
disease? Even if we accept that then the psychosocial stresses
of adolescence contribute at least as much as physiology to
poor control.

Brittle became a convenient word for parents, nurses, and
doctors struggling to cope with difficult metabolic control in
their charges. Brittle diabetes does exist-in the sense that
some young (and some not so young) patients with poorly
controlled diabetes do experience very unstable glycaemic
control. And specific abnormalities-for example, of insulin
absorption-have been found.7 But the term has become
inextricably associated with cases of manipulative behaviour
and carries pejorative overtones. Our increased understanding
of the metabolic causes of diabetic instability and the con-
tribution of psychological stress to erratic glycaemic control
gives us new, more specific, diagnostic labels.
The follow up studies lead to the conclusion that brittle

diabetes may be self limiting and not intrinsically different
from non-brittle diabetes in the long term. The main risk to
life is recurrent hypoglycaemia, which may be a separate
syndrome. Any psychosocial difficulties need treatment.
Deciding how to use expensive and potentially dangerous
treatments is not easy. Indeed, the effect of the intensive
regimens used for brittleness has not been examined-
outcome might have been different without them. Regardless
of their label, patients with unstable diabetes need expert
multidisciplinary care.
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What do patients want?

Someone who will hear their questions

Patients consult doctors because they want help with their
illnesses. Writing in 1935, Brackenbury interpreted this as
meaning that patients wanted clinical competence; unable to
judge this for themselves, they had to rely on the professional
integrity of doctors.' For many years doctors have regarded
patients as relatively passive, but this has begun to change.

Researchers drawn from both medicine and the social
sciences first noticed the change in the years after the second
world war when they began to inquire beyond the presenting
symptom to the patient's view of health, illness, and medical
care.2 The finding that most people who became ill chose not
to visit their doctor3 and reports of patients' low rates of
adherence to medical advice and treatment4 undermined the
assumption that illness was taken to the doctor for clinical
help. Patients seemingly wanted something more. Surveys of
patients' views identified one recurrent complaint: doctors
rarely provided sufficient information about their medical
problems,556 and, for a time, competent clinical care, courtesy,
and adequate information summed up what patients wanted.7
Over the past decade, however, what patients want has

undergone a fundamental reappraisal. The cornerstone of
professional practice has always been that, though patients
might know what they wanted, doctors (through their
specialised knowledge) knew what they needed. Emphasis on
good clinical care and information giving still reflects medical
definitions of what is needed; the major shift has been an
increasing recognition that patients' wants are not capricious
whims but needs in themselves. Explanation and understand-
ing, as well as emotional support, have now been added to
medical treatment and information as the main things that

patients want from their doctors.8
Intensive studies of patients' perceptions of illness have

discovered that patients hold elaborate and often sophisticated
theories of their own illness.9 In essence patients seem to need
answers to three basic questions about their illness: "Why
me?" "Why now?" and "Why this (particular illness)?"'0
They seek information that helps to answer these questions in
a form that makes sense to them; indeed, some visits to the
doctor may be made expressly for this purpose.

Recent work on the ways patients cope has confirmed the
importance of widely differing desires for information.
Patients have been divided into those who search for and
demand more information about their problem ("monitors")
and those who deliberately avoid information, especially that
which might have negative connotations ("blunters")." Thus
patients who complain about the lack of information may
paradoxically be the best informed.

At least some of this reassessment ofwhat patients want can
be explained by the growth ofconsumerism and the beliefthat
the rights of the consumer are sovereign. This movement is
evident in the recent NHS reforms, which have created-at
least as part of the rhetoric-more of a market place for
health care, in which consumers' wishes can be better
accommodated. Further evidence for the greater attention
given to what patients want is the growth of routine surveys of
patients' satisfaction and more formal studies of patients'
views of medical care (p 289).12
What are the limits of this new consumerist medicine?

Patients need protection from the dangers inherent in much
medical investigation, diagnosis, and treatment and for the
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foreseeable future must continue to rely on medical pre-
eminence in these areas. Moreover, many patients' needs,
such as emotional support, may not be consciously formulated
as wants. And providing a service more responsive to patients'
demands clearly has considerable implications for resources.

Ironically, just as a consumerist perspective begins to
develop there has been an increase in consultations initiated
by the doctor (such as those for health promotion), in which
doctors' definitions of need take precedence over patients'
overt wants. Some surveys suggest that patients do not mind
this approach,"3 but more detailed work suggests many
qualifications to this apparent mandate for medicine once
again to take the initiative in defining need. 4

Reflecting on the doctor-patient relationship over 50 years
ago, Cassidy suggested that the only thing that doctors wanted
to hear from their patients was "an account oftheir symptoms,
as concise as possible and chronological.'5 This view stands
in complete opposition to what patients report as what they
most value: a doctor who listens'6-if only to begin to
appreciate what the patient wants. And though it would seem
that listening is a medical skill more valued than previously,

this does not necessarily mean that doctors have yet learnt
always to hear what patients are saying.
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Total knee replacement
Getting better all the time

With operations for knee arthroplasty increasing faster than
those for total hip replacement some of the British scepticism
about knee surgery is clearly disappearing. Recent studies
justify this change of attitude: in experienced units the
insertion ofcondylar prostheses in well selected cases probably
has a higher success rate than that for total hip replacement
and gives rise to fewer long term complications and failures. 1 2
The operation's success depends on the selection of

patients, choice of prosthesis, and surgical skill. Patients
should be judged on their symptoms rather than their
radiological signs; the correlation between the two may be
poor. Provided they are fit enough for surgery patients with
pain at rest and disturbed sleep should be offered operation.
Those whose pain on movement confines them to their home
and garden should also be considered. The operation relieves
pain in more than 95% of cases,2 3 with functional improve-
ment occurring in over 90%.31 Patients with rheumatoid
arthritis do particularly well.3
Some doctors would exclude anyone under 60 from the

operation, but that could mean confining young adults to
wheelchairs for years until they had "earned" their operation.
Failure rates for mostly now obsolete designs have exceeded
20% at 10 years,5 but the original total condylar knee
replacement has a survivorship a little in excess of 90% at 15
years, a reassuring prospect for the 35 year old rheumatoid
patient, confined to a wheel chair. The posterior stabilised
derivative of the total condylar replacement has a 97%
survivorship at 10 years. Thus for the younger patient the
possibility of subsequent failure and need for revision is
probably less than it is for hip replacement.

Deciding whether to operate on the active, usually over-
weight, and often male patient with an osteoarthritic knee is
more difficult. Claims of "absolute agony" after a spirited
descent of Snowdon should be taken circumspectly, especially
if proposals for losing weight, physiotherapy, and buying a
walking stick are regarded with disdain. Such patients need to
know that although surgery produces excellent results knee
arthroplasties are most vulnerable in those who wish to dance
or walk up or ski down mountains. These patients have to
understand the consequences of fractures and dislocations

(both very rare), late infection, and, above all, wear and
loosening.
As with other major operations complications may occur at

the time ofsurgery. Technical problems such as neurovascular
disorders and perioperative fractures should be avoidable.
Rarely infection and thromboembolism (despite prophylaxis)
occur, with disastrous results.
What prosthesis should be used? Few knees, however

deformed or unstable, cannot be successfully replaced with a
prosthesis with a total condylar type of resurfacing.'4 This has
superseded prostheses depending on hinges,68 long stems in
medullary cavities,7-9 small stress bearing areas,'0 and major
sacrifices of bone stock.8 These should no longer be routinely
used: not only are complications and survival of the joint
worse but surgical options are limited if further operations are
needed.6 Unfortunately, some orthopaedic surgeons continue
to use them, justifying the doubts that some people hold about
the operation.

Lastly, there is the question of surgical skill. With
increasing subspecialisation in orthopaedics the time for
occasional knee replacements performed in non-specialist
units may soon be over.
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