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Case conference

A father says 'Don't tell my son the truth'

Roger Higgs Case conference editor

Case conference editor's note
The following case was supplied by a student nurse.

Ronald was nine years old when his right knee began to
give him trouble. A fanatical Arsenal supporter, and
already in his primary school first team, his first
symptom came just after an end-of-term match at
Christmas when his knee swelled. The effusion settled
with rest and his parents, who ran a newspaper shop in
a seaside town, had his knee checked by their general
practitioner, and nothing unusual was found. When
term resumed however, Ronnie found his knee stiff
and the first week brought pain and more swelling. An
x-ray revealed a possible tumour at the knee joint, and
he was seen by the local orthopaedic specialist, who in
turn referred to a colleague. In the meantime Ronnie
and his younger sister both developed mumps and
with administrative delays it was early March before he
was finally admitted to hospital for a biopsy. The
diagnosis was a highly malignant sarcoma.
Radiotherapy was considered to be the initial
treatment, followed by possible amputation.
The parents were told by the orthopaedic specialist

of the diagnosis, and of the gloomy prognosis, as the
tumour had progressed rapidly since the initial x-ray
and the biopsy report showed it to be a primitive
undifferentiated growth. It was not clear whether the
treatment could be curative. Ronnie's parents were
overwhelmed, and reacted with considerable anger and
guilt at the delays. However, they were adamant that
he should not be told that he had cancer, or at present
that an amputation was to be considered. 'Enough
damage has already been done, and he must have some
hope left to him', was his father's view, and he insisted
that the orthopaedic consultant in charge of the case
promise that Ronnie would not be told about his
illness. The consultant agreed to this.
On the ward Ronnie, who was a quiet and

determined boy, was initially in some pain and quite
withdrawn. As treatment progressed, he accepted the
decisions being made for him. There seemed to be
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some progress being made on x-ray. He then began to
ask more about his knee, and what was the matter with
it, particularly pressing a student nurse who had been
most involved in the initial nursing procedures. As she
knew amputation was being considered, and of his
enthusiasm for football, she found it increasingly
difficult to evade his questions, and approached both
sister and the junior medical staff to ask that the policy
be changed, and that someone discuss Ronnie's illness
openly with him. Although these staff agreed with her,
the consultant felt he had promised the parents and
could not change the agreement: when approached
earlier on the same issue, the parents had become very
upset and had threatened to take Ronnie from the ward
if the policy were changed.

Unable to cope with Ronnie's persistent questions,
and the thought that he might not have the background
to amputation discussed with him before the
operation, the nurse asked to be transferred. After she
left the ward, Ronnie became withdrawn again, and
increasingly unwell. He was found to have secondaries
in the chest, and in spite of further treatment he died a
month later. It is thought that he was not told about the
illness. The nurse felt both guilty for leaving Ronnie
and critical of the way the staff had approached the
issues.

Commentary 1
Dr Lewis Ingram, Department ofChild Health,
King's College Hospital, London

I am going to look at this firstly from the clinical side
and come on to the moral issues later, as I think it is
important to get the facts straight before you start
advising the child and the family. There is hope, a lot
of hope, in treating children with tumours and
leukaemias.

It's important to know what's going to happen, or at
least to have an idea of the possibilities before you start
discussion with parents and children. So think first
'should one treat or not?', and then how to treat and
who should be involved. The factors that will need to
be considered are the medical decisions on treatment
(such as morbidity), and your counselling of the child
you are treating, and your own views. As to my own
views, I'm a Christian and this does affect my outlook;
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also treatment has improved, and some regimes from
textbooks written twenty years ago, and used now, are
not as good as others that have been devised in the last
ten years.

So is there any hope for this child, and what methods
will give that hope? The methods available are surgery,
radiation and chemotherapy: and if we use sufficient
chemotherapy and radiotherapy to destroy all tumour
cells we may need to replace the bone marrow. So it's
team treatment, which is important to stress.
Paediatric oncology doesn't depend on one person. I
may be part paediatrician and part oncologist, but I
also work with surgeons, radiotherapists, nurses and
social work staff. Every member of the ward staff is
important. This child we are discussing relates to one
junior nurse, and that often happens. He or she may
relate to a more senior nurse, to a consultant or to a
houseman, to a psychiatrist or social worker who is
attached to the ward. Children and families all have
social problems. The problems were always there, but
solution is perhaps more specialised today. None of us
are independent of the others, and sometimes we act in
other roles. Nursing staff will do a surprising amount
of medicine, social work and psychiatry. Doctors
aren't particularly good nurses, but paediatricians have
been know to change nappies!
How often do tumours of the type we are discussing

happen? The pre-publication data from the Cancer
Registry for Britain shows results for osteogenic
sarcoma over a recent eight-year period: of284 cases in
children, the incidence in the older children was about
1 per 100,000, and the next group where the tumour
was found was young adults. A boy who was within a
few months of me in age and lived a few doors away,
died at 22. We went to the same school and he was just
starting teaching when he died, after a very similar
story to this nine-year-old child. Let us have a look at
the survival rates for osteogenic sarcoma. The figures
for Britain for that eight-year period show that the
survival rate is about 20 per cent with combined
surgery and chemotherapy. Lung metastases are not a
very adverse feature. They frequently occur and you
can resect them from the chest. We've known children
to have three operations, and still survive. These then
are the sorts of figures. They don't comfort and
compare as well with the outcome of acute
lymphoblastic leukaemia or with those of Wilm's
tumour yet. So that is the position that this child was
in. This is the rational basis for my hope: that it might
be possible and worth treating this child.
Once we have considered hope and the team, we

have to ask: 'What are the consequences of treatment?'
It depends on results of scientific trials. We have to
consider the morbidity of using different treatments.
What of surgery? In this case as it is presented we don't
know where the tumour is, but if it is at the upper end
of the tibia or lower end of the femur, can you amputate
that leg and still preserve the ability to play football?
That may sound a silly question, but there is one
surgeon in this country who does that; he removes the

bone in the knee joint and puts in a prosthesis which
can be lengthened with the child's growth. Maybe this
wasn't brought into this case, perhaps it wasn't
appropriate. As to radiotherapy, it has no great part to
play in osteogenic sarcoma. The picture has changed
vastly with chemotherapy, and I'll show you hopeful
data which suggested that methotrexate, adriamycin
and cisplatinum would completely cure these children.
Well, certainly it increases survival, but it is a very
difficult treatment to give, and toxicity can be very
nasty.

After we have considered the modality of treatment,
and team support, we need to discuss what should be
done, thinking particularly about the effects on quality
of life for the child. As to long-term effects, perhaps it
is worth saying that one study showed that with 102
pregnancies in girls after abdominal radiation and
chemotherapy, there were 99 normal babies and 3
relatively minor abnormalities.

So, you have got something to talk to the parents
about. You say that there is a chance, you discuss the
treatment and how you are going to support him. As a
paediatrician, I would come to the family and say that
we can offer you some hope - the child may still die -
but we will do our best to save him. The aim is that we
tell the parents the truth, and also be honest with the
child. This can be done whilst maintaining a good
working relationship with both the family and the
child.

Lewis Ingram is Senior Registrar in the Department of
Child Health, King's College Hospital and Fellow in
Oncology, Birmingham Children's Hospital, Ladywood
Middleway, Birmingham B16 8ET.

Commentary 2
Margaret Atkin, Hospital For Sick Children, Great
Ormond Street

I think the Ronnies of this world present us with very
formidable problems. I feel very strongly that those of
us engaged in coping with children in the health care
field must make some attempt to be in touch with our
own suffering if we are going to be able to presume to
help other people with theirs. That's a fairly loaded
statement, but in a sense that's where I feel I have to
start. We all experience stresses and suffering in our
own lives and I think it is having the courage and
awareness to look at our own sadnesses that enables us
to help others cope with theirs. We need to integrate
dying with living - not in a morbid sense, but in a way
that can enhance and enrich our own lives and so
enable us to give more to other people, like Ronnie and
his parents.
From reading this history it does not look as if there

was a paediatrician in the picture and, sadly, I don't
think a social worker was involved either. There does
not appear to be any evidence of team discussion. (I
daren't say the words 'case conference' because that is
not a very popular term to use these days!) There seems
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to have been no sharing of concerns in the team.
Therefore, I would question what degree of trust there
was between members of the medical, nursing and
other staff in being able to discuss together what was

happening. Where such interchanges regularly take
place, staff can feel more free to express their own

feelings. In addition, they are then usually able to work
out who is going to be the key person with the child
and/or the parents. Clearly, coping with situations like
this, particularly if you are not a paediatrician in
oncology, can be very stressful indeed. Where the
senior person finds this very difficult, then he or she
has the responsibility to say so and to delegate the
talking and sharing with parents to another member of
the team.
The case also suggests to me that the adults thought

Ronnie's reactions to any conversation would be the
same as their own. In my view that is a very damaging
concept, because it does not do anything to help us

realise the uniqueness of how children think and feel
and of how they see themselves. I don't think one

would rush in, precluding hope, as Dr Ingram has
already touched on, but I think there are ways of
talking age-appropriately to children like Ronnie.
Children use and interpret the behaviour of others to
learn about themselves and about other people and
objects; they can move from their world to our world.
There are all sorts of things that children can do for
which we don't give them credit.
As a social worker, what concerns me is that I don't

know if anybody in this case tried to help the parents
with their feelings of being totally shocked,
overwhelmed, angry, probably guilty and also very
sad. The father gave out some 'doctor-bashing' and I
think all of us come in for this at some time. At our

hospital we tend to be fairly safe when the family first
arrives, but there is anger against professionals who
don't 'do everything' for their child. Over several years
I have helped to run groups for parents whose children
have got cancer, and these negative feelings come out a

great deal, and we try to help parents to cope with
them. Whilst parents have such feelings they are not

going to be able to really 'hear' anything else and so are

probably unlikely to be able to help Ronnie. Were the
parents both equally angry? Was the father expressing
his wife's feelings as well as his own, or were hers
different? If it had been possible to spend time with
Ronnie's parents, hopefully, some of this anger could
have been discussed, thus allowing the parents more

freedom to hear their son's concerns and to discuss
whether they or someone else responded to them.
Without that the child is going to pick up, as Ronnie
did, the unconscious negatives, for it was to a young
nurse who was not so defended that he turned to ask his
questions. Time spent with the parents might have
enabled the team to understand the sort of family
communication network that existed and how they
handled other sorts of life-stress situations. Listening
carefully to what they might have said would have
helped us to learn how best to assist this particular

family in their devastating situation.
Another thing I would just like to say is that many

children are less disturbed by an open, trusting
relationship than are many adults. Death for some
children, and their concept of it, is different from ours
and I think that is something we have to understand
and learn about. Why did Ronnie ask the nurse the
questions he did? Why didn't he ask his parents? Why
didn't he ask a member ofthe medical staff? It is almost
as if Ronnie was aware ofwhat is called, the 'concept of
mutual pretence', which has been beautifully
elaborated in a book called, The Private Worlds ofDying
Children by Myra Bluebond Langner. Here,
everybody pretends that everything is all right and you
avoid dangerous topics. You have brief interactions
with each other, you opt for safe activities and you
terminate communication or switch the conversation
to something else if the breakdown of mutual pretence
seems to be imminent. That contrasts with parents and
doctors in the multi-disciplinary team, who can trust
and know each other and so can practise open
awareness amongst themselves and be better enabled
to respond when children say 'Am I going to get better?
Am I going to die?' It creates an atmosphere in which
they can share their feelings. But mutual pretence is
something that we adults practise and it goes on
between patient and doctors, sometimes between
doctors and parents, and in Ronnie's case everyone
seems to have been a part of it except the nurse to
whom he spoke. The team began to realise what was
happening, but apparently, nobody involved felt able
to change what he or she was doing.
My concern for Ronnie would be that he be given an

opportunity to have his questions taken seriously, even
if his parents could not manage this task. Questions
like his should be responded to with concern in a
caring, trusting manner, and in an age-appropriate
way. Also, such a dialogue would have to be
communicated to other members of the team, because
consistency of response is crucial in managing
situations of this kind.

Margaret Atkin, MOASW, is Senior Social Worker at the
Hospital For Sick Children, Great Ormond Street,
London WC]

Commentary 3
Dr Jonathan Dare, Department of Child and Family
Psychiatry, King's College Hospital
I am tempted to say that if I had been in the same team
as Lewis or Margaret I really wouldn't have been
needed there at all.
But why involve a child psychiatrist like myself? I

feel a child psychiatrist has a very good reason for being
involved in paediatrics and particularly death in
childhood, which I think is one of the most powerful of
all issues that staff have to face. I think it is not two
levels of involvement but two sorts of involvement.
There is one ofhow to help the child, (and I think that
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Margaret's point about understanding the world of the
child as opposed to the adult's is crucial), but also how
to help the family cope with the pain. Then perhaps
more importantly my role here is how to help the staff
cope with the pain, because this is painful. It's not an
abstruse thing - it's a child who's on the ward for two
or three months and then dies. How do people cope
with that? And I think the child psychiatrist has a
particularly important role here because he's not
actually in charge of the case, and doesn't make the
treatment decisions, so that he's slightly out of it but
aware of what's going on.
There are several things that are important. First,

what about the anger and guilt of the parents? If
someone had actually worked with that then we might
not be where we are now. If someone had actually
accepted their pain and not just tried to be defensive
but had tried to explore what they felt was going on,
not just giving explanations but trying to understand
what the parents were worried about, then they might
not have come to the decision they did. 'Some hope left
to him' - well it is so clear they are not talking about
some hope being left to him, but some hope being left
for themselves that it really hardly needs further
comment. 'Withdrawn' - of course he's withdrawn.
The poor child is depressed, aware of the seriousness of
his condition and nobody's talking to him about it. The
student nurse accepts his pain, the most junior person
in the whole place, but nobody supports her. She feels
that perhaps she could resolve it by telling him the
truth, but then finds that pain unbearable and in fact
has to leave. I think one of the crucial issues here, and
I think I would almost disagree with Lewis here, is that
the truth about the outcome does not resolve anything.
The number of times people have said to me 'If only I
knew what could happen, I could tell the people and
then they'd be all right'. Rubbish! You don't need to
know anything - what you need to know is what the
child and the parents are worried about. I think that is
something that again is so important, because here, at
King's, what the children think when they go into
hospital is that they're going into hospital because
they're naughty. They have an unrealistic idea of what
is going on and they think they've done something bad.
Perhaps the poor lad thinks that he kicked someone in
the last game and that this is some kind of retribution
and one has to understand that by listening to him and
not spend hours talking at him.

The crux of what I want to say is that I am convinced
it is not accurate to say that he wasn't told anything
about his illness. Of course he was told something, of
course he heard the doctors whispering, of course he
saw them going off into a huddle and shaking their
heads, of course he in fact knew that something was
dreadfully wrong, and I think here what one has to
realise is that very often the fantasy of the unknown is
infinitely worse than the reality. Perhaps he could have
been helped to cope with death but perhaps he also
needed help to cope with some dreadful fear of

excruciating, unbearable pain or the like.

What would I have done? I'm tempted to adopt the
posture of the Irishman who's asked how would you
get to so and so, and says 'Well, I wouldn't start from
here', because I hope I would never have got to this
situation in this case. However, having accepted that
one has reactionary colleagues who will deal with
things in this way, what would I do? Well, I think the
first option would be to see the whole family together.
In other words to try to get them actually to talk to each
other. Margaret's point - does anyone actually talk? To
get the child perhaps to ask the father what was going
on. The father might, with the help of a third party (an
expert like myself!), be able to communicate, and help
the others to do the same. I would not, at any stage,
have broken the secret agreement with the parents.
What I would not have wanted to have seen was this
poor little lad caught in the middle of some awful
professional-parent battle, because believe you me that
is what would have happened. But I would have
worked very hard to try to get the parents to
acknowledge what was going on between them, them
and the sister, and the sister and Ronnie. Another
thing I might have done would have been to have asked
an expert like Margaret (or continued myself) to see the
parents on their own to try to discuss what their fears
were about Ronnie, what they were worried about. I
wouldn't have sat them down and said 'Right, Ronnie
has got a 20 per cent chance of living five years - what
are you going to do about it?' I would have said 'What
do you think is going to happen about Ronnie? What's
your fear? What's your anxiety?' The aim would be to
try to understand their worries, because one of the
things that we do know is that, just as children can have
odd ideas, parents can have some very odd fears and
fantasies, and when we think we can tell them what's
wrong, then we're missing the point. We have to find
out what they're worried about.

And then what would I have done about Ronnie on
his own? I could have actually spent some time with the
student nurse because I often believe that it's much
more important to facilitate the relationship that a child
has rather than come in on my own and try to establish
a relationship when another one already exists. But
however I went about it I would have been wanting to
explore with Ronnie, either directly or through the
student nurse, his ideas, his fears, his fantasies, his
worries, what does he think is wrong, how seriously ill
is he? I would like to give you two quick examples here.
Firstly, a 14-year-old boy with a liver tumour, who was
so depressed and withdrawn that the paediatric
medical and nursing staff were worried because he
wouldn't talk to anybody at all. Would I speak to him?
I went along. This boy didn't know his diagnosis,
didn't know what was wrong with him, didn't know
what was going to happen to him. Within twenty
minutes of seeing him, and my saying 'Hi Thomas,
what's wrong with you, what areyou interested in?' he
said to me 'Do you know, I sometimes think I'm going
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to be the first person in my family to die'. Now he
didn't know, nobody had told him the diagnosis, he
didn't know he was going to die. He died four weeks
later at home in a degree of comfort but still, sadly,
without properly sharing with his parents. The second
example is more relevant in terms of this case. It was a
girl of exactly this age, nine, who actually had one of
these very nasty liver diseases. I was asked to see her
because she was unhappy, and I spoke to her two days
before her death. I had seen her several times
previously, about half a dozen times in one week for
about twenty minutes each time just to get to know her.
Two days before she died we were discussing various
things, and I asked her what she liked doing and she
spoke about how she liked playing a particular board-
game with her sister. I asked her what it was and she
said 'Well, it's this board-game called Life, and it's
about how you win points to grow up, to get married
and have children', and it doesn't take a psychiatrist to
tell you that she was talking about what she knew she
would never have. She died reasonably happy but the
outcome was unsuccessful in that I was unable to work
with the parents to get them actually to share with her
the knowledge that she was dying.
Now what is the fear of death? Well, it's not what we

adults think. It might be anything. Remember ten per
cent of 14-year-old children believe that death is
reversible so ten per cent of 14-year-olds believe that if
you die you come back again. So, why is death so
painful? Perhaps it's the pain itself, but it could be a
number of things - the issue is that you need to find out
what the child feels about it.
The fourth thing I would have done is I would have

wanted to have met with the staff to talk about their
feelings. I would have wanted to have helped that nurse
to stay because she was crucial, she had formed a
relationship. If someone could have done some work
with her then that would have helped Ronnie
enormously more than bringing in a cartload of
experts. I want just to finish by saying that it is not
telling the truth that is important. I don't mean we
should lie to our patients, but what is desperately
important is to find out what a particular child is
worrying about, what his or her concerns are and to
accept those concerns, not merely try to reassure. Do
not try to make it better because you cannot make it
better. If he's dying, he's dying. You can't make that
better, but if you can accept his pain, if you can listen
to what he's worried about without leaping to reassure,
then that could help him. Ask, when you reassure a
patient what are you doing? You're reassuring
yourself. You're not reassuring the patient. And I
think the crucial issue is not whether or not to tell
Ronnie, the key question is reaching his own and his
parents' real fears.

Jronathan Dare MB MRCP MRCPsych is Consultant
Child and Family Psychiatrist in the Department ofChild
and Family Psychiatry, King's College Hospital,
Denmark Hill, London SEI5

Commentary 4
Rabbi J7ulia Neuberger, South London Liberal
Synagogue

I have to say that if the team in charge of this case had
been the team we have here, I would certainly not have
been called in, because ministers of religion are usually
called in at absolutely the last ditch. The staff have to
be desperate. It seems pretty clear that nobody could
communicate with anyone else and that the burden was
left on the most junior member of the staff - the
student nurse. I suppose I should lay my cards on the
table and explain that, although it was never quite as
serious as this, I have a child who's now five, who, at
the age of one was a very serious nephrotic syndrome
case. She was a much more severe case than normal,
and we were in a situation of being told that she had 20
per cent kidney damage, with serious implications for
her survival, which I can tell you actually isn't terribly
helpful. Knowing that your child has a 20 per cent
glomerular sclerosis when there are problems with
transplants for up to five years, doesn't give you
anything to hang on to. You ask yourself, facetiously,
which part of the child is therefore going to be left?
And what is going to function? It's very odd. I consider
myself a normal, rational, relatively articulate person
with a family full of doctors, but I found that kind of
statistic no use at all. One of the things that doctors and
nurses (and people like me who increasingly get pulled
into situations of children or young adults who are
dying) have to learn is that, in times of stress, when
talking to parents, you have to use much simpler
language than you would normally use. You have to be
very much more supportive than you think at first
might be necessary.

If I had been involved professionally in this case, if I
had been called in to a member ofmy congregation, or,
now that I am on the Royal College of Nursing
Committee on Ethics, called in by some nurses who
know me, I think I would first of all question the
doctors concerned as to whether they really believed
the child had no legal and moral status of its own, and
whether a nine-year-old child is in fact not old enough
to take the responsibility of hearing the things that
affect its own life or death. I would certainly be very
worried about the relationship with the sibling, and I
would certainly want, if I were going to see the parents,
to see the sister at the same time both with them and
separately. I would ask the consultant, if I could get
access to him, to press the parents a little to see
whether, if they had been given more support, they
might not have been prepared either to tell the child
themselves or to allow someone else to tell him. I would
certainly encourage the consultant to call a case
conference, including all the staff most likely to deal
with Ronnie, particularly the student nurses who
would be the ones who would spend most time with
him, and who would probably be the ones with least
support. If I were able to, I would talk to Ronnie and I
would try to ascertain what he wanted to know. And
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that is where I agree with Jonathan. I think I would
find out what his fears were and try to some extent to
deal with those as well as tell him the truth. Obviously,
if the parents had not consented-, then one really could
not tell the child the truth, but one could come pretty
near to it. I would dissuade the student nurse, if I
could, from leaving the ward, by giving her a great deal
more support. I think that if she was unsupported by
the rest of the team caring for Ronnie it must have
been unbearably painful and I don't think anyone can
blame her for the decision, but I think some support
for her has to be brought in. I would try to counsel both
the parents and, I feel, the consultant (possibly
separately) and try to encourage them all to tell the
same story. If I were involved as a parent, I would
certainly try to cope with my own anger and grief. I
would probably be totally unsuccessful at it, because
with all the theory one knows and all the practical
experience one has at coping with other people, one is
lousy at it for oneself. I would therefore be pretty
grateful if I felt someone was prepared to help me, and
that could be a professional counsellor, a friend, one of
my colleagues (a rabbi), or a doctor. It depends what
relationships are formed between the parents and the
team concerned as to who the person is who provides
the support for the parents. I think very often it is one
of the more senior nurses on the ward, or it is one of the
more junior doctors. I would say very sadly that usually
it is not the consultant, who quite often doesn't have
enough time or doesn't give enough time. And I would
say it probably isn't the junior nurses on the ward, just
simply because, normally, in relation to the parents,
they are a bit too young. But that is just from
observation and it can vary, obviously, according to the
individuals concerned. I would then try to talk to
people who are working with dying children, and I
would particularly talk to people in the hospice
movement at Helen House in Oxford. I would try to be
open with my child. I would never lie to my children.
My five-year-old who might have died when she was
one and who is still not totally out of the woods, knows
precisely that she might have died when she was one
and knows that when she goes to hospital it isn't just for
fun. She also knows it is not because she was naughty.
And I would want her to enjoy whatever time was left,

and so, if it were possible, I would have the child at
home and get what support I could at home. And I have
to say to the doctors here that I would almost certainly
discourage invasive treatment if the percentage of
success rate was likely to be 20 per cent over five years.

I would not be convinced for my own child, having
seen some of the treatment in action, that that was
necessarily the right decision. I would look at what
kind of treatment was going to be given before I would
consent to a nine-year-old child having extremely
painful, both emotionally and physically, treatment
which might in the end give three or four months. I
would have thought that pain relief and enjoying the
time that was left with the child was probably better for
the parents. I don't know whether it would be for the
child.

Julia Neuberger is Minister of the South London Liberal
Synagogue, Prentis Road, Streatham, London SW16 and
is a member ofthe Royal College ofNursing Committee on
Ethics

J7onathan Dare
Can I make it clear, that I would never under any
circumstances be a party to lying to a child. What I am
saying is not that he shouldn't be told the truth, but
that if you concentrate on discussing exactly what's
going to happen you're missing the point. The point is,
what is the child worried about? I would never ever lie
to a child and I would not be involved in a case if that
were expected of me. In any case I believe that a child
will find out the truth, like those adopted children who
have learned the truth when, in some furious anger, a
parent has shouted that the child is adopted. So I really
want to make clear that I am not advocating lying to a
child, I am advocating that you need to listen to what
the child is saying and then answer as much ofthe truth
as is in his question.

Jrulia Neuberger
Well, I think there is a moral imperative to tell the
truth in all circumstances, or almost all circumstances.
Where I would differ from Jonathan is that of course I
would want to find out what the child wants to know,
but I certainly think that if the child is continuing with
any kind oftreatment, it ought to be spelled out, and he
ought to know exactly what we are going in for. If you
don't do that, I think you get this type of despair
manifesting itself that we see in Ronnie's case, with all
the distress that may attend it.

Roger Higgs, the Case conference editor, is a General
Practitioner and Director of General Practice Studies,
King's College School ofMedicine and Dentistry, London.
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