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A telephone call seems so much easier, quicker, and cheaper
than a letter; but we should not be fooled. Most doctors are
impossible to reach. How often are we told "You called him
and then he called back and you were out." And it doesn't take
long to exceed the 16p of a first class letter when a London caller
is left in the void between the switchboard and the department
of radiology in the Widdicombe Royal Infirmary. By the time
the call has been put through to the department of radiotherapy
it would have been cheaper to send a telegram (if they had not
been abolished).

In reality phones are always more annoying and frustrating
and expensive and often slower than letters. They are also much
more likely to lead to mistakes and misunderstandings; and
they are a dreadful intrusion. After a few years as an editor
you can gut the contents of a letter and have it in the bin within
seconds if it is libellous, obscene, boring, or scientifically
invalid: phone calls take so much longer and in the end any-
thing that is meant for publication has to be confirmed in
writing. So please don't call us, and we won't call you-
unless it's essential, which is not often. You write to us, and
we'll write to you-first class if necessary, but most things can
wait. Indeed, many letters are best left unposted for 24 hours,
read again in the cool light of the morning, and then scrapped.
And you can't do that with a phone call.

Honesty after death
Doctors nowadays are not always comfortable in the presence
of death. In hospital too often the dying patient is passed by on
the ward round with no more than a token greeting; in general
practice too often the emphasis is on the control of symptoms
rather than answering the patient's questions and responding
to his fears. Some advances have been made; we have learned
to deal with stillbirth rather more compassionately, and the
hospice movement has helped doctors and nurses to under-
stand the needs of patients dying of cancer. These, how-
ever, are predictable, acceptable deaths in which the health
professionals can reassure themselves that everything possible
had been done and that the patient's dying implied no criticism
of their competence.
Unexpected death is much more threatening for the doctor.

He may know (or suspect) that the death may have been due to
a drug side effect, a diagnostic oversight, a technical failure on
the operating table, or slowness in calling for help from a more
experienced colleague. His anxieties will be made worse if the
patient's relatives seem to sense that something was wrong
and are asking awkward questions. Frozen in embarrassment
and uncertainty, the doctor's response is likely to be silent
withdrawal.

Recently the BMJ was sent by a woman an account of the
death of her baby. She had had an uneventful pregnancy and
had gone into labour spontaneously. On her arrival at hospital
the labour ward was extremely busy and she was seen by a suc-
cession of doctors and midwives, given an oxytocin drip, and
left in the care ofa pupil midwife. Her epidural anaesthetic gave
only partial analgesia; progress was slow; the pupil midwife
eventually went in search of a doctor and returned with one the
patient had never seen before. He delivered the baby with for-
ceps, but she did not breath spontaneously and was found to
have brain damage. A few days later she died.

Clearly something had gone wrong-but none of the obstetric
staff approached the mother with any explanation. Eventually
she asked for an interview with the consultant, who responded
angrily to the parents' criticism of his failure to talk to them
while the mother was in the hospital. The area health authority
arranged a meeting at which everyone was very guarded in
what they said, and many questions were left unanswered.

Surely incidents of this kind-which are by no means rare-
should not be allowed to continue. The apparently heartless
behaviour of the doctors is explicable: in part it is due to a
belief that when something has gone wrong the lawyers will
insist on rigid adherence to the rule "never apologise, never
explain," and in part to the difficulty clinicians experience in
coming to terms with their own failures.

Yet the first concern ought to be the relatives-who have to
face the psychological blow of an unexpected, unbelievable
death. The doctor's prime duty in these circumstances must
be to offer compassion and support. How can attitudes be
changed ?

Firstly, and as a matter or urgency, medical students and
young doctors must be taught how to give help and comfort
to the relatives of patients who have died. The skills of be-
reavement counselling do not come naturally; they need to be
taught just as much as techniques such as lumbar puncture or
taking a psychiatric history; and interviewing skills are best
learned by observation and by practice under supervision
(making use of videorecordings and role playing).

Secondly, consultants and general practitioners should
recognise and accept an obligation to talk to the relatives when-
ever there is unexpected death-after an operation, during an
investigatory procedure, in a patient awaiting discharge from
the ward-or one who has just returned home. An interview
should be offered-not every relative has the courage or the
social skills required to ask for one-and its prime purpose
should be to give comfort and answer questions.

Finally, we must not let lawyers set our priorities. The
medical defence societies provide compensation for patients
and their relatives where doctors have made mistakes. They are
not meant to shield doctors behind legal barriers. They are run
by doctors for doctors and that should mean that the patient's
welfare is paramount. Most relatives simply want to know what
happened; in Britain they are rarely vindictive and an honest
explanation, given by a doctor who is clearly upset by the
death, is far preferable to what is seen as guilty silence or a
medical cover up.

Soma and psyche
Over 3000 years ago the Aryan people moved south across the
central Asian mountains to occupy the fertile Indus valley of
India. They brought with them the sacred plant soma; they
worshipped it in complex ceremonies and drank its juices. They
composed over 1000 hymns, many extolling the virtues of this
mystic plant. In the Rigvedic hymns soma was welcomed as a
friend to men, bringing joy and gladness. It instilled courage,
power, and strength, clarified the mind, inspired speech,
cured sickness, and struck down the wicked; with it men could
commune with the gods.'
As the Aryans moved south, however, supplies became pre-

carious. Ultimately they abandoned the use of soma without
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