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Key messages

e Many doctors still do not tell patients when they
have cancer in the belief that they do not want to
know and that telling them would cause only alarm
and depression

e We interviewed 250 patients with cancer to find
out what information they wanted

e Almost all the patients wanted to know their
diagnosis, and most also wanted to know the
chance of cure and the side effects of their
treatment

e Younger patients, women, and those receiving
radical treatment in particular wanted to know
more about treatment options

e The overwhelming preference was for the
diagnosis of cancer to be given by a hospital doctor

addition, many doctors feel ill at ease discussing serious
illness and dying and resort to euphemisms such as
“nlmollr,” “gowth,” “CySt,” or “lesion.”lo

However, most of the patients in this study not only
wanted to know their diagnosis but also wanted to be
told plainly if they had a cancer. Protecting patients
from the truth may be counterproductive: lack of infor-
mation can increase uncertainty, anxiety, distress, and
dissatisfaction,'' and there is evidence that the level of
psychological distress in patients with serious illness is
less when they think that they have received adequate
information." *

In this study 60% of the patients wanted to be told
about their cancer by a hospital specialist. Despite the

increasing use of specialist nurses and counsellors,
patients want their doctors to support and inform them
about their cancer and its treatment. In order to achieve
optimal benefit for patients, doctors need sufficient time
and appropriate surroundings as well as knowledge,
understanding, and good clinical skills.
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When is referral of Heaf test
positive schoolchildren worth
while? Prospective study

Helen Booth, Christine Pollitt, E Christina
Jessen, David ] Hendrick, Andrew J Cant

Recent guidelines for controlling and preventing tuber-
culosis recommend that no further action is required for
children with a grade 2 reaction to Heaf testing in the
school pre-BCG screening programme.’ Fifty seven per
cent of district health authorities, however, still recom-
mend referral for such children. > Furthermore, no
guidance is given regarding contact tracing of children
who are confirmed to be tuberculin positive but who
have no signs or symptoms of clinical disease. We
prospectively studied the results of screening children
referred to our childhood tuberculosis clinic after a
positive school Heaf test from January 1991 to August
1994 and tracing the contacts of these children.

Methods and results

Newcastle Health Authority currently recommends
referral of children with a positive Heaf test result of
grade 2 or above to our childhood tuberculosis clinic.
Tuberculin sensitivity is confirmed with a Mantoux test:
0.1 ml of 1:1000 purified protein derivative, read after
72 hours. Palpable induration of greater than 5 X 5 mm
in children without a history of BCG vaccination and
10 x 10 mm in those with such a history is considered

positive. Children with active tuberculosis based on
clinical and radiological examinations are notified and
started on a regimen of antituberculous drugs. Children
with tuberculin sensitivity but no evidence of clinical
disease are recorded as “Mantoux positive only” and
offered prophylaxis with isoniazid.

Contact tracing follows locally established guidelines.
All close family contacts have a chest x ray picture
taken. All adults from the Indian subcontinent under 40
years old and children have a tuberculin sensitivity test
in addition.

Details of all cases of tuberculosis and children who
were Mantoux positive only are entered on to a
database. Data on children referred from the school
BCG programme and the results of contact tracing dur-
ing the study period were extracted from this source.

Seventy eight schoolchildren (median age 12, range
5-14 years; 41 boys) were referred with positive Heaf
test results and confirmed to be tuberculin positive
(table 1). Six (four girls, two of whom were from the
Indian subcontinent) had abnormal results' in chest
radiographs and were notified as having sputum smear
negative pulmonary tuberculosis. Five of them (one
from the Indian subcontinent) had been initially
referred with Heaf test grade 2 positivity.

Two hundred and sixty nine out of 479 (56%) named
contacts were screened. Two contacts of children with
active tuberculosis had pulmonary tuberculosis: one was a
younger white sibling, the other was an Indian mother
with a cavitating apical lung lesion. Three contacts of chil-
dren who were Mantoux positive only, all from the Indian
subcontinent, were notified as having active tuberculosis:
two were siblings of one index case, the other was a father

. BMJ vorLuMmE 313 21 SEPTEMBER 1996



Table 1—Results (No (%)) of screening and contact tracing schoolchildren with positive responses to Heaf and Mantoux tests

Contacts of children with active

No tuberculosis Contacts of Mantoux positive children
confirmed No from No with
Heaf on Mantoux  Previous Indian active Active Mantoux Active Mantoux
grade testing BCG subcontinent tuberculosis No tuberculosis positive No tuberculosis positive
2 45 5 5 5(11) 23 1(4) 6 (26) 138 0(0) 6 (4)
3 26 1 9 0(0) 94 3(3) 12 (13)
4 7 1 3 1(14) 5 1 (20) 1(20) 9 0(0) 0 (0)
Total 78 17(22) 17(22) 6(8) 28 2(7) 7 (25) 241 3(1) 18 (7)
with nodal tuberculosis. In addition, 18 further contacts of infection will have occurred more recently. Our results
children who were Mantoux positive only were themselves emphasise the need for thorough household investiga-
found to be Mantoux positive. Thirteen of them were from  tion of children with Heaf test responses of grade =3.
the Indian subcontinent. Contact tracing children referred with grade 2 Heaf test
results, however, does not seem to be as worth while,
Comment though it identifies siblings who can then be offered
Our results suggest that all children with positive chemoprophylaxis. Restricting contact tracing of
Heaf test results, including those with grade 2 results, Mantoux positive only children to those from the Indian
should be referred for further assessment. In our clinic  subcontinent would have identified all cases of tubercu-
62% of children with a grade 2 response on the school losis and 72% of tuberculin positive only contacts.
Heaf test and and 26% of those with a grade 3 response )
were Mantoux negative and considered to have given Funding: None.
false positive Heaf test results. Tuberculin status should Conflict of interest: None.
therefore be confirmed before further investigations are
undertaken. This may partly exPlain Why our rate 1 Joint Tuberculosis Committee of the British Thoracic Society. Control and
(11%) of tuberculosis in those with grade 2 Heaf test prevention of tuberculosis in the United Kingdom: Code of Practice
results is higher than that reported in other series.’ * 2 Jols:::' g‘t";’;::z:‘;:z 133;:()&']. BCG immunisation in England and
A small percentage (2.9%) of contacts of children Wales: a survey of policy and practice in schoolchildren and neonates.
with grade 3 -a.nd 4 Heaf test responses bm, who'w'ere 3 cfpmfgf’éx;ﬁf i,s Usel N, Leitch AG. The current value of tuberculin
Mantoux positive only had active tuberculosis. This is a testing and BCG ination in schoolchildren. Br ¥ Dis Chest
higher yield than that reported after contact tracing 1986;80:254-64. . . .
adult cases of pulmonary smear negative tuberculosis.’ 4 "{’.f,‘g;’f{,{f;}*"“ prevalence of tuberculin sensitivity. Commun Dis Rep
Contact tracing a tuberculin positive child might be 5 British Thoracic and Tuberculosis Association. A study of a standardized
expected to be more likely to identify a source case, as procedure in tuberculosis. Tubercle 1978;59:245-59.
being young they will have had fewer contacts and  (Accepred 17 Fune 1996)
Bowel preparation at home: scored O to 2 depending on severity; the range of scores
o was therefore O to 18. As appropriate, statistical analysis
prospectlve study Of adverse -was performed with the y* test, unpaired ¢ test, and
effects in elderly people Pearson correlation coefficient.
The colonoscopist’s satisfaction with the preparation
was established by retrospective audit of colonoscopy
T D Heymann, K Chopra, E Nunn, L Coulter, reports. All patients booked for elective f:olonoscopy
D Westaby, I M Murray-Lyon were followed up for three months for serious adverse
events from the preparation.
Bowel preparation for colonoscopy may be an unpleas- In all, 165 patients were studied, 83 having bowel
ant experience. Increasing pressure on hospital beds Preparation with sodium picosulphate and the remain-
effectively precludes inpatient preparation except for ing 82 with polyethylene glycol. The response rate was
the most immobile or infirm patients. Added costs and  100%. The mean age of both groups was 60 years
Department of knowledge that preparation supervised in hospital may ~(range 25-85 in those given sodium picosulphate and
S::nv&esm:g » Chelsea e less satisfactory than that done at home ' 2also coun-  22-86 in those given polyethylene glycol). The ratio of
Hospitals, London sel against inpatient preparation. However, the adverse Men to women was similar at both hospitals (0.95 and
SW10 ONH effects of preparation at home may have hidden costs, ~0-93). Ten patients (two receiving sodium picosulphate,
T D Heymann, research and the likelihood of adverse effects may be particularly ~€ight polyethylene glycol; P<0.01) failed to take the full
registrar high in elderly people. ] course of preparation. The colonoscopist considered
K Chopra, research fellow We assessed the adverse effects of bowel preparation ~the preparation inadequate in five patients (three
E Nunn, endoscopy sister at home, and in particular whether elderly people suffer ~ receiving sodium picosulphate, two polyethylene glycol;
D Westaby, consultant more than younger people. P>0.05), but none of the five had failed to complete
Dhysician bowel preparation. The mean side effect score was 2.9
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Patients, methods, and results

In a prospective study consecutive patients undergo-
ing elective colonoscopy in these two hospitals were
asked to complete a simple questionnaire designed to
elicit adverse affects and overall tolerability of bowel
preparation. Allocation of preparation (polyethylene
glycol (Klean-Prep, Norgine) or sodium picosulphate
(Picolax, Nordic)) was according to hospital and
followed local practice. Nine identified side effects were
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out of a possible 18 (interquartile range 1-4) in those
receiving sodium picosulphate and 3.8 (2-5) in those
receiving polyethylene glycol (P<0.001). Sodium
picosulphate was rated significantly more favourably
than polyethylene glycol (linear analogue score 7.8
(6-10) v 6.3 (4-9); P<0.001).

Faecal incontinence was reported by 22 patients
(13%)—10 had received sodium picosulphate, 12 poly-
ethylene glycol (P>0.05). Forty two patients reported
sleep disturbance, 21 in each group. No patient
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