
Patients given drug-coated stents after an 
acute heart attack are nearly five times more 
likely to die six months to two years later than 
those with bare metal forms of the arterial 
scaffolding. The finding, from a two-year 
analysis of 2,300 patients in 14 countries, fuels 
the debate over the safety of so-called drug-
eluting stents, made by the likes of Boston 

Scientific and Johnson & Johnson.
Doctors at the European Society of  
Cardiology said the finding showed the need 
to be very selective about giving drug stents 
to the right patients.	 
Gabriel Steg of the Hospital Bichat-Claude 
Bernard in Paris followed the fate of patients 
who were given stents—tiny wire-mesh tubes 
used to prop open clogged heart arteries—

following a ST segment elevation myocardial 
infarction (STEMI), the most deadly kind of 
heart attack. For the first six months, those 
on drug stents did as well as those on bare 
ones. But after 180 days, their paths diverged 
and the drug stent patients were 4.7 times 
more likely to die, with a mortality rate of 8.6 
percent seen. Steg said the trend probably 
reflected the high thrombosis risk in this 
group of patients who represent an estimated 
10 to 20 percent of coronary stent procedures. 
Drug stents are known to carry a small risk 
of blood clots after the first year, known as 
"late stent thrombosis". This occurs in less 
than 1 percent of patients but kills nearly half 
of those affected.	

Helping Some	 
Steg said many heart patients with less acute 
conditions could still benefit from drug stents, 
which help prevent arteries narrowing again.	
"I still believe there is room for DES in many 
patients and I disagree with the concept of 
banning DES altogether," Steg told 
reporters."There are candidates for DES 
(drug-eluting stents), but these happen to not 
be STEMI patients." Drug stents remain 
highly controversial in the cardiology 
community and fears about late stent 
thrombosis have led to a slump in sales in the 
past year.	
Bank of America estimates the world market 
for drug stents will fall $1 billion this year to 
$4.3 billion.
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The second issue of  Macter’s MedWatch, 
Macter International’s communique for  
medical professionals is in your hands. 
The first and pilot issue of  this publication 
was followed by extensive follow up and 
research to gauge the response of  its 
readers as we wanted to know whether it 
is worth publishing such a newsletter. In 
fact it was a hesitant journey to begin as 
there were a lot of  opinions in favour or 
against it. However, once the pilot issue 
was published the feedback we received 
from the medical community was truly 
encouraging. Though, it took us quite 
some time to gather the readers’ response 
from across the country and alhamdolillah 
we have reached the conclusion that the 
newsletter will, from now on, be published 
regularly on a quarterly basis.

I would also like to take this opportunity 
to congratulate Dr Humayun Mateen from 
Karachi who has won the Medical Quiz 
published in the first issue. A number of  
doctors had emailed us the answers and 
it was another proof  of  the interest that 
Macter’s MedWatch has been able to generate 
amongst its readers.

We eagerly look forward to your 
support, positive reception and feedback 
to improve the contents of  this  
publication.

Dr Zakiuddin Ahmed
Chief  Editor
medwatch@macter.com
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New findings by a Queen's University 
research team dispel the popular 
notion that eating so-
called "natural" foods 
will protect against 
cancer.  In  fac t ,  
cer ta in types of  
common foods and 
alcoholic beverages 
such as wine, cheese, 
yogurt and bread 
c o n t a i n  t r a c e  
a m o u n t s  o f  
c a r c i n o g e n s .  
M a i n t a i n i n g  a  
balanced diet from a 
variety of  sources - 
including garlic - is a 
better choice, the 
researchers suggest.	
 Led by Dr. Poh-Gek 
Forkert of  Queen's 
Department of  Anatomy and Cell 
Biology, the team has discovered that 
a naturally-occurring carcinogen 
found in alcoholic beverages and 
fermented foods causes DNA 
modification and mutations, ultimately 
leading to abnormal cell growth and 
lung cancer. Her research also shows 

that  a  component  of  g ar l ic  
significantly reduces these changes. 

The most recent 
Queen's findings are 
published on-line in 
t h e  j o u r n a l ,  
Carcinogenesis. This 
is the third in a series 
of  four  re la ted 
papers: two of  the 
companion papers 
are published on-line 
in the International 
Journal of  Cancer 
a n d  D r u g  
Metabol ism and 
D i s p o s i t i o n .  
The researchers are 
studying the effects 
of  treatment with 
vinyl carbamate in 
mice. This substance 

is derived from ethyl carbamate 
(ure thane) ,  a  by-product  of  
fermentation found in alcoholic 
beverages, and fermented foods like 
cheese, yogurt and bread. It is also 
present naturally in tobacco. Now 
labeled as a potential  human 
carcinogen by both the World Health 

Organization and the International 
Agency for Research on Cancer, 
urethane was given inadvertently to 
millions of  patients in Japan, between 
1950 and 1975, in analgesic and 
sedative drugs. It was estimated that 
the  to ta l  dose  of  ure thane  
administered to a 60-kilogram patient 
was about 0.6 to 3.0 grams. This is 
believed to be the largest dose on 
record of  a pure carcinogen 
administered directly to people.

New links found between wine, 
fermented foods and cancer

A new online medical ethics course 
has been launched by the World 
Medical Association. Provided in 
cooperation with the Norwegian 
Medical Association, the course is 
designed primarily for physicians, 
but can be undertaken by any health 
professionals.	
The course is free of  charge and 
when a physician has finished it he 
or she will receive a course diploma.
The WMA already runs an online 
course on human rights and ethical 
dilemmas for doctors working in 
prison. In the three years since it was 
launched more than 100 physicians 
have under taken the  course.

The new ethics course has been 
written by John Williams, the WMA's 
former Director of  Ethics, who said 
that after working through the 
course, a physician should be able to 
understand the role of  ethics in 
medicine, recognize ethical issues 
when they arise in their practice and 
deal with these issues in a systematic 
manner.	
The course covers issues such as the 
pat ient-physician relat ionship,  
including beginning and end-of-life 
issues, the relationship between 
phys ic i ans  and soc ie ty,  how 
physicians relate to other physicians, 
to medical students, and to other 

health care providers, and the basic 
ethical requirements for medical 
research involving human subjects. 
Dr Edward Hill, chair of  the WMA, 
said: 'The pace at which modern 
medicine is developing has meant 
that medical ethics has become more 
and more complex. This web based 
course is designed to prepare 
physicians to face these increasingly 
difficult issues in their day to day 
practice.' 	
The course, which is accessible from 
or , is accredited by the Norwegian 
Medical Association with eight 
hours/points in post-graduate and 
continuing education.

World Medical Association launches 
online medical ethics course for 
physicians
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Medical Ethics

How do individuals decide what is 
ethical?
For individual physicians and medical 
students, medical ethics does not 
consist simply in following the 
recommendations of  the WMA or 
other medical organizations. These 
recommendations are usually general 
in nature and individuals need to 
determine whether or not they apply 
to the situation at hand. Moreover, 
many ethical issues arise in medical 
practice for which there is no guidance 
from medical associations. Individuals 
are ultimately responsible for making 
their own ethical decisions and for 
implementing them.	
There are different  ways of  
approaching ethical issues such as the 
ones in the cases at the beginning of  
this Manual. These can be divided 
roughly into two categories: non-
rational and rational. It is important 
to note that non-rational does not 
mean irrational but simply that it is to 
be distinguished from the systematic, 
reflective use of  reason in decision-
making.

Non-rational approaches:
• Obedience is a common way of  
making ethical decisions, especially by 
children and those who work within 
authoritarian structures (e.g., the 
military, police, some religious 
organizations, many businesses). 
Morality consists in following the rules 
or instructions of  those in authority, 
whether or not you agree with them.

• Imitation is similar to obedience in 
that it subordinates one’s judgement 
about right and wrong to that of  
another person, in this case, a role 
model. Morality consists in following 
the example of  the role model. This 
has been perhaps the most common 
way of  learning medical ethics by 
aspiring physicians, with the role 
models being the senior consultants 
and the mode of  moral learning being 
observation and assimilation of  the 
values portrayed.

• Feeling or desire is a subjective 
approach to moral decision-making 
and behaviour. What is right is what 
feels right or satisfies one’s desire; what 
is wrong is what feels wrong or 

frustrates one’s 
d e s i r e .  T h e  
m e a s u r e  o f  
morality is to be 
found within each 
individual and, of  
course, can vary 
greatly from one 
ind iv idua l  to  
another, and even 
within the same 
individual over 
time.

• Intuition is an 
i m m e d i a t e  
perception of  the 
right way to act in 
a situation. It is 
similar to desire in 
that it is entirely 
s u b j e c t i v e ;  
however, it differs 
because of  its 
location in the 
mind rather than 
the will. To that 
extent it comes 
closer to the rational forms of  ethical 
decision-making than do obedience, 
imitation, feeling and desire. However, 
it is neither systematic nor reflexive 
but directs moral decisions through a 
simple flash of  insight. Like feeling 
and desire, it can vary greatly from one 
individual to another, and even within 
the same individual over time.

• Habit is a very efficient method of  
moral decision-making since there is 
no need to repeat a systematic decision-

making process each time a moral issue 
arises similar to one that has been dealt 
with previously. However, there are 
bad habits (e.g., lying) as well as good 
ones (e.g., truth-telling); moreover, 
situations that appear similar may 
require significantly different decisions. 
As useful as habit is, therefore, one 
cannot place all one’s confidence in it.

Rational approaches:	
As the study of  morality, ethics 
recognises the prevalence of  these 
non-rational approaches to decision-
making and behaviour. However, it is 
primarily concerned with rational 
approaches. Four such approaches are 
deontology,  consequential ism, 
principlism and vir tue ethics:
• Deontology involves a search for 
well-founded rules that can serve as 
the basis for making moral decisions. 
An example of  such a rule is, “Treat 
all people as equals.” Its foundation 
may be religious (for example, the belief  
that all God’s human creatures are 
equal) or non-religious (for example, 
human beings share almost all of  the

The measure of 
morality is to be 
found within each 
individual and, of 
course, can vary 
greatly from one 
individual to another, 
and even within the 
same individual over 
time.
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same genes). Once the rules are 
established, they have to be applied in 
specific situations, and here there is 
often room for disagreement about 
what the rules require (for example, 
whether the rule against killing another 
human being would prohibit abortion 
or capital punishment).
• Consequentialism bases ethical 
decision-making on an analysis of  the 
likely consequences or outcomes of  
different choices and actions. The right 
action is the one that produces the 
best outcomes. Of  course there can 
be disagreement about what counts as 
a good outcome. One of  the best-
known forms of  consequentialism, 
namely utilitarianism, uses ‘utility’ as 
its measure and defines this as ‘the 
greatest good for the greatest number’ 
Other outcome measures used in 
healthcare decision-making include 
cost-effectiveness and quality of  life 
as measured in QALYs (quality-
adjusted life-years) or DALYs 
(disabil i ty-adjusted l ife-years) .  
Supporters of  consequentialism 
generally do not have much use for 
principles; they are too difficult to 
identify, prioritise and apply, and in 
any case they do not take into account 
what in their view really matters in 
moral decision-making, i.e., the 
outcomes. However, this setting aside 
of  principles leaves consequentialism 
open to the charge that it accepts that 
‘the end justifies the means’, for 
example, that individual human rights 
can be sacrificed to attain a social goal.
• Principlism, as its name implies, 
uses ethical principles as the basis for 
making moral decisions. It applies these 
principles to particular cases or 
situations in order to determine what 
is the right thing to do, taking into 
account both rules and consequences. 
Principlism has been extremely 
influential in recent ethical debates, 
especially in the USA. Four principles 
in particular, respect for autonomy, 
beneficence, non-maleficence and 
justice, have been identified as the most 
important for ethical decision-making 
in medical practice. Principles do 
indeed play an important role in 
rational decision-making. However, the 
choice of  these four principles, and 
especially the prioritisation of  respect 
for autonomy over the others, is a 
reflection of  Western liberal culture 
and is not necessarily universal. 

Moreover, these four principles often 
clash in particular situations and there 
isneed for some criteria or process for 
resolving such conflicts.
• Virtue ethics focuses less on 
decision-making and more on the 
character of  decision-makers as 
reflected in their behaviour. A virtue 
is a type of  moral excellence. As noted 
above, one virtue that is especially 

important for physicians is compassion. 
Others include honesty, prudence and 
dedication. Physicians who possess 
these virtues are more likely to make 
good decisions and to implement them 
in a good way. However, even virtuous 
individuals often are unsure how to 
act in particular situations and are not 
immune from making wrong decisions. 
None of  these four approaches, or 
others that have been proposed, has 
been able to win universal assent. 
Individuals differ among themselves 
in their preference for a rational 
approach to ethical decision-making 
just as they do in their preference for 
a non-rational approach. This can be 
explained partly by the fact that each 
approach has both strengths and 
weaknesses. Perhaps a combination of  
all four approaches that includes the 
best features of  each is the best way 
to make ethical decisions rationally. It 
would take serious account of  rules 
and principles by identifying the ones 
most relevant to the situation or case 
at hand and by attempting to 
implement them to the greatest extent 

possible. It would also examine the 
likely consequences of  alternative 
decisions and determine which 
consequences would be preferable. 
Finally, it would attempt to ensure that 
the behaviour of  the decision-maker 
both in coming to a decision and in 
implementing it is admirable. Such a 
process could comprise the following 
steps:
1. Determine whether the issue at hand 
is an ethical one.
2. Consult authoritative sources such 
as medical association codes of  ethics 
and policies and respected colleagues 
to see how physicians generally deal 
with such issues.	
3. Consider alternative solutions in 
light of  the principles and values they 
uphold and their likely consequences.
4. Discuss your proposed solution with 
those whom it will affect.
5. Make your decision and act on it, 
with sensitivity to others affected.
6. Evaluate your decision and be 
prepared to act differently in future.

Conclusion	
When dealing with specific issues in 
medical ethics, it is good to keep in 
mind that physicians have faced many 
of  the same issues throughout history 
and that their accumulated experience 
and wisdom can be very valuable today. 
The WMA and other medical 
organizations carry on this tradition 
and provide much helpful ethical 
guidance to physicians. However, 
despite a large measure of  consensus 
among physicians on ethical issues, 
individuals can and do disagree on how 
to deal with specific cases. Moreover, 
the views of  physicians can be quite 
different from those of  patients and 
of  other healthcare providers. As a 
first step in resolving ethical conflicts, 
it is important for physicians to 
understand different approaches to 
ethical decision-making, including their 
own and those of  the people with 
whom they are interacting. This will 
help them determine for themselves 
the best way to act and to explain their 
decisions to others.
Excerpted from World Medical Association’s 
“Medical Ethics Manual”.

Four principles in 
particular, respect 
for autonomy, 
beneficence, non-
maleficence and 
justice, have been 
identified as the most 
important for 
ethical decision-
making in medical 
practice. Principles do 
indeed play an 
important role in 
rational decision-
making.
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Medical Quiz
In people taking statins, transaminase values should 
be estimated: 
A.	 Before starting therapy
B.	 12 weeks after initiation of  therapy
C.	 At any elevation in dose
D.	 At all the above

Which of  the following statements is true? 
A.	 There is an increased risk of  side effects with 		

combination of  statin and gemfibrozil as 		
compared to statin and fenofibrate

B.	 There is increased risk of  side effects with		
combination of  statin and fenofibrate as 		
compared to statin and gemfibrozil

C.	 Increase in risk of  side effects is similar when 		
statin is given with fenofibrate or gemfibrozil

D.	 Risk of  side effects is not increased when statin 	
is given with fenofibrate or gemfibrozil

Which of  these age groups has the highest incidence 
of  migraine? 
A.	 Teens
B.	 20 to 40
C.	 Old age (>50)
D.	 Any age

Which part of  the nervous system triggers the 
pulsating pain felt in the face, forehead and eyes? 
A.	 Spinal cord
B.	 Brain stem
C.	 Trigeminal nerve
D.	 Olfactory nerve

According to the latest theory migraine is caused by:
A.	 Cerebral vasoconstriction
B.	 Cerebral vasodilatation
C.	 Neuronal dysfunction
D.	 Ischaemia

Lipid factors other than elevated LDL could be 
responsible for increased risk of coronary heart disease. 
These include:
A.	 Low levels of  HDL
B.	 Elevated levels of  Lipoprotein (a)
C.	 Elevated levels of  triglycerides
D.	 Any of  the above

The value of  triglycerides considered normal as per 
NCEP guidelines, 2001 is:
A.	 50 mg/ dl
B.	 100 mg/ dl
C.	 150 mg/ dl
D.	 200 mg/ dl

Which of  the following statements is not true with 
regard to HDL: 
A.	 HDL < 40 mg / dl is considered low (as per 		

NCEP guidelines, 2001)
B.	 HDL > 60 mg / dl is considered high (as per 		

NCEP guidelines, 2001)
C.	 HDL level is usually low in type 2 Diabetes 		

patients
D.	 HDL levels are generally high in obese individuals

Class of lipids against which statins are most effective is: 
A.	 LDL Cholesterol
B.	 HDL Cholesterol
C.	 Lipoprotein (a)
D.	 Triglycerides

Asthma is basically: 
A.	 An infectious disease
B.	 An autoimmune disease
C.	 An atopic disease
D.	 A malignant disease

Q1

Q2

Q3

Q4

Q5

Q6

Q7

Q8

Q9

Q10

D.	 All the above

D.	 All the above

C.	 Vernal 		
keratoconjunctivitis

D.	 All the above

C.	 Trigeminal nerve

C.	 Neuronal 		
dysfunction

B.	 Elevated triglycerides, 
low 	HDL and excess small 
dense LDL

D.	 Any of  the above

D.	 All the above

C.	 Nasal congestion

D.	 Spirometry

A.	 FEV1

D.	 Osmotic diuretics

C.	 Post-brochodilator 	
FEV1

C.	 Decreased 		
oestrogen level

D.	 Dual energy x-ray 	
absorptiometry

Winner of last issue’s Medical Quiz:
Dr Humayun Mateen, PECHS, Karachi

Correct Answers:
Q1

Q2

Q3

Q4

Q5

Q6

Q7

Q8

Q9

Q10

Q11

Q12

Q13

Q14

Q15

Q16
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Selected text from American Family 
Physician Volume 64, Number 12 / 
December 15, 2001. www.aafp.org/afp

Breaking bad news to patients is one 
of  the most difficult responsibilities 
in the practice of  medicine. Although 
virtually all physicians in clinical practice 
encounter situations entailing bad news, 
medical school offers little formal 
training in how to discuss bad news 
with patients and their families. This 
article presents an overview of  issues 
pertaining to breaking bad news and 
practical recommendations for 
clinicians wishing to improve their 
clinical skills in this area.	

What is bad news?	
Any news that drastically and negatively 
alters the patient’s view of  her or his 
future.”	

Why is breaking bad news 
so difficult?	
There are many reasons why physicians 
have difficulty breaking bad news. A 
common concern is how the news will 
affect the patient, and this is often used 
to justify withholding bad news. 

Hippocrates advised “concealing most 
things from the patient while you are 
attending to him.	
Give  necessar y  orders  wi th  
cheerfulness and serenity revealing 
nothing of  the patient’s future or 
present condition.	
Breaking bad news is one of  a 
physician’s most difficult duties, yet 
medical education typically offers little 
formal preparation for this daunting 
task. Without proper training, the 
discomfort and uncertainty associated 
with breaking bad news may lead 
physicians to emotionally disengage 
from patients. Numerous study results 
show that patients generally desire 
frank and empathetic disclosure of  a 
terminal diagnosis or other bad news. 
Focused training in communication 
skills and techniques to facilitate 
breaking bad news has been 
demonstrated to improve patient 
satisfaction and physician comfort. 
Therefore, the physician faces the 
challenge of  individualizing the manner 
of  breaking bad news and the content 
delivered, according to the patient’s 
desires or needs. Learning general 
communication skills can enable

physicians to break bad news in a 
manner that is less uncomfortable for 
them and more satisfying for patients 
and their families.  Physicians also have 
their own issues about breaking bad 
news. It is an unpleasant task. 
Physicians do not wish to take hope 
away from the patient.	
They may be fearful of  the patient’s 
or family’s reaction to the news, or 
uncertain how to deal with an intense 
emotional response. Bad news often 
must be delivered in settings that are 
not conducive to such intimate 
conversations. The hectic pace of  
clinical practice may force a physician 
to deliver bad news with little 
forewar n ing  or  when o ther  
responsibilities are competing for the 
physician’s attention.	

How should bad news be 
delivered?	
How can bad news be most 
compassionately and effectively 
delivered? Rabow and McPhee 
d e ve l o p e d  a  p r a c t i c a l  a n d  
comprehensive model, synthesized 
from multiple sources, that uses the 
simple mnemonic ABCDE.

Breaking bad news 
A challenge for the physician
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The following recommendations are 
patterned after Rabow and McPhee’s 
ABCDE mnemonic, with modification 
and additional material from other 
sources.	
Although specific situations may 
preclude carrying out many of  these 
suggestions, the recommendations are 
intended to serve as a general guide 
and should not be viewed as overly 
prescriptive.

a. Advance preparation	
• Familiarize yourself  with the relevant 
clinical information. Ideally, have the 
patient’s chart or pertinent laboratory 
data on hand during the conversation. 
Be prepared to provide at least basic 
information about prognosis and 
treatment options.	
• Arrange for adequate time in a private, 
comfortable location. Instruct office 
or hospital staff  that there should be 
no interruptions. Turn your pager to 
silent mode or leave it with a colleague.
•Mentally rehearse how you will deliver 
the news. You may wish to practice 
out loud, as you would prepare for 
public speaking. Script specific words 
and phrases to use or avoid. If  you 
have limited experience delivering bad 
news, consider observing a more 
experienced colleague or role play a 
variety of  scenarios with colleagues 
before actually being faced with the 
situation.	
• Prepare emotionally.	

b.  Bu i ld  a  the rapeut i c  
environment/relationship	
• Determine the patient’s preferences 
for what and how much they want to 
know.	 •When possible, have family 
members or other supportive persons 
present. This should be at the patient’s 
discretion. If  bad news is anticipated, 
ask in advance who they would like 
present and how they would like the 
others to be involved.	 • Introduce 
yourself  to everyone present and ask 
for names and relationships to the 
patient.	
• Foreshadow the bad news, “I’m sorry, 
but I have bad news.”	
• Use touch where appropriate. Some 
patients or family members will prefer 
not to be touched. Be sensitive to 
cultural differences and personal 
preference. Avoid inappropriate humor 
or flippant comments; depending on 
your relationship with the patient, some 
discreet humor may be appropriate.	
• Assure the patient you will be 

available. Schedule follow-up meetings 
and make appropriate arrangements 
with your office. Advise appropriate 
staff  and colleagues of  the situation.

c. Communicate well	
• Ask what the patient or family already 
k n o w s  a n d  u n d e r s t a n d s .
One source advises, “Before you tell, 
ask…. Find out the patient’s 
expectations before you give the 
information.”	
• Speak frankly but compassionately. 
Avoid euphemisms and medical jargon. 
Use the words cancer or death.
• Allow silence and tears, and avoid the 
urge to talk to overcome your own 
discomfort. Proceed at the patient’s pace.	
• Have the patient tell you his or her 
understanding of  what you have said. 
Encourage questions. At subsequent 
visits, ask the patient if  he or she 
understands, and use repetition and 
corrections as needed.	
• Be aware that the patient will not 
retain much of  what is said after the 
initial bad news. Write things down, 
use sketches or diagrams, and repeat 
key information.	
• At the conclusion of  each visit, 
summarize and make follow-up plans.

d. Deal with patient and family 
reactions	
• Assess and respond to emotional 
reactions. Be aware of  cognitive coping 
strategies (e.g.,  denial, blame, 
intellectualization, disbelief, and 
acceptance). Be attuned to body 
language. With subsequent visits, 
monitor the patient’s emotional status, 
assessing for despondency or suicidal 
ideations.	
• Be empathetic; it is appropriate to 
say “I’m sorry” or “I don’t know.” 
Crying may be appropriate, but be 

reflective—are your tears from 
empathy with your patient or are they 
a reflection of  your own personal 
issues?	
• Do not argue with or criticize 
colleagues; avoid defensiveness 
regarding your, or a colleague’s, medical 
care.	

e. Encourage and validate 
emotions	
• Offer realistic hope. Even if  a cure 
is not realistic, offer hope and 
encouragement about what options 
are available. Discuss treatment options 
at the outset, and arrange follow-up 
meetings for decision making.
• Explore what the news means to the 
patient. Inquire about the patient’s 
emotional and spiritual needs and what 
support systems they have in place. 
Offer referrals as needed.	
• Use interdisciplinary services to 
enhance patient care (e.g., hospice), but 
avoid using these as a means of  
disengaging from the relationship.
• Attend to your own needs during and 
following the delivery of  bad news. 
Issues of counter-transference may arise, 
triggering poorly understood but 
powerful feelings.	
A formal or informal debriefing session 
with involved house staff, office or 
hospital personnel may be appropriate 
to review the medical management and 
their feelings.

Final comment	
Despite the challenges involved in 
delivering bad news, physicians can find 
tremendous gratification in providing 
a therapeutic presence during a patient’s 
time of  greatest need. However, a 
growing body of evidence demonstrates 
that physicians’  att i tude and 
communication skills play a crucial role 
in how well patients cope with bad news 
and that patients and physicians will 
benefit if  physicians are better trained 
for this difficult task. The limits of  
medicine assure that patients cannot 
always be cured. These are precisely the 
times that professionalism most acutely 
calls the physician to provide hope and 
healing for the patient.		

Contributed by Dr Ayesha Rauf, Senior 
Lecturer, Riphah International University, 
Islamabad and Facilitator, workshop series on 
‘Effective Doctor-Patient Communication 
Skills’ under Macter’s Clinical Excellence & 
Leadership Programme.

Without proper 
training, the 
discomfort and 
uncertainty 
associated with 
breaking bad news 
may lead physicians 
to emotionally 
disengage from 
patients.
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Helicobacter pylori
Tables excerpted from 
Gastrointestinal & Liver Diseases: Pathophysiology/Diagnosis/Management, 8th Edition

Accuracy of diagnostic methods for Helicobactor pylori

*In a gastric mucosal biopsy specimen.
IgG, Immunoglobulin G; NPV, negative predictive value; PPV, poitive predictive value; 
Sens., sensitivity; Spec., specificity.

Nongastrointestinal tract diseases possibly 
associated with Helicobactor pylori Infection

Proposed natural history of Helicobacter pylori 
infection in humans


















