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treatment should seek to avoid doctor and patient bias and both may
be compromised when assessing AM! Physical methods of AM can be
assessed by prospective randomised controlled trials, ideally testing one
method versus placebo but given the self-selecting patient population more
realistically comparing one method of AM with another. Psychological meth-
ods are best assessed by established quality of life instruments but careful
study design is essential to try and control addition (non-declared) support-
ive therapies, and of course the effect of concomitant CT may adversely
affect quality of life but increase survival. Patients motivation for using AM
is usually a hope that survival will be increased and therefore the ultimate
end-points in assessing AM should include quality of life studies and overall
effects on survival.
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The role of the nurse in palliative care

8.C.C.M. Teunissen', Daniel den Hoed?. ' Centrs for Development of
Palliative Care, the Rotterdam Cancer Institute; 2Clinic/University Hospital
Rotterdam, Holland

The role of the nurse in health care can be described based on therr
professional domain: the consequences of disease and treatment. it doesn't
give us a very specific description of tasks, qualifications and responsibilities,
but it is directive to coms up to the different requirements for nurses.

Patients in palliative care are confronted very much with the conse-
quences of disease and treatment, so is their tamily and the professional
supportteam.

The role of the nurse in palliative care is not easy to describe because of
the vanety Iin organisational models dealing with pailiative care problems.
Nevertheless, there are similarities in the different settings in all our coun-
tries. In this presentation the similarities will be discussed in order to come
to a common understanding.

The roles that will be discussed are:

(a) the nurse as the analyst of (nursing) problems

(b) the nurse as the co-ordinator of hostilic care

(c) the nurse as the advocate of the patient and the family

(d) the nurse as the teacher for patient, family and the health care profes-
sionals

(e) the nurse as the team-leader of the palliative support team.

Specific attention will be paid on the necessary use of measuring-instru-
ments, communication skills and ways and means to obtain expert knowl-
edge.

Central themes guiding the discussion about the nurses role in the
interdisciplinary support team in palliative care are the 5 C’s of:

(a) Co-ordination

(b) Communication
(c) Complementation
(d) Creativity

(e) Continuity.
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How far should we go In treating cancer patients?

J. Klastersky. Department of Internal Medicine, Institut Jules Bordet,
Brussels, Belgium

At least 50% of the patients with cancer will not be cured by our current
therapeutic efforts. It does not mean however that, in those incurable
patiants, there is not a place for palliative chemotherapy and radiotherapy.
As a matter of facts, with the use of supportive care techniques, relatively
aggressive palliative therapy of neoplasia, and even experimental therapy,
can be given to patients with advanced tumors.

However, such a therapy may not be reasonable beyond certain limits; this
is the case when the performance status is low, the life expectancy is short
or when treatment is declined by the patient. Under these circumstances,
it is often appropriate to decide that cardio-puimonary resuscitation will not
be performed. However, this does not necessarily imply that all supportive
carae interventions should be automatically withdrawn and that these “not to
be resuscitated” patients should only receive treatments which make them
comfortable. Many of these patients can benefit from adjusted paliiative
therapies in combination with supportive care techniques.

Nevertheless, to avoid overtreatment which can occasionnally lead to a
significant reduction of the quality of life in these patients, a try and evaluate
approach is proposed; this implies that interventions will be discontinued as
soon as their inconvenience outweights the benefit, rather than to palliate
these adverse symptoms with new interventions.

It is clear that this comprehensive approach needs to take into account

Symposia

the patient’s will and the medical possibilities. It would be unacceptable to
treat an unwilling patient or to administer futile therapies.
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Patient needs as analysed through national “helplines”

Lilly Christensen. Secretary General, Norwegian Cancer Society, Oslo,
Norway

Purpose: In order to improve patients-physicians relationship, ECL (Euro-
pean Cancer Leagues) has asked for a survey on this theme.

Methods: A questionnaire was handed out at the Helpline Conference
in Granada, Spain, 2-4 May 96 to receive information on the types of
problems the conference-delegates, who answer the helplines, have been
running into regarding this special matter while speaking with patients or
family members.

Results: 33 helplinedelegates from 23 European countries answered
the twelve questions. | will present the results of this guestionnaire. Other
problems, not mentioned in the questionnaire, will be added.

Concluslon: There is a problem identified: Lack of good communication:
it has to be taken seriously.
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Nordic cancer union: Programs in communication a way to
increase patients satisfaction

Steinar Hagen. Dept. of Oncology, Ulleva! Hospital, Oslo, Norway

Purpose: How to increase doctors skill in communication?

Method: A standard teaching program has been tested in 5 Scandinavian
countries. One teacher and 6 doctors in each courses has been fulfilled.

Result: All course attending doctors has been evaluated. There is a high
scar (increase) in the ability to communicate. 20 items are tested and the
results will be revised.

Conclusion: The result is inspinng The Norwegian Cancer Society (one
member of NCU) has put the program on their main agenda for the coming
years.
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What’s up doc? ~ A patient’s perspective on Doctor/patient
communication

Stephen H. Gold. Glasgow Scotland, UK

The presenter is a former patient, treated successfully for testicular ter-

atoma. He is a lawyer by occupation.

Arising from my personal experience as a patient, the following issues
seem to be the most important:

(1) Prior consideration of the personality, background, intelligence, social
circumstances and state of knowledge of the patient.

(2) The need for training and self-knowledge in the Doctor as to his ability
to communicate effectively.

(3) The need to listen and really hear the patient's response - the impor-
tance of body languags, tone, the undercurrents of questions and “the
questions not asked”.

(4) Often, patients do not hear or interpret properly what is said to them.
There is likely to be a need for continuous reinforcement.

(5) The need to have the whole caring team will briefed on the patient's
understanding of his condition, his attitude to it and his concems.

(6) The need for appropriate optimism, reassurance, warmth, humour and
“small talk.”

(7) The only goiden rule is that there is no golden rulss.
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Informed consent & cancer clinical trials

Baum Michasl. University College, London Medical School, Dept. of
Surgery, Riding House Strest, London, UK

All agree that the randomised controlled trial is the gold standard for
evidence based medicine. All agree on the ethical imperative for informed
consent prior to recruiting patients into such trials. Most agree that the
informed consent charade is the major rate limiting factor in improving
statistical power of these clinical trials yet few are prepared to confront head
on this dilemma. It is my view that the time for individuals to be informed





