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in common from patient to patient to make it
recognisable and that symptoms or signs can
often be elicited to a certain extent objectively.
This can certainly not be said, however, about
the reaction of patients to bad news. The way
to approach such patients can only be a matter
of experience, as surely judging a patient's
personality comes more from experience than
lectures. I do not condone the present lack of
time in the curriculum for such discussion, but
I believe it is facile to think that students will
be any better at such a difficult job with the
occasional role play or lecture.

STEPHEN J ROSE
Raigmore Hospital,
Inverness IV2 3UJ

SIR,-Dr Robert Buckman (26 May, p 1597)
has done extremely well to evaluate the fears
that a doctor may have when dealing with
patients who have a terminal disease. One such
fear is the basic one of hurting the patient in
an emotional, if not a physical, way. It goes
against the grain to do anything that does the
patient harm. This is surely why the paternal-
istic attitude has developed theoretically to
save the patient any hurt.

Treating the patient in the humane way that
is necessary for good communication is also
painful for the doctor-painful for him to see
at close quarters the emotional turmoil. Dr
Buckman is quite right that more should be
done to expose medical students and young
doctors to training in counselling and talking to
dying patients and that role play can be
extremely valuable. The working party on the
care of the dying for Basingstoke and North
Hampshire Health Authority has found twice
yearly multidisciplinary symposiums extremely
valuable, and these are based on role play and
workshop groups exploring the interaction
with seriously ill and dying patients. Under-
standing our own emotional reactions-and
that they exist-is the first step in helping
these patients.

T P NASH
Pain Relief Clinic,
Basingstoke District Hospital,
Basingstoke, Hants RG24 9NA

SIR,-As a father of a 17 year old boy who died
ofosteosarcoma two years ago after being ill for
19 months, I recognise the patterns of doctors'
reactions that Dr Robert Buckman describes.
In our experience as parents communication
about the poor prognosis for our son was
difficult, almost impossible. Emphasis was
placed on the supposedly bright side, and this
had great impact on our participation in thera-
peutic decision making. Expectations were
presented as hopeful until two months before
our son died, and cytotoxic drugs were used
until then. At that moment the disease had
been disseminated through the lungs for more
than a year and metastatectomy had been
rejected six months before.

I do not blame the doctors personally. Dr
Buckman gives a clear analysis of the compli-
cated situation in which doctors find them-
selves. I agree with him that developing skills
in talking to seriously ill patients and their
families should be part of the medical curricu-
lum. Indeed, this is one of the suggestions I
made in a paper based on our experience.' The
central theme was where the bounds became
blurred between truth and reality. Publication
was followed by an extensive and intensive

discussion to which many doctors contributed.
The wide variation in their opinions under-
scored the need for open communication
about these matters as well as the enormous
uncertainties.

Dealing with the issues raised by Dr Buck-
man is important for improving not only the
patient-doctor relationship but also the quality
of medical care. Not adequately coping with
bad news leads to a flight in the line of the least
resistance, which does more harm than good
to patients.

Conversation with seriously ill children and
their parents needs special consideration.
Where lie the responsibilities, and how can we
both involve children in decision making and
not provide suggestible children with coloured
information ?

Talking implies providing information about
the chances one has with or without specific
treatments. This information is based on
reported results. May reports be biased by the
involvement of authors in their own evidence
or by the selection for publication ? I suggested
the founding of an independent institution for
the critical appraisal of research results in
cancer treatment.

Conversation about bad news is also a matter
of discussing the costs and benefits of treat-
ment. What quantity and quality of life is
gained or lost ? This cost benefit approach is
unexplored in the treatment of cancer but
nevertheless crucial.2

B J KNOTTNERUS
Baan,
Netherlands

Knottnerus BJ. Gewetensvragen aan artsen. Medisch
Contact 1983;38:429-30.

2 Fayers PM, Jones DR. Measuring and analysing
quality of life in cancer clinical trials: a review.
Statistics in Medicine 1983;2:429-46.

Hospices

SIR,-Dr D C Hogg (12 May, p 1453) is right
to question the relation between general
practice and hospices. This practice is
probably typical of many others and the
following figures will bring a perspective to
the debate.
From our list of 14 271 we had 143 deaths

in 1983; 33 patients died of cancer. A total of
103 of the patients died in the care of the
practice: 60 at home; 14 in rest homes or part
three accommodation; eight in nursing homes;
and 21 in the cottage hospital. Of the rest,
35 died in hospital, two in hospices, and three
elsewhere.
We have had tremendous support from our

local hospice, and as a centre of excellence its
influence helps all those who are caring for
the dying at home. Like Dr Hogg, however,
I would like to think that most of my patients
will need admission to a hospice only for
assessment and stabilisation of particularly
resistant and difficult symptoms.
The hospice movement seems very aware

of its sometimes delicate relation with general
practice, ard there is undoubtedly some
danger that their policies of excellence will be
misconstrued by many doctors, and also by
an interested and concerned public, as
representing the "ideal" management for
terminal illness. That this is already some-
thing of a problem was brought home to me
when a local medical registrar on discharging
home a terminally ill patient with an un-
complicated carcinoma of the bronchus
contacted the hospice domiciliary team as a

matter of routine. In addition, the emotive
forces behind the movement will maintain a
ready supply of funds, and it will require
wisdom and foresight to see that such funds
are distributed to take account of the actual
workload (see above figures) and to ensure
that the recent improvements in the district
nursing service, such as night nurses, continue
and expand.
A charge of arrogance would be easy here,

but like most general practitioners I believe
that care of the dying is very much part of
our job and we should look to the hospices to
help us do this better-not to do it for us.

F AKERMAN
Romsey,
Hants S05 8ED

***This correspondence is now closed.-ED,
BM7.

Adjuvant questions

SIR,-At last there is common sense expressed
by a person with such standing as Dr Diana
Brinkley (9 June, p 1709), who has extensive
experience with trials for breast cancer. She
cautiously expresses considerable doubts and
very rightly states: "There is no consensus
on how patients with early breast cancer
should be treated and no consensus on when
adjuvant hormone therapy or chemotherapy
should be prescribed."

Surely this is the moment for British
oncologists to state that more consideration
should be given to our patients with regard to
possible harmful and unpleasant chemotherapy
until such time as properly controlled, con-
firmed international clinical trials have at
least shown that no harm has accrued.
These columns have not been wanting for

suggestions regarding methods of minimising
damage by, for instance, one day cyclical
monthly treatments to avoid repeated bone
marrow damage and intra-arterial chemo-
therapy direct to the tumour with antidotes
timed to the venous circulation to block
damage on exit from the tumour circulation.
Our immunity is a most precious possession
which should be guarded from possible
damage at all times, especially when it is
planned in treatment.

Indeed, I would go further in stating that
some treatments given today may be actionable
in law.

A GREEN
Highstone Barnet EN5 4QA

Planned and unplanned
deliveries at home

SIR,-Mrs Marjorie Tew's letter (2 June,
p 1691) is interesting but unfortunately
contains many factual mistakes. She writes of
her "conclusions about the obstetricians'
perinatal surveys of 1958 and 1970." They
were not obstetricians' surveys, though there
were obstetricians on the various committees,
The directors of the surveys were Neville
Butler and Roma Chamberlain, both of whom
were paediatricians. The initial working party
for the 1970 survey had only one obstetrician
in its 10 members, and the staff of 10 members
of the survey equally had only one obstetrician.
Paediatricians, physicians, a community mid-
wife, and statisticians formed the bulk of the
committee-so there was no bias in favour of
obstetricians, or self assessment.
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