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difficult task? Indeed I do not recall receiving any formal instructions myself as a student,
I wonder if things are different nowadays? Perhaps because many hospital teachers
themselves seldom cope with the dying and their relatives. A patient of mine died
recently in one of London's leading hospitals, his wife later told me how well he had been
looked after and asked me to thank the staff on her behalf adding "I did see the professor
the day before he died but he was in a hurry and just nodded to me." From the family
doctors, the relatives of our dying patients rightly expect more than a passing nod. On
this and other matters we can I believe all learn a lot from the book Doctors andpatients
written by a fellow general practitioner, Dr Mark Hodson, who knew himself to be a
dying man when he wrote it.

Adams in 19614 showed that even those surviving six months after a stroke have a
greatly reduced expectation of life and that death, when it comes, may bring welcome
relief to tragically stricken invalids and sorely tried relatives. Hinton in 19635 showed
that 11 per cent are unconscious in their last week, 33 per cent in their last day, 66 per
cent in their last six hours, but Osler in 19046 found 15 per cent of patients dying in
distress, and nearly 60 years later Exton Smith7 still found 13 per cent in moderate to
severe pain and seven per cent distressingly nauseated, dyspnoeic or dysphagic, a marked
lack of progress in our age of computers and cardiac transplants. During the terminal
stage of life, after cerebrovascular disease, it may be difficult to remember that this poor,
paralysed, confused, incontinent wreck was once a decent, able man or a kind and loving
woman, but we family doctors have no excuse for forgetting our patients as they were
before being thus cruelly stricken.

I believe most elderly folk wish to end their days at home. I believe most relatives
wish to extend this last service to their loved ones. I believe it is our duty and privilege
to help them to do so, easing symptoms, advising and encouraging relatives and finally
ensuring a peaceful, painless death.
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Discussion

Dr Irvine (consultant geriatrician): I was interested in Dr Caldwell's point about not being
able to get hold of a geriatrician on the telephone or have a domiciliary consultation with him,
because he can never get further than his secretary. The reason is that both in geriatrics and in
psychiatry the consultant's case-load is anything from three to five times as great as the case-load
of a general physician, and I think this point should be realized. I hope that one day there will
be an appropriate redeployment of consultants in the National Health Service.

Dr Lucas (London): I feel I ought to say something about the problem of consultation.
Great changes did take place with the introduction of the National Health Service, but I and
most of my doctor friends have persisted in trying to fit in with the consultant and this is much
more helpful to everybody concerned. I have been gently edged out of psychiatry by the
specialist because when the psychiatrist sees the patient at home he decides it would be most
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helpful if he were to continue to treat him. I feel that in geriatrics most of us do prefer domi-
ciliary consultation and rather blacklist (here I am speaking for myself) the hospital where
consultants try to choose times for consultation when they know that the general practitioner
is not available. Otherwise, one gets co-operation if one insists on it.

Dr Gerrard (Barnstead): Could one of the consultants tell us the current view on diet in
prevention or treatment of arteriosclerosis, with particular reference to animal fats and sugar?

Dr Brocklehurst: You are talking about the decade before old age, I take it? There are so
many ideas, but I think you can reasonably tell your patients that animal fats are bad and
vegetable fats are good, obesity is bad, excess carbohydrate intake is bad, a lot of smoking is
bad and a lot of alcohol is perhaps not so bad. It is difficult to assess the effects of these things
and to decide to what extent individuals should be regimented and how odd their lives would
become because of the diets which have been recommended to them. I think it takes a very
strong-minded person to cut out all animal fats and go over to vegetable fats; after all we are
all at risk of atheroma. I seldom recommend dietary restrictions of any kind, because old people
do not take to them too well. Although many of these things do good it is not always easy to
insist upon them.

Summing-up

The Right Honourable Lord Amulree (Chairman)

As a result of this session, the general consensus of opinion appears to be that all
patients who have had cerebrovascular accidents need not necessarily be admitted to
hospital; a large number of people would be better off being treated at home.

With co-operation between the general practitioner, the consultant in the hospital
and the local authority, I think this state of affairs could be achieved and that geriatrics
is the one branch of medicine which can encourage this co-operation.

In conclusion, I would like to thank the speakers and all those people who took part
in the discussion periods.


