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Personal Viez

The dialogue takes place in our outpatient department in
Britain where Mr. Black has been examined for his presenting
complaint of rectal bleeding.

"Well, doctor, have you found out what's the matter ?"
"Yes, Mr. Black, you have an ulcer in the rectum-you know, the

back passage-and I'm afraid you will need to have an operation."
"Is it something serious, then, doctor ?"
"Not really, but it's the kind of thing which tends to keep getting

bigger if we don't remove it."
"It's not cancer, doctor, is it ?"
"No, no, but this kind of ulcer tends to grow and spread if it's left

alone. We may even have to take away the back passage completely."

The scene is now at the patient's bedside on the morning
after his abdominoperineal resection of the rectum.
"How are you feeling this morning, Mr. Black ?"
"Terrible," Mr. Black replies with great feeling and honesty. "Tell

me what you found at the operation, doctor. Was there any cancer in
there ?"
"No, we did have to take the rectum away because the ulcer was so

low down, but everything will be fine now."

In Canada Mr. Blue presents with a similar problem of rectal
bleeding, and, because of the order of diagnostic likelihoods, he
is referred to the nearest branch of the provinical cancer clinic.
After the examination, the conversation goes something like
this.

"Mr. Blue, you have a lump in the rectum there which is almost
certainly cancer."
"How extensive is it, doctor ?"
"We won't know for sure until the operation, but I think that the

rectum will have to be removed completely. There is no evidence of
any spread elsewhere at the moment."

As in Britain a discussion on the question of colostomy
follows, and Mr. Blue is admitted to hospital for biopsy and then
abdominoperineal resection.

After the operation, Mr. Blue feels just as terrible as Mr.
Black, and asks a similar question.
"What did you find, doctor? Had it spread at all ?"
"We had to take away all of the rectum, but there was no spread of

the tumour anywhere else."
"What are my chances then ?"
"It really is impossible to answer this question accurately in any

individual case, but most patients with the kind of cancer you had do
very well," or words to that effect.

The discussion on prognosis which follows may, in fact, be
quite detailed.

* * *

These two interviews exemplify the different prevailing attitudes
on cancer in Britain and Canada. The doctor knows of course,
that Mr. Black has cancer. Mr. Black knows that he has cancer.
What is more intriguing to contemplate is that the doctor knows
that Mr. Black knows he has got cancer. Why, then, is this
charade performed ? Is it not insulting to patients for us to make
the decision that they should not be told what their problem is
on the grounds that they will "go to pieces." With rare excep-

tions, this just does not happen. When the diagnosis of cancer
is discussed with frankness and honesty, the whole topic is
emotionally defused to a large extent. The patient's response
is almost invariably one of inquiry, acceptance, and co-opera-
tion. There is, of course, anxiety, but the level of anxiety for the
patient in this situation is much lower than that experienced
with the-conspiracy-of-silence approach.
When the truth is concealed, elaborate fabrications are often

necessary to explain to patients the reason for courses of radio-
therapy or cytotoxic drugs; relatives are required to put on an
act which is often quite outside their theatrical capabilities;
above all, the patient probably has that nagging suspicion and
uncertainty which are more emotionally destructive than certain
knowledge-ven if the news is bad. With honesty from the
doctor, the patient and his relatives can discuss the problems
openly, and plan realistically for the future. Are we not rather
naive in thinking that a patient of average intelligence, who has
had a mastectomy, will be satisfied with the explanation that it
was necessary because of a "little lump" in the breast. "No, it is
not cancer, Mrs. Smith, but it's the kind of thing which might
come back unless we remove the whole breast." What of the
credibility gap which must develop between Mrs. Smith and her
doctor when it comes back a year later, in any case ?

It has been said that some patients wish to know the whole
truth and others do not-; that a question posed thus "tell me
honestly, doctor, do I have cancer ?" should be answered truth-
fully, whereas the question "I don't have cancer, doctor, do I ?"
should receive a mendacious or at least evasive reply. This
attitude borders on the ridiculous. Who is to decide, and on
what grounds, that patient A should be told the truth while
patient B is given the run-around.

* * *

It may be more relevant to pose the more fundamental question,
"Do we have the right to withhold diagnostic information from
adult patients ?" In my opinion, we do-but only in the rare
instances in which there is no reasonable doubt that the patient
will benefit thereby. The rarity of such instances is apparent, to
me at least, by my inability to think up a good example. I have
heard it argued that it is pointless to discuss patients' problems
with them in detail, because they really don't understand, and if
they did, it would not be good for them. Whom are we trying to
protect from what ? Are the patients unable to understand, or
are they denied the opportunity to understand because of our
inability (or unwillingness) to communicate? I believe that any
problem or procedure in clinical practice can be explained in
relatively simple yet truthful terms.

I know that there are those who strongly disagree with my
opinion on this question. It is the kind of question on which
opinions are more in evidence than facts-but surely the burden
of proof rests heavily on those who would lie, cheat, and deceive,
to show that this is of value to the patient. Reason dictates that
the reverse is true.

CHARLES WRIGHT
University of Saskatchewan Surgeon
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