
Editorials

have strict medical examinations and specific limitations on their
hours of work and rest time enforced by law.'2
What of the National Health Service? An occupational health

service for nurses, doctors and other employees working in
hospitals has at last been established and its work is expanding.
However, there are no special provisions for the health care of
general practitioners, who are independent contractors. Many
general practitioners feel that consulting their own doctor, who
is likely to be a partner or closer friend, might be construed as
a weakness especially if the problem is about ordinary human
failings. They also worry that the consultation may result in loss
of their own professional credibility or even their
livelihood. 10,11,13,14
An independent, confidential counselling and consultation

service available to all general practitioners would appear to be
long overdue. It could be staffed by experienced general practi-
tioners with direct access to hospital specialties and investiga-
tions and incorporate a full range of support services. Accessibili-
ty, confidentiality and clinical competence are the three essen-
tial features of such a service.
The need for time for mental recuperation to enable efficient

and safe working practices has been described for airline
pilots'2 and drivers of heavy goods vehicles.'5 Doctors require
respite time in the same way. The problem of the long working
hours of hospital doctors and general practitioners will not go
away. Tired doctors make errors, take short cuts, are forgetful
and perform at less than their best. There is no other job with
potentially unlimited working hours where the effects of fatigue
can have such disastrous consequences for others.
The health care of most general practitioners is sketchy at best

and dangerous at worst, and in no way a credit to what is sup-
posed to be an intelligent, responsible and caring profession.

The need for reform must be recognized and instituted without
delay.

RUTH M. CHAMBERS
Research fellow in general practice, University of Keele
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Breast self examination: should we discourage it?
FEW general practitioners have been involved in the current

debate about breast self examination although all have pa-
tients who practise it, and some doctors actively promote it. Until
the advent of mammography, the medical profession had little
else to offer in the quest for early detection of breast cancer,
and breast self examination was generally accepted to be a good
thing, offering women the possibility of self determination and
self awareness as well as protection against death from breast
cancer. Mammography changed the situation both by offering
an alternative method of early diagnosis of proven value and
by encouraging critical appraisal of all methods of screening.
The most cogent challenge to the self evident goodness of breast
self examination came from Frank and Mai writing in the Lancet
in 1985, who pointed out that the evidence for its effectiveness
was minimal, whereas its cost (in terms of false positive results)
was high.' They suggested that, particularly in young women,
breast self examination was not an acceptable screening test and
should no longer be promoted. Although the academic debate
this paper engendered had little impact on medical practice at
the time, it did impinge on advisory bodies, both here and in
the United States of America. In 1987 the Forrest report on breast
cancer screening in the United Kingdom was equivocal in its sup-
port for breast self examination, and dnce again pointed to the
lack of evidence for its effectiveness.2 Similarly, the US Preven-
tive Services Task Force and the World Health Organization have

both concluded that there is insufficient evidence to support it
as a public health policy.3 However, no government agency has
felt sufficiently sure of its ground to recommend that breast self
examination should be abandoned.
The evidence for the value of breast self examination is derived

from retrospective studies comparing the stage at diagnosis of
breast cancer in women practising or not practising the techni-
que. The 12 major studies carried out between 1978 and 1986
are summarized in a meta analysis by Hill and colleagues.4 Six
studies reported on the basis of pre-morbid practice of breast
self examination, that is whether or not the woman practised
breast self examination before the cancer was discovered irrespec-
tive of its mode of detection, while the other studies reported
the circumstances of detection. The former method of analysis
is to be preferred, and when the results of the six studies were
combined, the proportion of women with lymph node involve-
ment at diagnosis was 50/o in the no breast self examination
group and 397o in the breast self examination group. This pro-
vides reasonably compelling evidence that the method does lead
to earlier diagnosis. The one study of this type reported since
1986, from the department of community medicine and general
practice at Oxford, confirms these findings, but suggests that
the improvement of stage in diagnosis may be restricted to
women who have been taught breast self examination.5

It must be stressed that earlier diagnosis does not in itself
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imply longer life. It can certainly be argued that breast self ex-
amination should not be promoted until a randomized controlled
trial has demonstrated a clear benefit in terms of a reduction
in breast cancer mortality. No such trial of breast self examina-
tion has been reported. The UK trial of the early detection of
breast cancer included an assessment of the value of breast self
examination, and the results of seven year follow-up were
reported in August 1988. A programme of mass education of
the female population was organized in two of the eight trial
centres and the subsequent mortality from breast cancer was
compared with that in the four comparison centres. The number
of breast cancer deaths per 1000 women was, in fact, higher in
the intervention than in the comparison districts,6 although it
must be remembered that the estimated difference in the pro-
portion of women practising breast self examination between
the intervention and comparison centres was a maximum of
13%.7 A further trial has been commissioned by the World
Health Organization which is taking place in Moscow and Len-
ingrad.8 As breast self examination is less common in the
general population in the USSR, and perhaps compliance will
be higher, this study may have greater power to detect a small
benefit. However, the preliminary results of this trial will not
be available for at least two years.
The most important human cost of breast self examination

is the number of breast lumps detected which are not malig-
nant. In the Russian trial, only 36 of the 1497 women (2.40Wo)
presenting with lumps detected by self examination were even-
tually diagnosed as suffering from breast cancer,8 whereas in
the Nottingham arm of the UK trial, cancer was diagnosed in
110 of the first 2706 women (4.110) attending the open access
clinics.9 The best age specific data available for the UK are bas-
ed on the ratio of benign to malignant lesions seen in a clinical
series, such as the 13 000 women examined in an Edinburgh
Family Planning Association clinic in the early 1970s.'° Less
than one in 50 women aged less than 30 years who underwent
biopsy was shown to have a malignant lesion, whereas this ratio
increased to one in 2.5 for women aged over 40 years.

So, after 20 years of promoting breast self examination, should
we now discourage women from practising it? This question
might be easier to answer if we stopped regarding breast self
examination as a method of screening. Whatever the medical
profession recommends, women will examine their breasts and
will detect breast lumps. If breast self examination is freed from
the constraint of performing primarily as a screening instrument,
with the consequent emphasis on maximizing sensitivity, then
it may be easier to design a rational policy. It has been shown
that the performance of breast self examination can be influenc-
ed by teaching: the Oxford study showed that the improvement
in clinical staging at diagnosis was influenced considerably by
whether the woman had been taught5 and Baines and col-
leagues have shown that it is possible to influence specific aspects
of breast self examination technique by adequate instruction."
The purpose of breast self examination should be to help women
deal effectively with the ever present risk of breast cancer, and
adequate teaching of detail, such as the most appropriate time
of the menstrual cycle for performing the examination as well
as the best technique for palpation, holds out the best hope of
improving the specificity of the test and minimizing the number
of false positive results.

Although O'Malley and Fletcher reference 14 papers which
deal with the quality of performed breast self examination,'2
there is little direct evidence to help us to decide the level of
teaching which is necessary. McMaster and colleagues reported
in this Journal on the educational impact of leaflets and of a
video in the waiting room, but they did not assess breast self
examination performance.'3 Huguley and Brown reported that

about half of the women who had gained their knowledge of
breast self examination from leaflets or television performed the
techniques adequately,'4 but if the objective is to attain a level
of competence which will minimize false alarms, the efficacy
of non-personal methods of instruction must remain in doubt.
This is a research issue which could be addressed in general
practice.

Breast self examination should be subject to the same critical
appraisal as mammography. Considerable energy has been in-
vested in setting objectives, training staff, and planning quality
control for mammography, and no less should be required of
breast self examination. The promotion of breast self examina-
tion as a screening procedure is of unproven benefit, and the
uncritical display of posters and literature in waiting rooms
without teaching and assessment of breast self examination
technique is difficult to justify. However, breast lumps are not
uncommon in women over 40 years of age and have to be coped
with, and it would seem appropriate to instruct such women in
breast self examination on request and to offer personal teaching
to women already practising the technique if they have not receiv-
ed this previously. It would be wrong to swing from unbridled
optimism to rampant nihilism, as it seems likely that there may
be some benefit to taught breast self examination which should
be set against the human cost. However, the days of amateurism
and uncritical enthusiasm in preventive medicine must end.

D.AVID MANT
Senior clinical scientist, I,nperial Cancer Research Fund
General Practice Research Group, University of Oxford
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