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expectancy tham was pre-
viously the case, but also in
patients with chronic, life-
threatening, or incurable
illness being able to live much
longer than would otherwise
have been their lot.

In practical terms, this means
that terminal care now forms a
large part of medical care, and a
particularly important part of the
general practitioner's wark,

Howewer, it must be ackmow
ledged that most doctors,
including gereral praclitioners
enter their profession inadeguate
by prepared for dealing with this
situaticn, as the medical school
training sadly neglects this vitalby
important area of patient care.

Thee reason fior this neglect may
ke sought in the nature of the
problerm itself, e, many doctors
seem to find death and dying a
very threatening subject to think
about, and temd to deal with thedr
arpdety by not thinking about it at
aill.

The result is that they are
unable to meet their patients
neads at a maost critical time in
their lives.

ave resulted not only in |
people having a longer life- |
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This sad state of affairs will onby
be remedied when death is mo
longer a taboo subject, and when
doctors leam to come to terms
with their own anxieties about
dying. so that they will be
comfortable enough to be able to
alloow thelr dying patients to share
their feelings with them

As mentioned earier the care
af the dying (s a task which falls
squarely within the ambit of the
general practitioner's duties.

There are very good reasons
why this showld be the case

Firstly, the general practitioner
has wsually had a relationship
with the patient and his farmihy
prigr to his terrminal illmess and is
therefore particularly well placed
ber render hedp,

Secondly, as mentioned ear-
lier, maost patients choose to

| spend the last stages of their life at

home (and it has been shown that
there are very good psychological
reasons why this should be en-
couraged whenever possible).

Finally, it is the general
practitioner who, perhaps mone
than any other docbor, is imbuwed
with the concept of patient care
{and not necessarily cure) and he
is therefore perhaps best suited
by outlook and experence to this
area of patient care.
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Much has been written in
recent years about this important
subject, | would like to begin by
saving a few words about the
physical aspects of terminal care.

A5 o general rule it may be said
that it iz the general practitionsr's
responsibility to alleviste suffering
with the minimum of camplicat:
ed procedures,

The goal is not to prolong life
unnecessarly but to enable the
patient to die with dignity, and not
with & tangle of tubes all arcund
hirm.

With regard to pain it should be
nated that it i only & minarty of
dying patients, whether they are
suffering from malignant disease
or not, who actually experience
pain.

However, when pain is present
it is important to individualise the:
dosage of opiates needed to keep
the patient paindfres  without
undue sedation to each patient's
requirements as there s a wide
variation of possible drug
dosages needed.

Cicely Saunders points out
that judicious use of drugs of the
prencthiazine group has a
potentiating effect on the opiate
analgesics.

It |5 therefore possible to relieve
the patient's pain with lower dose
of say morphia than would
otherwise be the case, and still
enable the patient to remain alert.

With regard to dehydration,
Cicely Saunders polnts out that it
is not mecessary to et up an LV,
infusicn  umless  the patient
complains of thirst

If the patient does complain of
thirst, the general practitioner
should re-assess his dosage of
opiates, for these drugs do not
only relieve the sensation of pain,
but that of thirst as well.

It should also be rermembered
that the sucking of ice cubes can
di much to relieve the discombort
of adry mouth and a concomitant
sensation of thirst

With regard to the psychologi-
cal management of dying
patients, it is this area which

seems o present special difficul- |

ties to many practitioners.
What do we say to these

patients?, they ask, "what do we |

tell them?®' “what do we say when
they ask how long they have to
live, what do we say when they ask
if their disease is incurable, whiat
do we say, what do we say, what
do we say? Perhaps the best
arswer to these questions is that it
is not so important for us to say
anything, but far mare important
for us to listen,

The dying patient has a
desperate need to express his
feefings, and to communicate
them to someons whom he
knows  will &t least ty to
understand and accept them.

The last thing he needs and
wants is for his feelings to be
brushed aside with meaningless
assurances and such glib
remarks as “you'll be allright™ or
"stop worrying, you'll soan be up
and about again”,

The gereral practiioner who
has am wunderstandimg of the
psvchological processes which
accur im dying patients is at a
distinet advantage,

In this regard, ? Elizabeth
KublerRass's book on “Death
and Dwing™ is strongly recom:
mended 1o all general practition:
ETS,

She describes five psycholo
gical stages which ocour in dying
patients, namely; 13t stage;
Denial and Isalation — 2nd stage;
Anger — 3rd stage: Bargaining
— dth stage: Depression — and
5th stage: Acceptance.

There ks one element commaon
to all these stages and that s
hope, and it shoulkd be bome in
mimd that while the general

practitiocner should attempt never |

to be dishonest with his dying
patients he should never deprive
them of hope,

| will deal briefly with each of
these stages, but before doing so,
| would like to point out that not all
dying patients go through all
these stages. and if they do not
necessarly go through them in
that order, they may in fact go
thirough rmore than one stage at a
tirne.

k is the general practiioner's
tagk to try and get in touch with
what stage or coping mechanism
his patient is at, as each stage
is mecessary for the patient to
work through in order o try and
reach the final stage, namely the
stage of acceptance.

Having identified the stage the
general practitioner should
support  the patient in  the
employvment of that particular
coping mechanism, but nat re-
inforce it too strongly as this may
make it more difficult for the
patient to move on to the next
stage.

1st stage:
Denial and
Isolation

The patient says “ne, rat me, it
canmat be true”. Practicalty all
dying patients manifest denlal as
an initial response to the

awareness of a terminal illmess, -

and some patients never pass
beyond this stage.

As mentioned before, the
general practitioner should not
challenge this reaction by the
patient as it is a necessary
adaptive response to a highly
traurnatic stimulus, but at the
same time he should mot be
responsible for entrenching it so
stromgly, 5o that it is difficull for
the patient to move beyond his
denial processes when he would
otherwise be ready to do so0. This
is perhaps the biggest pitfall
facing the gemeral practitioner.

When the patient seys “its
rrathing serious, is it the general
practitioner is best advised to say
"what do you feel about it?, or it
sounds as though you're quite
wormed about it rather than
samething like “no, of course its

| nat serous” which effectively

sibences his patient, and increases
his patient's anxely ewven i it
reduces his own,

2nd stage:
Anger

“Why did i have to happen to
e’ In contrast o the stage of
denial, this stage of anger is very
difficult to cope with from the
point of view of the family and the
general prachboner,

The reason for this is the fact
that this anger is displaced in all
directions, and projected onto the
emirenment 21 times almost at
random,

The dectors are just no good,
they don't know what diet o
acvise or what freaiment to
prescribe,

The patient may have an
ourburst of anger over an
apparently trivial cause, such as
the bed not having been made to
his satisfaction, or the general
practitioner arriving to see him a
few minutes later than he intend-
ed,

It is most important for the
general practitioner to identfy
this anger, and to recognise that
his patient has a need to express
his anger and to know that it is
being accepted.

\When the patient castigates the
general practitioner for example
for not doing more about his
linesa, he ({the general pract
tioner) should awvoid rushing to
his cwn defence and justifying his
treatment, but should say

N
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something like ‘it seems as
though you're very amgry —
would you like to talk abouwt it?

It shauld be rermermibered that it
is actually a frighitening experien:
ce for a patient to have to express
anger towards a person like the

Continued

| general practiioner on wham he

—

is =0 dependent for support. He
needs to know that he can
express  his anger, including
anger at the general practitioner,
without fear of rejection or any
decrease in the quality of his care,

3rd stage:
Bargaining

This often takes the form of
imagined bargaining with God “If

| Tpromise tobe a better person will

you give me a litthe more time

4th stage:
Depression

The patient develops a sense of
great koss. To some extent this
may be due to the reality of such
problems as loss of job, passibly
losa of horme (if the expenses of
treatment have been great or the
patient cannot be treated at
hame) ete.

However, as Kubler-Ross puts
it, we often tend to forget the
preparatary grief that the termi
nally ill patient has to undergo in
order to prepare himself for his
final separation fram this waorld,

With regand to this latier type of
depression, there is litthe or no
need for words, Itis musch mare of
a fesding that can be mutually
expressed amd is often befter
done with a touch of a hand, a
stroking of the hair or just & silent
sitting together,

It i a time when too much
interference from visitors who try
to cheer him up hinders his
emotional  preparation  rather
than enhances it.

From what has been said here,
it will be apparent that the
patient's depression amd with-
dranwal is an adaptive responsa to

his situation, amd as such amt
depressant medication is uswally
inappropriate.

5th stage:
Acceptance

Thils Is the stage which may be
regarded as the goal for dying
patients to achieve,

It should not be mistaken for a
happy stage. [t is almost vaid of
feelings.

It is as if the pain had gone, the

struggle is ower, and there comes |

a tirme for “the firal rest before the
long joumey” as KublerRoss
quotes one patient as putting it

This is also the time durn
which the family usually
more help, understanding amd
support tham the patient himsel.

‘While the dying patient has
found some peace and aocoep-
tance, his circle of intersst
diminshes. He wishes o be left
alane or at least not stirred up by
rews and problems of the outside
workd,

Visitors are often not desired,
and if they come, the patient |s na
longer ina talkative mood,

He often requests limitations
on the number of people and
prefers short visits,

The general practitioner's role
is to sit quiethy with the patient and
hold his hand. As KublerRoss
puts it “we may just ket him know
that it is all right to say mothing

It may reassure him that he is
nat left alone when heis no longer
talking and a pressure of the
hand, a lock, a leaning back in the
|::]H::-'a.r5. My Say more thar mary

‘noisy words'”.

A few words about the farmily of
the dying patient. As Cecily
Saunders put it recently, for the
family of the dyving patient they
are lasing what she called " part of
their assurmptive workd”, and it
may be said thet as a patient dies
part af his family dies as well.

It is important for the general
practitioner to remembier that rot
anly does the dying patient pass
through the stages of denial,
anger and bargaining, depression

and acceptance but the members |

af the family do as well, and it is
just as important for the general
practitioner to help them through
these stages as it is for him to help
the patient.

His task may be complicated
by the fact that different Family
members may not be expenenc:
ing the same stages as the dying
patient or the same stages as
other family members.

For example, one famiby
member may be angry while
anather family member may still
be denying the magnitude of the
dying patient’s illness — the
patient himself may be going

through the stage of depression,
The general practitioner's roke

| B to help all family members

through these stages.

He can achleve thiz best by
encouraging open discussion of
feefings with themn whenever
possible, then helping o prepare
thern to grieve the impending
less af their loved ane

It may be said, that part of the
general practiioners ftask in
caring for the family of the dyving
patient is to try to prepare them
for bereavemnent.

He {the GF) should look cut for
the famibemember “at risk” for
eg. the famih-member with “a
stiff upper lip" is the one most
likely to cope badly with the
bereavernent situaticon.

At the time of bereavernent the
general practitioner should try to
present  the family with the
opporunity to moum their loss
and ko speak about their feefings
of hoss

In an excellert book entitled?
“Bereavemnent”, Colin  Murray
Parkes gives a most valuable
analysls of the grief reaction.

Time does not permit a
discussion of its contents, but he
gives a mast informative descrp-
tion of such reactions as "alarm’”™,
“"searching and pining”. "anger
and guilt”, and finally “gaining a
new [dentity”. | recommend the
book strongly to all general
practitioners

In conclusion, | hope i will be
clear that general practiioners
heve a vitally imporant rale to
pley in the care of dying patients
and their families.

| hawe no doubt that IF the
necessary attention s ghen to
this area of patient care, general
pactitioners can make an ever
increasing contribution towards
making this period of his patient's
life & highly meaningful and
worthwhile experience.

Speaking for myself, | freely
acknowledge that the care of
dying patients and their families
has been one of the most
ermationally stressful experiences
of my career as a general
practitioner,

At the same time, | have no
hesitation in adding that it has
glso been one of the most
rewarding and personally growth
enhancing experences | have
had the privilege to have,

References

1. Saunders, Cedly ({1959)
"Care of the Dying™, London,
Macauthen & Co.

2. Kubler-Rass, E. (1973) "On
death and Dying”. London,
Tavistock Publications.

3. Parkes, CM (1972) "Be:
regvement’; London, Ta
vistock Pubbcations,

ABOUT THE AUTHOR

Dr Stanley Levenstein quali-
fied at Pretoria in 1970 and has
been in acthve general practice
since 1972, acquiring the MFGP
{SA) in 1974, He is secretary of
the Cape Region of the Faculty of
Cemeral Practice and Chairman
of the Human Behaviour Sub-
Commibbes.

He has been actively involved in
urler and postgraduate educa-
tion for several years, and has
taken special interest in the
paychological aspects of general
practice,

He was ane of the founders of
the original Balint Group in Cape
Town and was elected founder
President of the South African
Balint Society in July 1975,

He has authored nurmerous
publications, ore of which,
entithed ~Anxiety and the Cereral
Practitioner — a Psychotherapeuw-
tic approach™ was awarded the
Louis Leipoldt Memarial Medal in
1977 for the best article by a
general practitioner in the South
African Medical Joumal.

He has presented numercus
papers at natonal and interna-
tional congresses, the accom-
parying ane {The Role of the GP
in the Care of the Dving Patient
and the Family) hawving been
presented at the South African
Medical Association Congress in
Durban in July 1979,

-





