
sional group with a history of consistently under-
estimating how much information patients want.
Though doctors and other health professionals
tend to be reluctant to provide patients with certain
kinds of information, studies in which patients
have been given fuller information do not show
deleterious effects and often show benefits for both
patients and doctors."

Although it is undoubtedly true that some
patients will be distressed by information on their
diagnosis, prognosis, or treatment, the balance of
evidence suggests that lack of information is far
more damaging to patients and to their relation-
ships with their doctors. Indeed, over half the
malpractice claims against British doctors arise not
from errors in treatment and diagnosis but from
the failure to explain risks and side effects to
patients (J Wall, second international conference
on health, law, and ethics, London 1989).
Benign paternalism entails the risk for doctors of
shouldering unnecessary and often unwanted
responsibility for choices that perhaps should be
made by the patients. Whether giving patients
such choices is damaging overall is an important
question awaiting empirical investigation.
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SIR,-The best deliberation about ethical issues,
just like the best clinical science, should always be
informed by a thorough grasp of background
theory. Professor M Baum and his colleagues
misunderstand the complexity of a key moral
principle in medicine, and this undermines the
case they wish to make.'

Their argument is that in multicentre random-
ised controlled trials it is sometimes better not to
obtain informed consent-and so not to respect
autonomy-for two main reasons: firstly, that
being asked to take part in a controlled trial is an
unnecessary additional stress for a patient on top of
the shock of a diagnosis of cancer, and, secondly,
that it is desirable on utilitarian grounds to over-
ride the informed consent of a few patients to
secure an increase in scientific knowledge that will
benefit many patients in the long term.
The authors go on to say that autonomy is not

always the primary ethical concern. Sometimes the
principles of non-maleficence and justice should
take precedence. But they also claim that "patients
should retain the option to abrogate their . .. right
to autonomy." This is a revealing admission as, to
be consistent, they should argue that this right-
which itself rests in autonomy-should also be
overridden in some circumstances. If it is correct
that a major aim of medicine is to protect a patient
from stress caused by knowledge of "the precise
prognosis of her condition and the uncertainty of
surgeons about the appropriate treatment for such
disease" then, to provide the finest medical care,
doctors should remove all responsibility for any
decision from selected patients and never reveal
anything that might disturb them, however true it
is, from the moment they enter the hospital.

But no one seriously holds such a radical
view because the creation of autonomy is deeply
embedded within the rationale of medicine.
Autonomy is not a single ethical imperative, as the
authors believe, but an essentially human quality.

All people, unless they are permanently comatose,
possess the potential for some degree of autono-
mous action. People attend hospitals primarily
because their degree of control of life has been
impeded by disease or injury, and they seek
treatment in order to return their degree of
autonomy to its previous level, or as near to it
as possible. Tfhus doctors inevitably seek to
create autonomy through medical care, including
treatment of cancer.
Why practise medicine at all if not to create more

autonomy than there might otherwise be? And if
this is the true rationale of medicine then it is
contradictory not to respect a person's autonomy
while caring for her, as this produces the para-
doxical situation of doctors working to create
autonomy by treating disease while diminishing
it through a policy of well intentioned, but mis-
guided, deception. It is true that there is more in
ethics than the notion of autonomy, but if it is to be
argued that non-maleficence should sometimes be
considered to be the more important principle,
then the harm to be avoided cannot be thought to
be only the harm of stress to a patient, but also
harm to the level of control that a patient can exert.

DAVID SEEDHOUSE
Department of General Practice,
University of Liverpool,
Liverpool L69 3BX
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Interpreting laboratory results
SIR, -The recent editorial by Drs C G Fraser and
Y Fogarty carefully explains that there is no
significant difference between cholesterol concen-
trations of 7 62 mmol/l and 6-49 mmol/l in a single
patient.'
May I ask whether the authors report such

results to two decimal places in their laboratory?
'fhe figure quoted for analytical variation (3%; that
is, 0-2 mmol/l) shows that the second decimal is
inappropriate; the figure for within subject
variation (6%; that is, 0-5 mmol/l) shows that even
the first decimal place is unreliable.

Clearly, giving results simply to the nearest
integer would be more sensible, even though in the
given case this would apparently widen the
difference between the two results (between
8 mmol/l and 6 mmol/l). To give results to two
decimal places is misleading, and I am not surprised
that clinicians read into such results a significance
that is implied but not real.
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AUTHORS' REPLY,-Dr Sheppard undoubtedly is
correct in stating that reporting laboratory results
to several decimal places is a factor which con-
tributes to clinicians reading more into numerical
results (and changes in serial results) than is
warranted.

For serum cholesterol concentrations, reporting
results to the nearest integer would be unwise.
Firstly, the criteria now widely used for interpreta-
tion are quoted to one decimal place. Secondly, a
re"ult reported as 6 mmol/l could be 5 5 mmol/l
and a result of 8 mmol/l could be 8 4 mmol/l; the
difference, which is' apparently 2 mmol/l but in
reality 2 9 mmol/l, is a change of 34 5%-which is
significant. In contrast, the results could equally
well be 6'4 and 7 5 mmol/l, giving a difference of
14 7%-which is insignificant.

Although our laboratory reports results of serum
cholesterol assays to two decimal places at present,
we think that one place is most suitable.

C G FRASER
YVONNE FOGARTY

Dcpartment of Biochemical M\edicine,
Ninewclls Hospital and Medical School,
Dundce DnI 9Sx'

Managing biliary atresia
SIR,-Recent letters from Birmingham 2 high-
lighted our concern at the not infrequent delay in
diagnosis of biliary atresia and the subsequent poor
results of surgery.'
Many series have now shown the efficacy of the

portoenterostomy (Kasai) operation for biliary
atresia if it is performed before the patient is
8 weeks old, and survivals of up to 32 years after
the procedure have confirmed its long term
usefulness.4 Clearly, liver transplantation must be
considered for patients in whom liver function
continues to deteriorate after portoenterostomy,
but it should be remembered that at present 90% of
patients survive 10 years after a successful porto-
enterostomy,' which compares favourably with the
66% three year actuarial survival for patients
undergoing liver transplantation for biliary atresia
in Europe.' Early portoenterostomy should be the
rule for these patients, but it is a sad fact that
in 41 of 50 cases seen between February 1985
and December 1987 referral had been delayed
because general practitioners, community health
staff, or hospital doctors had failed to appreciate
the significance of persistent jaundice. Parents of
infants admitted since December 1987 have given,
with similar frequency, a history of inappropriate
reassurance that the infant's jaundice was physio-
logical without the doctors determining whether
the urine was yellow, the stools pale, or the direct
bilirubin concentration raised. Biliary atresia must
be suspected in infants who remain jaundiced after
14 days of age and in whom the direct bilirubin
concentration is raised.

In Japan parents are warned of the implications
of persistent jaundice and pale stools in infancy,
and well bably reviews are carried out at 4 weeks
of age rather than at 6 weeks as in the United
Kingdom. The morbidity and mortality of biliary
atresia could be reduced by adopting such simple
measures.
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Glass in the foot
SIR,-It is indeed difficult to defend or justify the
omission of radiography in cases of injury with
glass, but we take exception to the view of Mr P W
Richmond and Dr L A Williams that failure tofind
glass fragments is indefensible,' a point that has
not adequately been addressed by their further
comments.2

Visibility of glass fragments depends on radio-
graphic factors, including the kilovoltage of the
x ray beam, the radio-opacity of the fragments in
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