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Breast screening: a subject for debate
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SUMMARY The National Health Service Breast Screening
Programme was instituted in 1988 following the recommen-
dations of the Forrest report in 1986. From the beginning
it has been controversial. Is breast cancer screening ef-
ficacious? Can the efficacy produced in trials be reproduc-
ed nationwide in the UK? Do the benefits of screening
outweigh the adverse effects? Answers to all these ques-
tions are not yet available but in the light of current evidence,
breast screening does appear to offer a realistic opportuni-
ty to reduce the mortality from a disease which constitutes
a major public health problem in the UK. The role of the
general practitioner and the primary care team is considered
in the light of the experience gained in the first phase of the
screening programme.

Introduction
B REAST screening is a controversial subject. A stream of

polemical articles in both the medical and the lay press have
divided the profession and confused the public. 1-4 On the one
hand one encounters wild enthusiasm, on the other deep
cynicism. Facts are intermingled with uncertainties, statistics with
emotions. There has been a tendency to obscure what could be
a healthy debate under a veil of rhetoric, irrational prejudices
and vested interests. Expositions deploring the inadequacies of
service provision for symptomatic women have become confused
with discussions concerning the efficac of screning.em

Considerable emphasis.has been placed upon health promo-
tion and prevention since the new general practitioner contract
took effect on 1 April 1990. Whether this concentration on pro-
active rather than reactive care is appropriate remains a matter
for debate.89 In the case of breast cancer, while screening is un-
doubtedly a compromise. and an admission of the failure of
primary prevention and treatment to alter significantly the in-
cidence of the disease or mortality rates, it must nonetheless be
seen as a realistic attempt to tackle one of-the major public health
problems facing women in the United Kingdom today. Breast
cancer is the commonest form of cancer in women, accounting
for 20% of all new cases, and 20%/o of all cancer deaths among
women (Table 1). 10 Over 25 000 women develop the disease
each year - a one in 12 lifetime risk -and over 15 000 die
from it. Moreover the UK is in the unenviable position of hav-
ing the highest mortality rate from breast cancer in the 'world.
Both the incidence of breast cancer and mortality rates have in-
creased over the past four decades. Screening for cervical cancer,
a disease affecting 4500 women in the UK each year, is well
established in primary care. General practitioners now have a
duty to their women patients to consider the evidence on breast
screening seriously and rationWlly. This responsibility should pot
be discarded lightly in the face of adverse publicity.
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Table 1. Number of new cases of cancer, number of deaths from
cancer and the five year survival rate among women in the UK.

5 year relative
Site of Number of new Number of survival rate
cancer cases in 1985 deaths in 1988 (%)

Breast 25 140 15 300 62
Cervix 4500 2170 58
Ovary 5020 4280 28
Uterus 3741 1030 70

Data obtained from reference 10.

National Health Service Breast Screening Programme
The emotional debates about the value of screening are centred
on the development of the National Health Service Breast
Screening Programme, which is based on the recommendations
contained in the Forrest report, a consensus document publish-
ed late in 1986.11 The evidence favouring screening was based
largely on two randomized controlled trials, the Swedish two
county study and the New York Health Insurance Plan
study.'2"3 Both of these found 30%o reductions in mortality in
the screened population. These findings were corroborated by
case control studies in the Netherlands and Italy.'4"5 More re-
cent studies in the UK and Malmo have been much less convin-
cing, but still support the view that properly conducted mam-
mographic screening can save lives. 1618 The same cannot be said
of breast self examination which as a primary screening pro-
cedure is of unproven benefit.'9
The decision to mount the NHS Breast Screening Programme

was largely political, as acknowledged by the then health minister
Edwina Currie. She has cheerfully admitted that 'in political
terms, with the elections no more than a few months away, [breast
screening] was also attractive'.20 This overt political bias has not
been helped by the minimalistic parameters adopted for the
screening programme - a narrow age range (50 to 64 years),
a relatively long interval between screening (three years) and the
adoption of one rather than two view mammographic screen-
ing. While all three parameters are the subject of large research
studies, they remain contentious.

In all considerations of the efficacy of breast screening, the
most important factor to be taken into account is whether and
by how much screening can reduce the very high mortality from
breast cancer in this country, and if so at what costs. While
science should take precedence over emotions, if the costs are
too high in human as well as economic terms, the benefits are
marginalized. A cost-benefit analysis was an essential compo-
nent of the Forrest committee's deliberations, and it remains a
priority of the NHS Breast Screening Programme today.

In any form of cancer screening not all of Wi-lson and
Jungner's principles of screening will necessarily be fulfilled.2'
This should not, however, lead to a nihilistic response with
automatic rejection of all cancer screening programmes. As Ber-
trand Russell observed, we should learn to accept uncertainty
and not be paralysed into inaction as a result.22 Provided that
the costs and benefits are carefully, rationally and humanely con-
sidered, that the psychological sequelae of screening and recall
are not excessive, and that a high quality service iS established
and maintained, we should discourage a nihilistic attitude to
breast cancer screening.23'24
The NHS Breast Screening Programme has been implemented

with all of these considerations in mind.25 It is a vast, expen-
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sive and complex initiative in which quality assurance is a fun-
damental component.26 Great emphasis has been placed on
training and education. The screening service and the overall
effectiveness of the programme are being stringently monitored
and evaluated. Teamwork has been encouraged at all levels; the
screening procedure is carried out by a multidisciplinary team
(radiographer, radiologist, pathologist, surgeon and nurse
counsellor). Cooperation between screening personnel, primary
care teams and family health services authorities is being fostered
across the country. These are all crucial components which have
in the past been absent from screening programmes, and it is
on this that the success or failure of the programme will
depend.27

Role of the primary care team
If breast screening is to be successful, the cooperation of primary
care teams is essential. Poor uptake will necessarily lead to a
lower reduction in mortality. Discrepancies between the prac-
tice registers and those of family health services authorities lead
to a substantial degreee of inaccuracy and incompleteness in the
lists of women eligible for breast screening (prior notification
lists);28 this problem needs to be addressed by both parties if
all eligible women are to receive an invitation to be screened.
Primary care teams have an important role in providing infor-
mation, advice and reassurance both to those who attend for
screening and to non-attenders. In order to perform this role
optimally, primary care teams in turn need to have access to the
relevant information. This should be available to all practices
in the UK in the form of practice visits from the local screening
programme and a breast screening primary care information
pack from the Cancer Research Campaign.2930

Conclusion
It will be a long time before the success of the screening pro-
gramme can be determined in terms of reduced mortality. In
the meantime women need to be able to make their own deci-
sions about whether or not they wish to be screened. For this
purpose, they will require accurate and unprejudiced informa-
tion. It is to the general practitioner and the primary care team
that they are likely to turn for such information. The fact that
targets have not been set for breast screening and that it is a
process which occurs outside general practice should not preclude
the provision of unbiased advice or reassurance where they are
requested. Contrary to the many unvalidated demands of the
new general practitioner contract, breast screening, with all its
many problems, does at least offer potential benefits which
should not be ignored. A more rational approach to breast cancer
treatment is but one important likely outcome of the screening
programme.

Like Mant and Fowler,31 we disagree with the view that
screening is invariably an infringement of the patient's personal
liberty.32 Provided that the breast screening programme con-
tinues to be organized with maximum emphasis on the quality
of the service, coupled with a sensitive health education and
counselling programme, there is a realistic chance that mortali-
ty from breast cancer will be reduced.33 General practitioners
and primary care teams are essential to this process.
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