
BRITISH MEDICAL JOURNAL 10 JANUARY 1976 87

The estimated date of a recurrence is not always recorded by a
registry, although it gives an indication of the quality of life after
treatment as opposed to total survival time. Histology is often not
verified, although this varies with region.

4. DATA ANALYSIS

Techniques used to calculate T-year survival rates vary from the
direct method to the life table or actuarial method3 4and the prediction
model method5 1i and may or may not be adjusted for the age and sex
distribution of the particular group of cancer patients.7 This should
always be made clear to enable comparisons to be made.

5. DATA PRESENTATION

Presentation of data is largely a matter of common sense, but the
publications by Reichmann8 and Mould4 may prove helpful.

DHSS SH3 returns

Other figures are produced yearly for the DHSS on hospital return
form SH3. These returns are subdivided by medical specialty and
include data on "new" patients, attendances, and treatments during
the year separated into inpatients and outpatients. Instructions for the
completion of the form are ambiguous in many places. Since statistics
on cancer treatment work load must in part determine future policy
such as purchase of equipment, the consequences of inaccurate returns
are serious. The definition of the term "new patient" varies. For the
purposes of the SH3 a new patient for the registration year is defined
as one who starts a new course of treatment in that year, regardless of
whether previous treatment courses have been given. If hospitals do
not realise that a single patient may be counted more than once for
SH3 forms the radiotherapy work load will be underestimated. The
table gives some 1973 SH3 statistics for eight different hospitals, and
there seem to be inconsistencies. These are probably in part explained
by (a) some of the patients originally seen at outpatient clinics

receiving treatment as inpatients (number of new inpatients treated
in 1973: hospital A 756, B 516, C 325, D 156); (b) outpatients seen but
not treated not being recorded (hospitals E and F)-these will prob-
ably form a minority and include those of advanced age and with
advanced disease at initial presentation-and (c) patients referred for
radiotherapy by other consultants not having also been included under
the radiotherapy section.

Figures derived from parts 2 and 3 of hospital return form SH3 completed by
eight hospitals (A-H) for the year 1973 showing apparent inconsistencies in
numbers of new outpatients

New outpatients

Part 2, SH3: Part 3, SH3:
Hospital consultation treatment Implications!!!

statistics, statistics,
line 18 line E(c)

A 3248 1841 1407 new patients seen but not treated
B 1868 1335 533 new patients seen but not treated
C 1271 927 344 new patients seen but not treated
D 944 825 119 new patients seen but not treated
E 1560 1560 All patients seen were treated
F 241 241 All patients seen were treated
G 838 1248 410 patients were treated but not seen
H 796 892 96 patients were treated but not seen
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Every emergency department should have one-
an interview room

D H WILSON

British Medical Journal, 1976, 1, 87-88

The accident and emergency department is at the interface
between the hospital and the outside world, and it is the focal
point for many acute social catastrophes. Parents may have to
be told that their children have been killed on the road, or a
wife may learn that her husband has just had a fatal coronary
thrombosis. A room should be set aside for such devastating
interviews.

Design of the room

In 1971 I was given the opportunity of helping to design a new
accident and emergency department for the General Infirmary at

Accident and Emergency Department, General Infirmary, Leeds
LSI 3EX

D H WILSON, FRCS, consultant surgeon

Leeds. In the first draft of the operational policy I asked that a pleasant
quiet room should be designed close to the reception area for personal
interviews with patients' relatives. I had already experienced the
seemingly callous way in which it was sometimes necessary to inform
relatives of a sudden brutal death and then expose their grief to public
gaze. The secretary's office, the sister's office, or even the staff sitting
room are used in some departments as a haven for distressed relatives,
but this can embarrass both the relatives and the staff and disrupt the
work of the department. I had come firmly to the opinion that a room
specifically designed for this purpose was essential.

Eventually, as the plans for our new department developed, we
located the interview room next to the new patients' waiting area and
close to the nurses' station. This has proved to be an ideal arrangement.
The door opens discreetly off the waiting area and only the nurse can
see directly in. The room is carpeted, has soft lighting, and is furnished
with easy chairs grouped around a coffee table. Behind the door is a
hand basin and mirror and on the table a telephone to enable people to
contact other relatives or friends.

In the six months since these new premises came into use we have
kept a record of the various purposes for which the interview room
has been used. Normally the room is kept locked but the key is in the
nurses' station. When relatives leave the room is locked again, the key
is returned to its hook, and details of the interview are entered in a
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register. This register now has page after page recording catastrophic
personal tragedies. It makes very sombre reading, but the staff are all
agreed that this new facility has greatly improved the way in which
we are able to care for the relatives as well as the patient.

Using the room

We have had to break the news of the death of a son or daughter
from road accidents, drowning, or acute illnesses. Other parents have
learnt that their child has suffered severe brain damage or physical
mutilation from a road accident, that they are still alive, but that they
have little chance of making a full recovery.
Among adult patients myocardial infarction is by far the commonest

cause of unexpected sudden death. Attempts at resuscitation may
persist for an hour or more and we have found it invaluable to have
this room where relatives can wait quietly and privately until we have
some definite news for them. If the resuscitation fails they may wait
until it is convenient for them to view the body or collect any valuables.
During this time they can use the telephone to contact other friends
or relatives who can share their anxiety or grief with them.

Apart from "informing the relatives" the room has also been used to
interview eye witnesses, workmates, or relatives about the circum-
stances of an accident or, in one instance, to talk with the remorse-
filled 16-year-old father of a battered baby. Staff from other depart-
ments of the hospital have also occasionally used the room to talk with
relatives who have arrived when it is inconvenient to see them on the
ward.
The onerous task of passing on sad news is certainly made easier if

it is shared. I have often greatly appreciated the help of a senior nurse.
I start the interview by making sure of the relationship between the
injured or deceased patient and the people with whom I am speaking
to avoid the possible anguish of mistaken identity. Then, having told

them what has happened, I find that a female nurse in uniform is a
more readily acceptable source of consolation than a male doctor in a
white coat. For most people the offer of a cup of tea is much apprecia-
ted. Our hospital chaplain recently pointed out to me that it is
impossible to cry and drink tea simultaneously. For people who want
to stop crying but cannot find the strength to do so a cup of tea may
enable them to regain control of their emotions. They then may want
to ask questions about necropsies, inquests, and funerals or just to
sit and talk about the person who has died. A few minutes spent
listening sympathetically is probably of more value than some
sterotyped words of consolation, and physical contact by an arm
around the shoulder or holding a hand is often more eloquent than
words.
The hospital chaplains, the medical social workers, and the police

have all been helpful at times in consoling and counselling patients'
relatives. The police also often help in taking relatives home, especially
at night.

Future use

Although the interview room was originally designed as a
place for passing on catastrophic news, the consultant staff of
the department can see a further use for it in the future as a
room for counselling patients about the circumstances which
led up to their visit to the accident department or seeking to
help them to face up to the social environment which they are
returning to after their treatment. Our brief experience has
already convinced us that every emergency department should
have an interview room where members of the staff can talk with
patients or relatives with quietness and dignity and so seek to
help them with the problems and tragedies of life and death.

A patient in her 50s suffers from separation of some of her fingerniails
from the nail bed almost as far as the lunule. There is no obvious disease
and her general health is good. What reasons are there for this and is
there any treatment ?

Onycholysis (separation of the nail from its bed) is a common com-
plaint. Diseases which may be responsible include psoriasis (it is
rarely the only sign), fungus infections, dermatitis of the finger tips,
thyroid disorders, poor peripheral circulation, and hyperhidrosis. It
has been noted in people taking photosensitising drugs like demethyl-
chlortetracycline. In many patients there seems to be no obvious
cause. Idiopathic onycholysis is usually confined to women. Repeated
minor trauma may be an important cause, particularly if the nails are
kept too long. The gap between the nail and the bed often becomes
infected with bacteria (especially Pseudomonas aeruginosa) and yeasts,
causing discoloration of the nail. Any associated disease should be
treated on its own merit. There is no specific treatment for idiopathic
onycholysis. The nails should be kept short and Samman' states that
the application of 15°, sulphacetamide in spirit or 22(' thymol in
chloroform is useful. These help to combat secondary infection,
which is probably the main reason for the nail failing to reattach itself
to the bed.
1 Samman, P D, The Nails in Disease, 2nd edn. London, Heinemann, 1972.

What is the best advice to an elderly patient who has difficuilty opening his
bowels ? Investigations have proved negative but he has taken laxatives
for 50 years.

A patient who has taken laxatives for 50 years is unlikely to be helped
by changing from one purgative to another. It is important to review
other medication. Many drugs cause constipation. Codeine is well
known, as are all drugs with an anticholinergic action. These include
antispasmodics, anti-Parkinsonian remedies (but not levodopa or
amantidine), phenothiazine tranquillisers, many hypotensives, and
tricyclic antidepressants. Iron preparations, antacids-particularly
calcium carbonate and aluminium hydroxide-barbiturates, benzo-
diazepines, and monoamine oxidase inhibitors may cause constipation.
Diuretics remove fluid from the stool and predispose to constipation.

This may also lead to potassium loss and muscular weakness may be
an additional factor. He should take extra fluid, particularly beer, and
increase the fibre content of the diet. Bran is particularly effective, but
start with one or two teaspoonfuls of natural bran with a breakfast
cereal at first, and if possible work up to two heaped dessertspoonfuls.
Other bulking agents, Isogel, Normacol, and Celevac, may be tried as
alternatives to bran. The risk of bolus formation with these agents is
reduced if thf y are taken with plenty of fluid and more than once a day.

Is there any value in transcendental meditation?

"Value for whom ?" must be the counter-question. There can be no
doubt that in certain cultures religious beliefs of a predominantly
mystical sort, including transcendental meditation, are of value to
their practitioners. In our European culture, however, there can be
very few genuine adherents of such religions, and certainly it would
be unacceptable for, say, a local authority health committee to make
provision for them. Those who feel a need for such religious experi-
ence seem capable of finding their own kind either at home or, more
frequently, in the Orient. It is worth mentioning that some schizo-
phrenics find satisfaction in contemplating their religio-philosophical
navels.

How great is the risk of lead-poisoninig fromi the glaze of the old-
fashioned earthenware galloni/two gallon jars, used in homemade beer and
wine mlakinzg ?

The Pottery (Health) Special Regulations 1947 prohibit the use of
earthenware glazes other than those described as "leadless" (a glaze
not containing more than 1 . dry weight of a lead compound calcu-
lated as lead-monoxide) or "low solubility" (a glaze that does not
yield to dilute hydrochloric acid more than 5'o of its dry weight of a
soluble lead compound calculated as lead monoxide). Hence the use of
such vessels for home brewing or winemaking should not present a
lead-poisoning hazard. Vessels of unknown origin, however, may
present a hazard.
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