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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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