
the appropriateness of referrals-that is, the extent to
which general practitioners', consultants', and patients'
expectations are met. 7 More studies are needed on qualitative
aspects of referrals so that rates of referral may be interpreted
in relation both to the benefits of referral-for example,
improved health and well being-and to the risks ofreferral-
for example, unnecessary investigation or treatment.
Many of the problems in measuring and interpreting rates

of referral have yet to be solved. General practitioners should
welcome meaningful data on their referrals as a means of
improving patient care. The benefits that will result from
discussion of referrals are likely to be educational ones and
will arise from discussions between small groups of general
practitioners and between general practitioners and district
consultants to whom they refer. The DHSS intends to use
information on rates of referral "to ensure quality of care in a
cost effective way. "I Whether the accent will be on quality or
cost remains to be seen.

MARTIN ROLAND

Director of Studies in General Practice,
Clinical School,
Addenbrooke's Hospital,
Cambridge CB2 2QQ
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Consensus on overtreating cancer

Too many patients overtreated

No doctor likes to have patients die, and for many it seems
natural to keep on trying to achieve a cure until all hope is lost.
But attitudes to death have changed in the past 20 years, and
doctors can no longer justify such therapeutic persistence by
arguing that the patient would feel abandoned if the search for
a cure was halted. Heroic, massive surgery has already gone
out of fashion, but too many patients with cancer still suffer
from excessive treatment with radiotherapy or drugs, or both.
Sadly, the public's image of treatment of cancer is heavily
weighted by the minority of patients suffering from loss of
hair, repeated vomiting, and other grim toxic effects of
chemotherapy-and then going on to die. Giving a regimen of
treatment designed to achieve cures in circumstances when
the intent should only be palliation is bad medicine. The
patient suffers unpleasant side effects, and the high cost of the
treatment usually has to come from a health authority budget
that may already be in the red.
These were the conclusions at the halfway point of a recent

meeting of cancer specialists, health economists, and others
concerned with cost-benefit analysis in oncology. Example
after example of inappropriate management was quoted:
investigations being done long after the cancer was dis-
seminated and combinations of anticancer drugs being given
to patients with tumours known not to respond to chemo-
therapy. And, the participants agreed, when curative chemo-

therapy was indicated the drugs chosen were often new, not
fully evaluated, and much more expensive than the well tried
alternatives. At least subconsciously the doctor often seems to
be hoping that the latest drug will be superior to its analogues.
On p 471 the working group publishes its conclusions.

Firstly, it argues that doctors should no longer claim an
unfettered right to treat their patients with whatever treat-
ment they might think best. This clinical freedom merges
imperceptibly into clinical irresponsibility; doctors' exercise
of autocratic rights may infringe both the patient's right to
treatment that is of established worth and minimal toxicity
and their colleagues' rights to their fair share of NHS
resources.

Such a judgment implies that there is a consensus on
managing patients with different types of cancer at various
stages. In reality there are few types of cancer for which this is
true, but a working consensus could probably be agreed for
most others. The declaration calls for oncologists, radio-
therapists, and others to come together and establish review
panels to work out guidelines. Doctors competing for scarce
resources seem more likely to get the money they need if they
can show a rational, peer reviewed basis for their treatments.
And their patients should benefit too.

TONY SMITH
Deputy Editor, BMJ
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