
Shortly after my discussion with Charles about
transparency, I attended a course on communication
as part of my professional development. I met Charles
after we had finished and showed him the letter to the
Clinical Medicine editor criticising Charles’ approach
in ‘Transparency, deception and trust’ [Clinical
Medicine Nov/Dec, 2002]. Fired by new found
ardour, I needed a lot of reconvincing before
forwarding his reply on his behalf. This is the gist of
our conversation. 

‘I found the course on communication as
exhausting as clinical medicine but really helpful,’ I
said. ‘I’m sure we’re right in spending more time on
discussing with patients the options and putting
them fully in the picture, so I thought you better
answer this letter yourself rather than me.’ 

‘Certainly,’ he replied. ‘So you agree I’m losing my
marbles or at best I’m too old fashioned?’

‘No, but you must fully respect the patient’s
autonomy.’

‘But doesn’t that include the right to choose how
his or her problems are dealt with?’

‘What do you mean?’ I said.

‘Whatever your course facilitators,’ he used the
word with some disdain, ‘may say, not everyone
wants to know the horrible truth and may actually
do better if kept in happy ignorance. I think even
the most vociferous antagonists of paternalism
accept that the motives of the old fashioned
approach were not entirely bad. It wasn’t just a
matter of avoiding the unpleasantness of having to
tell the truth.’ 

‘But there was certainly a large element of
paternalism,’ I replied.

‘Maybe,’ he said, ‘but perhaps false optimism has
its place. Long ago a medical student friend of mine
told me this story. A hospital porter, friend to
everyone, had a nasty fungating carcinoma of the
rectum. Palliation was difficult and he was in the
ward for a long time. Nevertheless he remained
remarkably cheerful, buoyed up because he was
told it was an abscess, which he believed would get

better. He held court to all and sundry, who flocked
to the ward to keep him up with the gossip and
hear him reminisce about the old times. One day
the consultant, a kind elderly man, instead of
giving him the usual reassurance, said to him, 
“I am afraid this is a cancer”. The porter replied, 
“I was beginning to realise that, but thank you for
keeping my hopes up for so long”. He smiled,
turned his face to the wall and was dead within 24
hours. When asked why he told him, the old
surgeon replied, “His time had come and it was
better that the end should be quick.”’

‘That’s blatant paternalism,’ I replied horrified.

‘Yes,’ he said, ‘but didn’t this chap have a happier
last few months and an easier death than if he had
been presented with all the facts and options at the
beginning?’

‘That was an exceptional case.’

‘I’m not so sure, Coe,’ he went on, ‘I think you
would accept that health might be defined as a
perception of well being in the context of good
performance.’

‘Not bad,’ I said.

‘Notice that I said “a perception of well being”. This
implies belief that disease is absent, whether this is
true or not. In general, people maintain their
health in the absence of overwhelming sickness in
one of two ways. Some go for frequent medical
checks or for routine examinations with minimal
symptoms. Others deny the possibility of illness,
and avoid contact with the medical profession at all
costs. I put it to you that it is at your peril that you
unearth unsuspected disease in those who, like
ostriches, prefer to put their heads in the sand,
unless you can be absolutely confident that the
benefit to be obtained is greater than the ill health
which will inevitably be induced.’

‘So you’re saying that people should have the right
not to be told. Surely that’s abdicating responsibility
for one’s own health?’

‘No,’ he said, ‘you abdicate responsibility for your
health when you take dangerous drugs or smoke or
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drink to excess. You do not abdicate responsibility when you
delegate to your doctor the decision on what you should be
told. You have accepted that your doctor’s knowledge is likely
to be greater than yours and he will do his best to put himself
in your position. You are then happy to receive his or her
advice and obey his orders.’ 

‘If I accept what you say, the doctor himself must decide who
are the minority who wish to be told rather than advised and
consulted. That itself is unacceptable arrogance.’

‘I would ask them, Coe.’

This took me aback. ‘How?’

‘Not ‘how?’ but ‘when?’; minority or not, this is impossible
after the event. It therefore has to be done propter hoc. Most
people do have insight into their ways of coping, and know
whether they like detailed discussions or prefer professionals
to get on with the job as they see fit. Perhaps the first thing a
GP should do when patients join his list is to establish
whether they want health checks, prefer to be told or asked
about their treatment, and how they would like serious
illnesses to be disclosed, when and to whom, themselves or
their family.’

‘That is rather revolutionary, Charles. Amongst other things
wouldn’t it add to the GP’s burden?’

‘In the short run yes, but armed with that information health
checks would be confined to those who want them and the
workload arising from disease disclosed, or (dare I say it?) ill-
health induced by them, reduced. When serious illness comes,
GPs and their consultants might save much time by presenting
a fait accompli to those who prefer it. There would be no need
to give long explanations and present all the alternative
strategies, however unrealistic or impracticable, to those who
prefer to be told what to do.’

‘I do accept that one disadvantage of the modern approach is
that we deny a few individuals the right of denial as a coping
strategy.’

‘More than you think,’ he said, ‘and more important,
paternalism from those who are humble and wise enough to
accept it.’

I still disagree with him about paternalism. I also worry that
patients’ views might be different when well rather than when
they actually have a disease. But it is surely a good idea to explore
prospectively their views on the subject. It would enhance not
diminish their autonomy.
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