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not lead to disaster. At six-month follow-up the patient remained free
of compulsive checking.

CASE 5

A 28-year-old clerk with a severe obsessional neurosis had been
referred for assessment for leucotomy. He was troubled by many
ruminations and rituals, but the most distressing symptom was his
reluctance to be in the same room as his 9-month old baby. He had
an irrational fear that the child might swallow a tablet which he might
have overlooked in his pockets or trouser turn-ups. The students
treated him in a single two-hour session by filling all his pockets with
tablets and then persuading him to play with some children. He then
went home and was able to have close contact with his child for the
first time. There had been no recurrence of his symptom at nine-
month follow-up.

Discussion

It appears that medical students can carry out behavioural
techniques under supervision in the treatment of phobic and
obsessional disorders and obtain results which are at least as
good as those obtained by nurse-therapists and psychiatrists.
Though it could be argued that teaching specialized techniques
to students most of whom may never employ the methods in
their professional career is a waste of time, comments made by
the students themselves imply the reverse. All 15 students who
had experience of behaviour therapy said how much they
enjoyed having direct therapeutic involvement with patients.
They found it rewarding to witness improvement in the patients
they treated and as in case 1 were able to play a large part in
improvisation of the treatment. As a result of their treatment of
the patients they obtained further details of the history which
did not come to light before-for example, the traumatic
experience concerning lifts experienced many years previously
by patient No. 3 (a friend had been killed in a lift 24 years
before).
Some of the remarks made by students in their written

account of treatment sessions were elucidatory: "The situation
was very similar to persuading a small child to dive into a
pond-the longer one waits, the worse it becomes." The same
student remarked about the above patient "this fear of lifts is

obviously her most severe phobia, but it is important to ask if
it is the most serious. I tend to think not. The patient lives in a
small village and her most serious problem is public transport,
which is far more handicapping than lifts, which would not be
encountered so much." It was decided therefore to concentrate
on the patient's difficulties on public transport, which were
completely overcome after six sessions.
The questionnaire results underline the importance of

behaviour therapy in the medical students' training in
Great Britain already suggested by the results obtained by
Brady in the U.S.A.2 The fact that most of group B (those who
had experience of behaviour therapy) thought this experience
should be on an elective rather than compulsory basis implies
that this kind of approach can be taught only to those willing
to learn and should not be forced upon them. However, the
fact that all of the 15 students arbitrarily chosen enjoyed the
experience speaks for itself. On the whole group B were more
impressed by the role of behaviour therapy than group A,
which might be expected to be the case as a result of their
positive experience. When these students graduate in medicine,
presumably they may well be more inclined to refer patients
for such treatments than group A. Some of the enthusiasm from
group B about behaviour therapy may have been communicated
to their colleagues, and this would contribute to the latter's
attitude, but there are still differences between the two groups
confirming the effect of participation in therapy.

I wish to thank Dr. M. Lipsedge, who supervised the students
treating the two obsessional patients. Both he and Professor Linford
Rees provided encouragement and support during the study. The
students who devoted their time so willingly to treatments also
deserve thanks.
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Summary

One hundred and ten dying patients were studied during
the 24 hours before death and 250 patients during the
weeks before death: 60% were well orientated in time and
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space 24 hours before death and 26% at 15 minutes
before death.
A control group of patients with serious, but not fatal,

illness were also studied. There was a contrast in attitude
to death between the dying patients and the ill but not
dying controls. The dying were resigned to their ap-
roaching death, experienced little or no fear, and did
not wish to know about their illness, whereas the control
patients wanted information about their condition and
feared death, though few thought they would actually die.
The relief of physical symptoms in the dying is im-

portant. There was often a brief improvement in con-
dition, with reduced need for analgesic, shortly before
death.
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Every physician is concerned with death but only a few
authors have described the behaviour of the dying. Our in-
vestigation was based on the clinical observation of 360 dying
patients between 1965 and 1972. One hundred and ten of them
were observed continuously on hospital wards during their
final 24 hours, and 250 were seen during the last days
and weeks before their death.1 2

Methods and Patients

Sixty-four men and 46 women aged 24 to 86 years (mean age 72-4
years) were observed during their last 24 hours. About 28% suffered
from diseases of the heart, the vessels, and the circulatory system,
19% from cancer, 18% from diseases of the gastrointestinal tract,
10% from pulmonary diseases, 7% from renal failure, 6% from meta-
bolic diseases, and 11% from other diseases.
Nine of them died suddenly from pulmonary embolism, massive

gastric bleeding, or from rupture of an aortic aneurism. Their death
had not been anticipated, and it was possible to observe them only
for a short time. Sixteen were in a comatose state and 12 mentally
disturbed. The other 73 patients were aware of time and place 24
hours before their death; 68 of them were well orientated up to 6
hours, 36 up to 1 hour, and 29 up to 15 minutes before death. Nine
patients were treated with analgesics because of pain.

Attitudes to Death

A thorough conversation was possible with these 73 patients. Twenty-
seven said spontaneously that they had to die, and 29 said that death
was near when asked about their condition. Only 2 patients wanted to
be informed about their health. Fifty-six of them were satisfied with
their lives, but only 2 would have accepted the chance to live the same
life again. Two patients were afraid of death; 61 believed in a life
after death.
A control group of 73 patients of the same age and sex suffering

from serious but not fatal illnesses was studied. Four of them were
convinced that they were to die, and 52 wanted to know about their
chances. Fifty patients were satisfied with their lives, and four were
prepared to live again; 35 were afraid of death; 24 believed in life
after death.

Vitality before Death

Another 250 patients-139 men and 111 women aged 22 to 91 years
(mean age 73-9 years)-were observed during their last days and
weeks before death. These patients had the following diseases:
Cancer 30%, diseases of the heart, the vessels, and the circulatory
system 19%, of the gastrointestinal tract 16%, of the kidney 10%,
of the pulmonary system 8%, metabolic diseases 5%, and other
diseases 12%.
These patients suffered from various physical or neuropsychiatric

symptoms, including pain, dyspnoea, nausea, vomiting, persistent
cough, hiccups, dysphagia, and anorexia. All had some physical
symptoms. The neuropsychiatric symptoms were fear, depression,
weakness, uncoordinated thinking, lack of interest, hallucinations,
irritability, forgetfulness, lack of concentration and judgement,
delusions, acoustic and optical illusions and unconsciousness. More
than half had some neuropsychiatric symptoms. The physical and
the neuropsychiatric symptoms appeared to influence one another.
Patients with malignant tumors had more pain, while those with heart
diseases suffered more from dyspnoea, and the renal patients more
from nausea. The dyspnoeic patients were more frightened. The
patients with a strong religious belief, and those with no faith at all,
showed less fear. The young were more afraid to die than the old.
There was no difference between men and women. The patients
were more afraid of pain, physical distress, or chronic debility than
of death itself. Firmness of religious conviction increased with
deterioration of condition. Immediately before death the need for
analgesic medication decreased and many patients exhibited a short
increase of vitality, appreciated food again, and appeared to be
generally improved.
We observed that patients chronically ill with malignant disease

went through five phases in their last days and weeks-negation, anger,
haggling, depression, and finally acceptance. This confirms the
observations of Kubler-Ross.3

Discussion

One-third of the 110 patients studied were not orientated in
time and place 24 hours before death. The majority died con-
sciously and 26% were well orientated up to 15 minutes before
their death. 51% of the patients felt they were about to die,
half spontaneously and half after being asked about their
condition, whereas in the control group only 5% believed that
they were dying. This difference is statistically significant
(P <0.005).
Many of the patients who felt they were dying had realized

this for some weeks. Approximately 25% went through the
five phases described. We found similar phases in patients with
chronic non-fatal illnesses, such as diabetes mellitus. Apparently
man reacts to a potentially fatal event primarily by negation,
later with a certain rage, but finally he is resigned to his fate.

Reports on the behaviour of dying patients are few, and often
conflicting. Grant4 believed that only a few patients are aware
that they are dying. But Bennholdt-Thomsen5 showed that
most of a group of 12 dying children knew they were dying.
Jores6 and Platt7 believed that most dying patients realize this
fact, and Exton-Smith8 reported that 25% of his patients were
aware of their approaching death. Hinton's9 conclusions from
studying 102 fatally ill patients are more concise: during the
first interview 50% said that they were about to die and a
further 25% during subsequent conversations. Rees'0 reported
that 6% of 50 dying patients expected to improve, 72% were
non-commital, and 22% indicated an awareness that they might
die: 10% expected to die soon, 10% thought they would prob-
ably die, and 2% thought they might possibly die.

It is interesting that only two of our dying patients wanted
to be informed about their state of health, while in the control
group 52 asked details of their illness. Many of the former, who
did not mention their dying spontaneously or during conversa-
tion, seemed to feel their death and were silent.

Understanding the interdependence of physical and neuro-
psychiatric symptoms is essential for good management of
dying patients. For example, fear decreases when the dyspnoea
improves. Our patients had varying physical and neuro-
psychiatric symptoms, related to their main illness, and they
reacted differently to treatment. It was easier to relieve pain
than dyspnoea.
The conversations with dying patients showed the mentality

of the dying. More than two-thirds were satisfied with their
lives, but only two would have liked to live their lives again.
Of the dying patients 2-7% were afraid of death, but 47-9% of
the control group feared their end. This difference is significant
(P <01005). The few authors dealing with this matter have come
to the same conclusion.'-' Our patients were more afraid
during the last weeks than the last days before death. The
observation that fear decreases the nearer to death approaches
seems to be correct.

Belief in the possibility of life after death differed greatly;
84% of dying patients believed in it compared to 33% of
controls. Religious belief and conviction increased during the
days and weeks before death. As the disease became worse,
patients with strong religious convictions and those with none
at all showed the least fear of dying, suggesting that these
people are less labile and anxious.

I thank Drs. B. S. Ashby, H. Peerenboom, and M. Stoklasa for
their advice in preparing the manuscript.
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