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Case conference

After the first death, there is no other
Discussion at case conferences often returns to the
difficulties of effective communication and
deficiencies in training of students in the necessary
skills. On this occasion we record a discussion about
the problems encountered at three levels in a
doctor's training: that of a medical student in
his first weeks of ward work; of a student about to
become a doctor and take clinical responsibility,
and of a trainee general practitioner nearing the
end of his year's attachment to a group practice.
The problems are discussed among a general practice
team involved in teaching. Those present are: afinal
year medical student, a trainee medical practitioner,
a health visitor, an attached social worker and
three general practitioners, one a lecturer at the
nearby teaching hospital, one a trainer in the
practice, and a third partner.

Background
LECTUR
I have just come from the first seminar with a group
of students who have started ward work, and it was
quite a difficult session. I wonder if I could share it
with you. I was asking them to discuss briefly the
problems of the patients they had just seen: my
object had been to allow them to start talking about
patients in as 'unclinical' a way as possible, and to
move from the cases presented to a discussion about
how to approach patients and gain insight into some
of their difficulties. I got more than I bargained for!
The second student I turned to was a young man
called David who seemed very reticent about his
only patient, a Mr Jenkins, and I was beginning to
jump to the conclusion that he had not bothered to
go and see him. Perhaps it was because of this that
I began to press him, and he suddenly burst out:
"Mr Jenkins is awful and I never want to go near
him again". He seemed near to tears. The violence
of his outburst left the group quite stunned and
there was a long silence. Then, going very red, he
apologised, and explained at a great rush that Mr
Jenkins was about 70; seemed never to have any
visitors; was at the far end of a large open ward. He
implied that he had found it difficult to get down to
the end of the ward, with the eyes of all the other
patients on him, but when he reached Mr Jenkins'
bed he found to his alam that the patient would not

look at him, sat staring forward and had great
difficulty in breathing and talkng. David began to
try to ask questions, but could not get any more
details other than that Mr Jenkins had an elderly
sister at home, and had come in because of 'his
bowels'. Finally, Mr Jenkins just turned away with
an oath and faced the wall. My student, who had
naturally conducted the interview without screens
of any kind round the bed, thought he heard some-
one nearby give a suppressed laugh, and he turned
round and fled. The group supplied the details that
Mr Jenkins was presumed to be suffering from lung
cancer, and had been admitted for assessment. There
seemed little hope that much could be attempted, as
he also had severe chronic bronchitis. The group
discussion at this point veered on to safer territory
and tried to work out what connection there could
be between bowel disturbance and lung cancer, and
why Mr Jenkins had been unwilling to mention that
there was anything wrong with his breathing in spite
of the obvious problem that he was having with it.
A number of the group were quite angry on David's
behalf that he should have been sent to interview
such a patient without warning. Their task was
artificial, and they were embarrassed at disturbig
patients with unnecessary questions. Their status
as students was clear to the patients, and they felt
that they were having to do something which was
of no benefit to the patients at all. I gradually
managed to draw David back into the discussion,
and he admitted freely that he had not been able to
go back to see Mr Jenkins, but insisted that it
would be of no value to do so. However, his
manner made me concerned that this had shaken his
interest in continuing as a medical student.

TRAINER
I doubt that, since he did attend the seminar and
was prepared to describe the incident. But let us
ask Peter here how he feels - as a final year medical
student, he is, after all, a bit closer to this than we
are. What do you think, Peter?

MEDICAL STIDENT
I suppose I must be a hard case, because I don't
remember ever having felt anything like this! But
I do think that the first few weeks on the wards are
very difficult: I suppose I was lucky because my
father is a doctor, and so I knew what to expect.
There were all sorts of pressures. The consultant
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expected us to know everything about the patients,
the sisters and nursing staffwere on the whole pretty
hostile unless they could get us to help them with
something. The patients were often too ill to want
to talk or had visitors at the time we could see them,
or if they had been on the ward a long time, were
obviously comparing us with the last student who
had interviewed them! But it's different now - I'm
not sure why.

Being professional
TRAINEE
I think that you develop a shell, a protection against
thinking about any of these things after a short time
on the ward. The whole emphasis is on interpreting
the physical signs correctly, so that even if it is
important to take a good social history, your mind
is on the disease process, and the more dramatic and
classical the presentation, the more you are inte-
rested. It's taken me some time to get back to the
realisation that, for instance, mitral valve disease is
a tragic discovery in a young woman's life, not a
super set of interesting signs to check on.

SOCIAL WORKER
You're certainly underlining my stereotype views of
your professional training! Do you think this
hardening process happens quickly?

LECTURER
I'm afraid it does, to judge from the difference in
standard of discussion between the new arrivals and
the students approaching the end of the first clinical
year: already by that time they are disinclined to
look at any problems other than straightforward
medical ones.

HEALTH VISITOR
You're saying that they are not so much broad-
based medical students as just embryo hospital
doctors. Will most go into hospital practice? We
certainly don't want them here like that!

PARTNER
The balance is difficult to find but half must
become GPs if the service is to be maintained. But
that is to presume that hospital doctors too should
be allowed to remain insensitive to patients' other
needs, and I don't think they should.

MEDICAL STUDENT
Wait a minute - surely you don't want us all to
leave the bedside crying? We couldn't do our work
if we got that involved. Imagine a surgeon in tears
after an operation that failed! He would not be able
to work effectively, let alone give patients or staff
any support. Isn't that what being a professional
means - being able to cope with harassing situations
and keeping calm inside in order to be able to make

logical decisions about the patient's future ? I
couldn't even take blood if I thought how much it
hurt the patient each time. Do you get upset each
time one of your patients faces death ?

TRAINEE
No, I don't think I do, but I think that may be for a
different reason. My last consultant in hospital was
a young man who strictly forbade us to tell any of
our patients who had a terminal illness the true
diagnosis. It made for an easy life on the ward, but
following up patients in the outpatients clinic or
receiving patients back again onto the ward became
very difficult for all ofus. Everything improved when
after one difficult ward round I realised, in a
rebellious mood, that it was an impossible request
and probably an unethical demand on us to suppress
information or discussion in such a wilful way.
There is a world of a difference between not letting
something disturb you and suppressing all thought
and discussion about it. It's like a gynaecologist not
being able to understand that most of his patients
also have sex lives!

HEALTH VISITOR
In my experience, that's not so uncommon either!
Ifyou consider that usually our primary professional
training is over by the time we are 25, nowadays
most of us will by that time have little personal
experience of death in our immediate family and so
it will be an unknown territory. Since it is, so
obviously, such a painful area, what is easier or
more logical than to leave the gate firmly closed to
such thoughts ? By the way, you clearly don't know
yourselves as well as I do - all of you are disturbed
when patients die, even if you don't realise it.

How much to say

TRAINEE
That's interesting, as I was just going to bring up
the visit I paid yesterday to Mr Fanconi. I had seen
him while my trainer was on holiday, with worsen-
ing pain and recurrence of haermaturia. He's a 60
year old man who's been followed up for some IO
years now at the hospital with a bladder malignancy
that's been well controlled by repeated diathermy,
and he's been told, quite reasonably I think, that
he has 'bladder warts'. Now unfortunately the
growth is out of hand and is causing him a lot of
pain. On his recent admission he was told that the
only hope was to perform a total removal of bladder
and prostate. He refused and removed himself
from hospital, and called me in. I wasn't sure at all
that he'd made a reasoned choice: he had mis-
understood much of what the hospital were offering
him, but I just couldn't begin telling him how
serious the situation was, as I felt I needed him to
face that he had cancer.
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PARTNER
I suggested at the time you took the problem to your
day release course group to discuss, but you have
yet to tell me how you got on.

TRAINEE
Well, we agreed to act the problem in role play with
me playing doctor. I thought after my experiences
in hospital that I was good at speaking openly about
cancer, but the group concluded afterwards that I
had completely avoided the issue yet again! But
the discussion that followed helped, as I looked at
the words I was using, and I realised I could never

bring myself to use explicit language.

SOCIAL WORKER
Yes, it's such a relief when words like 'cancer',
'death', and 'pain', have been used in the discussion.
It is as if the words were horrible things in them-
selves, that can harm just as words, and so are kept
hidden away, unspoken. When at last they are
brought out and mentioned, put on the table
between us, as it were, somehow half of their evil
potential is exorcised. I sometimes find that asking
a question with one of these words in it, not
necessarily related directly to the patient, helps -

like asking 'are you afraid of dying' of 'are you

afraid you've got cancer?' It sounds bald to say it
here, but I think that these ideas can be introduced
kindly into an interview.

TRAINEE
Today, when I got to Mr Fanconi's it was different
from what I had expected. He asked me straight-
forwardly what the hospital had said in their letter
to me. I told him that the growth was too large to
be dealt with without a major operation, and he
said straight away "It's what I suspected for some
time, that it was cancer. It's very depressing, I
want to live". When I said that we were not expect-
ing him to die soon (at least I'd spoken that word),
he just replied that he wanted life 'without limits'
but immediately went on to confirm that he didn't
want any operation - 'just the painkillers'. We then
actually discussed whether death was painful and
I told him how we were going to control his pain.
After I had made arrangements for his support at
home, I actually came away, I must admit, not
depressed, but exhilarated.

HEALTH VISITOR
You'd both crossed a hurdle. Well done.

LECTURER
My poor student had failed at his first jump.

Contact and confidence

SOCIAL WORKER
Mr Jenkins has no-one to help him. We've all

concentrated on the student and forgotten the
loneliness of the dying man: if I know hospital
wards, unless his is exceptional, there will probably
be no-one who has the time to sit and listen to him.
The student could see his distress, and found it
unbearable: but he has seen it; some others might
not, and many others might, but feel it is not
their job to help, perhaps because they do not
know how. I agree this is a crisis for both of them:
but it could be a very productive one if they could
be helped to get together again.

PARTNER
Though that sounds rather threatening, I'm sure
you are right - the student must be helped to go
back, and find that being with Mr Jenkins isn't so
difficult: certainly he must be helped to get over
that panic that I can almost feel myself. It may be
difficult but someone should explain to him that
silence, sitting quietly by the bed as a companion,
is often all that is wanted. I am sure that once he
drops his own desperate need to get facts out of
Mr Jenkins and can just relax and be with him, that
the atmosphere will radically change. Mr Jenkins
is obviously depressed as well as distressed, and I
don't think we should let our own distress at his
breathlessness prevent him from getting simple
companionship.

MEDICAL STUDENT
My first reaction to that is - we haven't time. But
when I think more carefully, that isn't really true,
as I realise that there was time at the beginning of
the clinical years. It is now that things seem so
desperate, and when one sees what a houseman has
to do, certainly there's no possibility that he's
going to learn the art of sitting and listening, if that
is what you are meaning him to do, once he is
qualified.

TRAINER
Well, although there's a great deal to do when one
is a trainee in general practice, at least the time is
flexible enough here for it to be leamed at this
stage, provided the trainee wants to. But I think we
are being too intense with this student: the first thing
to help him to do is to get used to being in the ward
and with Mr Jenkins and forming a relationship.
This needn't mean sitting uneasily by him, waiting
for something magical to happen, but just going,
every day for a few minutes, as we were always
told we should, to see how he is. Mr Jenkins will
perhaps see him as someone he can talk to. I may
be being unfair, but I think half of the difficulty
comes from other members of staff: the teaching
staff will want to know why he doesn't know every-
thing about the patient, the nursing staff will move
him on, to wash or take the patient to some investi-
gations, and his fellow students will tell him to get
on with the blood taking or come to coffee!
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PARTNER
That's a caricature, but not all that gross. The other
Saturday I was called to visit a patient from the
neighbour's practice, who wasn't very ill, but was

very upset. After a little, she told be that her cousin,
who helped in the pub they both worked in, had
died the previous evening and, to cut a very tortuous

story short, in the afternoon had whispered to her
cousin that she wanted a beef sandwich. In a state of
some confusion the cousin went offand brought back
the best she could possibly find, and was just about
to put it to the dying woman's lips when the nurse

came in, told her that her cousin couldn't eat any-

thing, and that she must leave the room as the patient
was going to have an injection. She never saw her
cousin alive again, and she was terribly bitter. A
pathetic little story, and no doubt distorted with
grief, but nurses and doctors when confronted with
illness do always feel they have to be active in some
medical way - even if its handing out a prescription!
- when really something different is called for. It's
being sensitive to the something different that I
think we lose in the course of our medical education,
and to prevent David losing that sensitivity will
be an enormous step for him.

MEDICAL STUDENT
But I still feel that it may be necessary to lose it in
order to be able to learn about disease and become
professionals.

Techniques

LECTURER
If we insist on professionalising, perhaps we could
summarise the 'techniques' that we might use when
talking to the dying. We've covered the ideas of
making a relationship in a simple human way: if it's
possible avoiding an interrogation until we've
established contact at a human level - though time
may not be on our side here: waiting for the patient's
questions, or statements, about how he sees his
illness, and if we sense that he is aware, at some

level, of his predicament and wants to talk about it,
asking a simple question which may bring up the
important words, like 'what is it you're afraid of?'

'what do you think is your main problem?'

TRAINEE
I have been surprised to find what dying patients
are worried about. Do you remember that lady we
saw who was most concerned about not being able
to pay for the funeral, and you told me about
another who was really upset at the thought of being
seen naked after death, and that there would be no-

one to look after her dog? But I suppose the most

common fear must be of pain, or that something
terrible, a spasm or a dreadful feeling will come at
the moment of death. We must be able to reassure
people about these things nowadays - maybe we
should actually search for these fears if we are
talking openly.

MEDICAL STUDENT
But what about the straight question, 'Do I have
cancer, doctor?' That's what I dread.

PARTNER
It must depend on the circumstances. I am sure
there are situations, like preceding a mastectomy,
where we have to be straightforward about the
truth, although always pointing out the positive
side. Equally, I am sure we could all find circum-
stances where the absolute truth, however kindly
told, would create no gains in any terms for anyone.
But all the studies show that patients want to know
the truth very much more than doctors expect:
it is we who have the problem! It is the patient's
illness - and yet we often bow to pressure from
inside ourselves and from relatives to say nothing
about it to the patient. Being honest is more easy
than people think, but needs practice to make it
kind. Perhaps the best counsel is to soften the blow,
either by turning the question back 'why do you
think that?' or by making a simple explanation
without commitment about the patient's illness like
'there is a blockage in the bowel that needs to be
removed' and if that satisfies, await further questions
later. If it doesn't satisfy, then we can explain
something of what cancer means, and what the
future holds - which is after all the important
question. But all the same, people experienced in
the care of the dying often say that patients stop
themselves asking questions because they see that
the doctor can't cope with answering it - so much
for professionalism!

MEDICAL STUDENT
We have therapeutics teaching, and talks from
psychiatrists about dying and bereavement, but I
think that we need to practice or to watch examples
of these difficult points in interviewing.

LECTURER
This is being developed, and I quite agree. This
will help certain students who have particular
difficulties, if discussion is open enough. We don't
know what David's experience of death or illness
has been before he became a medical student, and
it may help him to talk a little about that. I shall be
seeing him again in a few days time and I shall
report back on our progress.
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