate centres needs to
move towards a more participatory style, with
far more active educational input from general
practitioner tutors. The topics chosen should be
those shown to require further educational
input.
5 Informal attachments ofgeneral practitioners
to departments, and of consultants to general
practice need to be fostered. These can operate
with or without a system of peripheral clinics in
general practitioner premises. There has been a
sad loss of clinical assistant posts which are a
valuable source of cross fertilisation between
primary and secondary care.
6 Research into the prevalence and manage-
ment of conditions in primary care needs
encouragement.
7 The skills needed to manage many of the
patients who have chronic or relapsing disorders
need to be shared across disciplines. For
example, the assessment and management of
patients with chronic musculoskeletal pain may
best be explored in conjunction with psycho-
logists and physiotherapists. As doctors, in
general, we provide our patients with a fairly
restricted range of management strategies.
Further studies of consultation, techniques and
outcomes are necessary here. This is a particu-
larly important area for general practitioners.
An overemphasis on the somatic manifestations
of illness and the use of technological solutions
(usually prescribed drugs) or inappropriate
referral may postpone improvement.'8
8 With the coming revolution in information
technology it should soon be possible to feed
back to general practitioners information about
referral rates and clinical outcomes. This infor-
mation may well provide a source of impetus for
change both in hospital clinics and general
practice.
9 Groups for education and research, such as
the newly formed Primary Care Rheumatology
Society, need continuing support and resourc-
ing by specialist departments.
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Continuing medical education for the
rheumatologist

Deborah P M Symmons

Johnie has just been appointed as a consultant
rheumatologist. It was his sixth interview but he has
finally made it-a single-handed consultant in a
district general hospital. His nearest rheumatological
colleague will be 30 miles away. It has taken 18 years
of training since he left school to reach his desired
goal. He has taken numerous examinations and
written a learned thesis. His sense of achievement is
great. He is also apprehensive. Johnie is aware that
his non-rheumatological colleagues and junior staff
will look to him for definitive pronouncements on
the latest treatment for polyarteritis nodosa, current
theories on the cause of rheumatoid arthritis, and
whether non-steroidal anti-inflammatory creams are
efficacious. His patients will expect him to use the
most modem diagnostic techniques and treatments.
None of his previous education seems to have
equipped him for this task of keeping up to date.
How will he cope?

Johnie is fictitious, but his dilemma is real.
Every consultant rheumatologist needs to con-
tinue to acquire and implement new knowledge
throughout his working career. Many feel
themselves to be poorly equipped for this task
of continuing medical education.

Medical education has three phases. The first
phase takes place at undergraduate level.
Teaching is didactic and exam oriented. After
graduation the rheumatologist embarks on a
period of higher specialist training culminating
in accreditation-the graduate phase of medical
education. Continuing medical education is the
most recent and least well developed branch of
the medical learning process.

It is important to recognise that the educa-
tional needs of the consultant rheumatologist
are different from those of an undergraduate
medical student. Educationalists have dis-
tinguished two approaches to conveying infor-
mation: the 'pedagogic' approach and the
'andragogic' approach. ' The pedagogic approach
is used for teaching children. The students are
dependent on the teacher, have little experience
on which to call, and little opportunity to apply
the learning. Learning tends to be subject
oriented. In the andragogic approach the
students are participants and self motivated.
They have much experience on which to draw
and they wish and are able to apply new skills
immediately. Learning needs to be oriented
towards perceived problems or areas of ignor-
ance rather than to the subject as a whole.
Medical students are usually taught by the
pedagogic approach and so are not prepared for
adult techniques. The seeds of successful con-
tinuing medical education really need to be
sown in the undergraduate medical curriculum.

Continuing medical education in the
United States
Continuing medical education is much further
advanced in the United States than in the
United Kingdom. It is worth looking at the
developments in the United States in order to
bypass some of the problems they have en-
countered.

In 1955 the American Medical Association
sponsored a study of continuing medical edu-
cation.2 The subsequent report stated that
reading, conferences, and communication with
colleagues were the main avenues of such edu-
cation. They advocated the development of a
national advisory council to establish standards
of evaluation and accreditation, to develop
methods to induce participation, and to co-
ordinate efforts. The report speculated that
continuing medical education might eventually
become mandatory. In 1962 the Dryer report
made recommendations for 'a university with-
out walls' with a national curriculum for all
medical specialties.3 Films, television, and
other new educational technology were to be
exploited and self assessment examinations
needed to be available. Serious efforts to establish
national faculties in cardiovascular disease,
gastroenterology, and dermatology were made,
but the difficulties were overwhelming.4 Since
then developments have been started pre-
dominantly by specialist bodies.

In 1967 the American College of Physicians
began a voluntary self assessment programme,
which now consists ofcomprehensive syllabuses,
lists of references, an objective test, and a
critique of the test questions and answers. The
Royal Australasian College of Physicians also
produces regular self assessment programmes
for its fellows.5 In the United States 36 organis-
ations offer programmes which enable practis-
ingphysicians toreview theirmedical knowledge.

In 1973 the American Board of Medical
Specialties agreed to the principle of recertifi-
cation. By 1986 13 specialty boards were issuing
time limited certificates. In 1987 continuing
medical education was a prerequisite for re-
licensing in 22 states. Six specialty societies and
10 state medical societies require participation
in further education for membership.

Unfortunately, the fact that continuing medi-
cal education is mandatory has made it big
business. Marketing activities are now demand-
ing more attention than the determination of
educational needs and designing of appropriate
programmes.

ARC Epidemiology
Research Unit,
Stopford Building,
University of
Manchester,
Oxford Road,
Manchester M23 9PT
D P M Symmons
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Symmons

Continuing medical education in
rheumatology
In October 1969 La Ligue Internationale contre
le Rhumatisme, in cooperation with the XIIth
international congress of rheumatology, held a
workshop conference on continuing medical
education.6 This made six recommendations:
1 There should be a central register of the 30 or
so journals dealing with rheumatology.
2 Journals should provide reviews as well as
specialised research papers.
3 The league should produce a periodic bulletin
like the American Bulletin ofRheumatic Diseases.
4 Rapid distribution of proceedings of meetings
should occur. There should be more small
meetings to discuss a specific subject.
5 There should be improved incentives to
attend courses.
6 The importance of training in research
methods should be acknowledged.
A further symposium on education in rheuma-
tology was held at the XIIIth international con-
gress of rheumatology in Japan.7 It concluded
that 'leadership for progress in education is best
provided by professional rheumatism societies
in each country in the form of information
bulletins, journals, slide collections, and films'.

The current situation in the United Kingdom
Continuing medical education is a field of
learning which has, as yet, received little
attention in the United Kingdom. Indeed,
higher specialist training (graduate education) is
much less formalised in the United Kingdom
than in the United States, Canada, or Australia.
In rheumatology the specialist becomes
'accredited' after a four year period of training
in recognised posts. The posts are visited and
assessed by the Royal College of Physicians on a
regular basis, but there is no formal assessment
of the trainees. The last examination taken by
most rheumatologists is the membership of the
Royal College of Physicians two or three years
after graduation. The MRCP is, however, a
passport into the realm of specialist rheumato-
logy training rather than an exit visa from it. In
1983 the British Society for Rheumatology
(BSR) education committee proposed the intro-
duction of a syllabus for the period of higher
professional training and even suggested some
type of formal assessment as a prerequisite for
accreditation. This idea met with little en-
thusiasm from either the trainees or the trainers.
None of our sister medical specialties has a
formal assessment as part of higher specialist
training, though the situation is different in the
surgical field.
The BSR education committee has a broad

remit. It is concerned with rheumatology educa-
tion at undergraduate, graduate, and specialist
level. In the field of continuing medical educa-
tion it organises an annual half day update on a
specific topic and runs courses on paediatric
rheumatology, back problems, and advanced
rheumatology. The Heberden Committee also
takes on the mantle of further education in
organising the twice yearly national BSR meet-
ings. There are a number of regional rheuma-

tology societies which fulfil an educational
function. Some academic units run study days
and the pharmaceutical companies produce
educational videos, films, and printed material.
There is, however, no attempt to coordinate
such efforts and the time may have come for the
profession to look at the whole question of
continuing medical education in a more struc-
tured and formal way.

Setting up a continuing medical education
programme
Establishment of an education programme
should follow the same principles as setting up
any scientific experiment. Firstly, the aims
should be stated, the methods used should be
assessed, and the results should be evaluated.
The aims will be determined by the educational
needs of the rheumatologist. Educational
diagnosis must precede educational treatment.
Thus the first step in setting up a programme is
to assess educational needs.8 Corporate ignor-
ance could be assessed by means of self adminis-
tered questionnaires. Computer databases may
also be used to identify individual educational
needs by documenting types of diagnosis seen,
drugs prescribed, tests ordered, procedures
performed, and so on.

Principles of effective continuing medical
education
Continuing education must be based on the
assumption that although doctors are busy, the
great majority would like to improve the quality
of care they provide.9 An andragogic approach
needs to be adopted. Doctors should participate
in the development of continuing medical edu-
cation, and in the setting of priorities. Com-
munity needs will, however, also need to be
taken into account. There is some evidence that
continuing education has more effect when
focused on topics that are not of the greatest
intellectual interest to the participants.10
The most important principle, however, is that
continuing education should be enjoyable.

Methods of continuing medical education
LECTURES/SEMINARS
Lectures and seminars are a common means of
continuing education. They are probably the
best way ofkeeping the rheumatologist informed
of the current state of knowledge, but they do
not seem to influence patient care." This is
perhaps because only 6% of the deficiencies in
patient care relate to lack of knowledge. 12 Such
deficiencies are more commonly due to errors
such as failure to act on abnormal laboratory
results. 13

SELF STUDY
Doctors need education aimed at specific areas
of their own practice. In particular they often
need on the spot information when faced with a
patient with a particular difficulty. Telephone
calls to colleagues and trips to the library are the
current methods used, but in the near future
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electronic databases may have a role. Similarly,
computers should help doctors to learn sys-
tematically from their own clinical experience.

AUDIT
Peer review can be used successfully for educa-
tion purposes. Medical audit is soon to become
compulsory both in training programmes and in
routine hospital practice in the United Kingdom.
Information that a doctor performs differently
from others tends, however, to encourage re-
gression towards the mean unless the perfor-
mance can be measured against what is deemed
to be 'good practice'.9 Rheumatology might
benefit from some consensus views on what
constitutes 'good practice' in the management
of some common conditions.

READING MATTER
Once again electronic databases can help
doctors track down answers to specific ques-
tions. Planning a reading programme to main-
tain knowledge and expertise may be more
difficult. A series called 'postgraduate advances
in rheumatology-an independent study course
for individual continuing medical education' is
currently being produced in the United States
and might prove useful to rheumatologists in
the United Kingdom.

Incentives to participate
In the United States continuing medical educa-
tion is compulsory. In the United Kingdom
participation in further education by general
practitioners is rewarded financially. Medical
students were brought up with the truism 'No
test-no study'. Should continuing education in
rheumatology in the United Kingdom be en-
couraged by any of these three methods?
Embarrassment, ridicule, and legal action tend
to lead doctors to conceal their ignorance.
Learning is most likely to take place if it is built
in to the clinical system and if the benefits are
immediately apparent as improved patient care.

Evaluation of continuing medical education
An educational programme can only be judged
successful if it achieves its stated aims. Continu-
ing medical education can be assessed in five
ways: (a) attendance; (b) assessment of partici-
pant satisfaction; (c) assessment of increase in
knowledge; (d) assessment of improvement in
clinical competence; and (e) assessment of
improved patient care.

Conclusions
Johnie, the newly appointed rheumatologist,
has perceived a need for continuing education.
He is probably poorly equipped by his previous
training to devise his own further education
programme. With the benefit of experience
from other parts of the globe it would now be
possible for the BSR to assess the educational
needs of its members and devise appropriate
material to meet these needs. This would only
be worthwhile, however, if requested by a
large proportion of rheumatologists.
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