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TABLE 4. Mode of death in lung cancer

Pulmonary embolism

1. Sudden Cardiac arrhythmia

Catastrophic haemorrhage

Pneumonia

2. Rapid deterioration

\Massive
Haemoptysis

3. Coma due to cerebral secondary
4. Gradual deterioration

terminal care (Smithers, 1973), and 'chat' in this
context means patient chat while the doctor listens.
Most patients want to talk about their illness, to
express their fears and anxiety, to seek reassurance
that 'it will not be too long', that they will not
suffocate or choke to death. For example, Mr C.J.B.
(Case History 1) when admitted said he would like
to put his head into a gas chamber. This was under-
standable in view of his condition; alone and virtu-
ally bedfast for 6 weeks. A week later, though washed
and shaved and symptomatically improved he still
wanted to kill himself. After a further week I asked

him again if he still wished to gas himself. He replied,
'I don't want to go home'. It then came out that he
was living in a flat at the top of his son's house and
the relationship between them was more than
strained. On no account did he wish to go back there.
He was relieved when I assured him that we would
not expect him to go back. For the rest of his ad-
mission, he was fully active and enjoyed life in the
hospice. He definitely no longer wished to die. On
this occasion we failed to patch up the family
quarrel. Sometimes, however, we are able to help by
bringing the two sides together.

Terminal illness should not be regarded as an
interlude or intrusion into life. It is part of life and
can be a most positive experience-a time of increas-
ing maturity and deepening relationships. It is our
job as doctors to help it be so.
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Discussion
Chairman: DR J. R. MIKHAIL
(Central Middlesex Hospital)

DR SCADDING: In your patient who recurred after 11
years, was it the same histology or was it a new primary?
DR TWYCROSS (St Christopher's Hospice): I meant to

say it could well have been a second primary. It is inter-
esting to note that in those 2 years I was only able to put
up 185 patients to take those symptoms from. There were
eight other patients but they had to be excluded because
they all had associated other primary carcinomas and I
think that with a common disease such as lung cancer
the possibility of a second lung cancer cannot be ex-
cluded.
Dr K. P. BALL (Central Middlesex Hospital): I was

very interested to hear you comment about the importance
of chat. I remember Dr Arthur Wilox, a physician that
many of us will remember from the Middlesex, used to
underline the importance of not hurrying past a dying
patient's bed. It is very easy to do it on a busy round
when one has other people to see for whom one could
think you can do more. Another problem, of course, is
that there are not enough St Christopher's Hospices
about. Many of the kinds of things you have been
recommending there are difficult to do in a general

hospital. Obviously we ought to apply many more
things in our own wards but we cannot do all of them.
DR TwYcRoss: I accept there are problems, and I hope

I made it clear that I fully understood it, having worked
in general hospitals for some time before I took up this
research fellowship. I do not know what the answer is
except to follow the advice of the physician you referred
to, and that of Sir David Smithers. I think it must be
difficult for someone who is under the care of a radio-
therapist or a chest physician who has been working
trying to cure them and then suddenly at some time you
have got to face up to the reality that you have failed.
Gloom and everything goes rapidly across, not only the
medical team but the relatives and the patient. I don't
know whether it is possible to get round this. We start
afresh because we take them on and we have a fresh
approach. We don't have a legacy of failure and we
don't look at these patients as having incurable cancer.
We tend to think of them as having diseases of pain,
weakeness, anorexia, etc. We set out to treat those, and
when you have clerked a patient we say 'Well, look.
Your problem seems to me (1) you have got pain, (2) you
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are off your appetite and (3) you have got this terrible
weakness. We can help all these. Now we are going to
work hard on the pain first and then we will come back
and think about the second one. I am not promising you
anything, but we are going to do our best'. So we can
forget about the cancer. If they want to talk about it that
is fair enough, but we are concentrating on what is their
real problem as far as they see it, their symptoms. How
you can incorporate this into a setting where you have
been fighting to obtain curative results, I don't know.
DR BALL: I think one can because one has to put a

positive science or art of symptomatic treatment. We
often think of symptomatic treatment as being almost a
failure, but I think we should consider it much more
carefully.
DR TwYCROSS: Theire should never come a time when

we say 'there is nothing I can do for you'. I think this
has been the mistake some of us have made in the past.
DR CITRON: I would very much like to support what

Dr Ball has said, and I am sure that a lot of this should
be done in the general hospitals. Dying is often a very
lonely process because the patient is embarrassed to talk
to his relatives about things he really wants to talk about.
He is often likewise embarrassed to talk to the medical
staff about his fears. It is very important to stress to all
the staff that they should spend time with the patient to
let the patient talk and not give the patient the impression
that they are too busy. The second point is that I think
that electrolyte analysis is a very useful thing in patients
with terminal bronchial carcinoma. I think it was Roche
that showed rather more than 15% of these patients
have an abnormality such as a raised calcium or a low
potassium, sometimes a low sodium. These things can be
corrected and as a result the patient will feel very much
better and stronger. It is well worth looking for this and
correcting it where it is found.
DR TWYCROSS: I am in entire agreement with you, but

I work in a situation where biochemistry has officially
been frowned on for a number of years, and it takes time
to reverse this situation. I do biochemistry on a number
of patients but certainly not on all the carcinoma of
bronchus and not all the carcinoma of breast which I am
sure we should. If you just do routine electrolytes, includ-
ing calcium, on your auto-analyser you will miss a certain
percentage of your hypocalcamics because it is hyper-
ionized calcium which gives you the symptoms. If you
are somewhat wasted or you have been ill for some time,
your albumin may well have dropped and if your albumin
has dropped you will drop your bound calcium and this
may keep your total calcium within the normal range
and so you look at your figure and say 'Oh, well, he has
only got a calcium of 9-8 mg/l; he can't be hypocal-
caemic', but in actual fact he might. So you have either
got to get the laboratory to do a specific gravity test and
correct as they do at UCH or you have got to do ionized
calcium levels themselves. You have got to go into it
with your eyes open.

DR LIM (Barnet): I heartily agree about the use of
corticosteroids in the relief of many conditions such as
secondaries in the brain, weakness and hypocalcemia.
My only criticism is very often 4 mg t.d.s. is not enough
and very often we have to push the dose up to 20/30 mg
of even 40 mg t.d.s.
DR TWYCROSS: For what symptoms? All those, or any

in particular?
DR LIM: Quite a lot of these, brain secondaries,

muscular weakness and hypocalcemia. We have had to
give Prednisolone, I think in one case we went up to
60 mg t.d.s.
DR TwYCROSS: I agree entirely in the case of cerebral

secondaries. This is perhaps why it is traditional to use
Dexamethasone which is seven times as potent as
Prednisone. If you are using Dexamethasone start with
4 mg q.d.s. if it has not been tried before and tailed off.
We need to go into the exact indications for starting this
in terminal care. But 4 mg q.d.s. is about 25-30 mg of
Prednisone q.d.s. You really are pushing it in. Correct
me if I have got my conversion figure wrong. I am sure
you have got to consider this dosage. On the other hand
the cerebral secondaries patients have an individual dose,
and some of them don't need those high doses. When you
have got them where they ought to be it is worth trying
to drop until you get a re-appeaiance of one symptom,
be it pain or any other symptom. Drop it until you get
that and then just bump it up by one step. But I would
agree that there are times when you need big doses, but
it is not all the time.
DR MACDONALD: I take it all your patients know what

is wrong with them by the time they come to you?
DR TWYCROSS: It is difficult to put a percentage on

that. I would have thought that a majority do not when
they come to us, but by the time they die the majority do.
You are always going to have a hard core of patients who
go to the grave denying that there is anything wrong with
them. You will always get a group who will always deny.
It is rather like people who have to have cigarettes. They
cannot face this and they have to keep up this barrage of
denial. The majority of the rest, about 75 %, or maybe
900%, do adjust at varying stages to the fact that they are
dying. They may not realize they have cancer, but they
are not interested in the diagnosis, they are interested in
prognosis.
DR MIKHAIL: I think I must now draw this meeting to

a close. Can I thank you all very much for your support
in coming to-day with all the difficulties of the rail strike
and I hope you feel the journey has been worth-while. I
would particularly like to thank Dr Ball and ASH for
their help in arranging the morning programme and to
Professor Astrup in particular for undertaking the long
journey to be with us to-day. I think this meeting would
like to show their appreciation to Lederle Laboratories
for sponsoring this symposium. Without their help we
should not be here to-day. I am particularly indebted to
them.
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