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not be evidence based. In our example, both a
treatment whose outcomes were uncertain and some
difficult issues of early and late hazard (and how these
were valued) had to be communicated in accessible
language. The ethical communication of an offer of a
relatively new treatment is also complicated by the
various ways of expressing “current” mortality (“series
so far,” “last year,” “last 10”) that may give different
estimates, particularly when mortality is changing
rapidly over time. As a result it may be difficult to be
honest with a patient or family without seeming
evasive.

Logistical difficulties surround the introduction of
a new treatment that minimises risk to patients while
maximising the availability of the experience to the
wider medical community. Ideally, institutions pio-
neering new treatments should have an acceptable
record in related areas and have enough patients to
enable rapid learning. This approach would see new
strategies concentrated in a limited number of centres.
Such centralisation and the possibility of having more
than one specialist surgeon operating together could
amplify the experience, while reducing the effect of an
individual’s learning curve. Both ideas, however,
require movement of patients and some change of
professional culture. Finally, an acceptable means of
monitoring the change both institutionally and
individually needs to be established so that institu-
tional decisions and individual performance can be
reviewed.

Conclusion

Many new operations are adopted outside a framework
of formal ethical or scientific scrutiny. In our
experience a new surgical strategy was accompanied
by a learning curve while not only surgeons, but also
the institution, adapted to the demands of the new
treatment. Debate has made poor outcomes associated
with learning less acceptable, both in the medical pro-
fession and among the general public. Frameworks
must be developed that aim at maximising any benefit
to a group of patients while minimising the risk to each
individual.
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Corrections and clarifications

Treating young patients with breast cancer

Our system for collecting declarations of
competing interests failed partially for this editorial
by ] M Dixon and G Hortobagyi (19 February,

pp 457-8). Because the BM] failed to send Dr
Hortobagyi a form, we did not receive a statement
on competing interests from him. His coauthor,
however, did receive a form and stated “none
declared.” We now have a statement from Dr
Hortobagyi (see below). We apologise to him and
to readers for our oversight.

“GH has served on ad hoc advisory boards for
Genentech, Bristol-Myers Squibb, Novartis, CTI,
and Eli Lilly over the past five years. He has
received honorariums for public speaking, usually
in the context of continued medical education
meetings, from Genentech, Bristol-Myers Squibb,
Novartis, and Aventis. He or members of his group
have received or currently receive research grants
from Genentech, Bristol-Myers Squibb, Novartis,
AstraZeneca, and Aventis.”

Lord, protect me from my friends

In this Soundings article by Liam Farrell

(19 February, p 523) we failed to notice the
curious claim that it is possible to view a child’s
inner ear with an oroscope. Doctors may, however,
be able to view the middle ear (through the
tympanic membrane) with an auriscope (or
otoscope).
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