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The family doctor's experience of cancer is different from that of
his hospital colleagues. His responsibilities begin with the first
symptoms and often continue throughout a long and painful
illness. Although his cases are few, they are not limited to one type
or to one age group; he therefore sees cancer as it occurs in the
population at large. The report which follows is presented in the
hope that something may be gained-especially in the field of early
diagnosis-by looking at cancer from the family doctor's point of
view.

Material
During the five years 1957 to 1961, all cases of cancer diagnosed

in one general practice were recorded. Cancer was defined as any
form of neoplastic disease dangerous to life and included, therefore,
such non-metastasizing forms as rodent ulcer and brain tumour.
Temporary patients, and those entering the practice with a diagnosis
already made, were not included. The National Health Service
list was 6,681 in January 1957 and 7,675 in December 1961: there
was in addition a small number-not more than 200-of private
patients.

Diagnosis
The diagnosis of cancer is notoriously uncertain, especially in

the aged. It is necessary, therefore, to say how the diagnosis was
reached in these patients: in 23 it was confirmed by histological
examination ofthe excised tumour, in 12 by biopsy, in 13 by necropsy
and in 22 by laparotomy or thoracotomy. The patients with
leukaemia and one of those with myelomatosis were diagnosed by
blood and bone marrow examination. In the remainder the
diagnosis was clinical or radiological, or both.

Results
The distribution of cases according to sex, age, and site of the

primary growth is shown in table I. The total incidence shows a
steady rise in each decade after the third to a maximum in the
eighth; 43 of the 98 patients were over the age of 70. That this is
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not due to any preponderance of old people in the practice is shown
by comparison with the age distribution of the general population
(table II).

TABLE I
AGE AND SEX INCIDENCE OF CANCER AT ALL SITES

Site Sex Age group

M F 20-30 30-40 40-50 50-60 60-70 70-80 80-90 Total

Lung 14 3 _ _ _ 5 6 5 1 17
Stomach .. 7 4 1 5 3 2 1 1
Colon and rectum.. 6 4 _ 1 _ 2 4 3 10
Skin (including lip) 4 6 _ 1 1 1 1 5 1 10
Breast . -l10 1 3 2 2 1 1 10
Ovary - 8 1 2 2 3 - 8
Brain 1 3 12 3 _ - 4
Pancreas and
ampulla of Vater 2 2 _ _ _ 1 2 1 - 4

Cervix uteri - 3 _ _ 1 1 _ 1 - 3
Prostate .. 3 - - _ _ _ 1 1 1 3
Thyroid - 2 _ _ _ _ _ 2 - 2
Kidney 1 _ _ _ 1 1
Liver .. 1 1 - 1
Pharynx 1.- - - 1 - 1
Uterine body .. 1 1 - 1
Retroperitoneal
sarcoma .. 1 _ 1 - 1

Reticulosis .. 2 2 1 1 1 1 4
Myelomatosis - 2 _ _ _ 2 - 2
Leukemia .. 2 1 1 1 1 - 1 3
Gall bladder .. - 2 2 - 2

Total 44 54 2 2 11 16 24 33 10 98

TABLE II
PROPORTION OF PRACTICE POPULATION IN OLDER DECADES IN 1961 COMPARED
WITH PROPORTION OF GENERAL POPULATION IN THE SAME DECADES (1959)

Age Practice (1961) Generalpopulation (1959)
group

Percentage Percentage
Number of total Number oftotal

50-0 791 10.5 6,844,000 13-1

60-70 506 6.7 4,841,000 9.3

over 70 483 6*4 3,860,000 7.4

Presenting Symptoms
Tables III, IV, and V show the presenting symptoms in the three

main internal sites of cancer and their relationship to x-ray findings
and the histology of the tumour. Presenting symptoms are those
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noted at the patient's first visit to the surgery; second symptoms
are new complaints noted not later than one month after the first
visit.

Carcinoma ofthe lung (18 cases, table III). Cough was a presenting
symptom in two patients and a second symptom in two. Haemo-
ptysis was a presenting symptom in one and a second symptom in
one, but occurred later in another five. Five patients presented with
dyspnoea on exertion, tightness in the chest, or wheezing; in four,
gastric symptoms were prominent-a mode of onset reported by
Weaver and Balme (1960); four complained of lassitude, exhaustion,
or malaise; one presented with an attack of bronchitis and one with
an attack of pleurisy. In one patient the first x ray was normal and
in two it showed minor changes which had cleared by the time of the
second film. Four patients had metastases at the time of their first
attendance; three had chronic bronchitis and in two of these the
symptoms of bronchitis merged imperceptibly with those of the
developing carcinoma.

Carcinoma of the stomach (11 cases, table IV). Epigastric pain
and vomiting were presenting symptoms in two cases, both with
pre-pyloric growths; persistent pain was a first or second symptom
in two who had large undifferentiated growths of the fundus. The
four patients whose first symptoms were those of a general disturb-
ance had very malignant growths and two had metastases at the
time of their first attendance. In two patients the first barium meal
was negative, but in one of these physical weakness prevented a
complete radiological examination.

Carcinoma of the colon and rectum (12 cases, table V). Four
patients presented with intermittent abdominal pain; in one of these
intestinal obstruction supervened very quickly, but in three the
attacks were separated by long, pain-free intervals. Bleeding ftom
the rectum was the presenting symptom in four patients and an
alteration of the bowel habit in two.

Carcinoma of the breast (10 cases). Four patients delayed seeking
advice until the growth was far advanced and three of these drew
attention to the tumour only when they attended for some other
purpose.

Carcinoma of the cervix uteri (3 cases). In all three patients
the growth was far advanced before they presented; two of them
delayed seeking advice for several months after the onset ofsymptoms.

Carcinoma of the ovary (8 cases). Irregular uterine haemor-
rhage was a presenting symptom in only one patient. In the
remainder the symptoms were either dyspepsia or abdominal dis-
tension; in all of them metastases were probably present at the
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first attendance.
Brain tumours (4 cases). One patient, with a colloid cyst of the

mrd ventricle, was seen for the first time in coma: he had suffered
from paroxysmal headaches for months without seeking advice.
One presented with vomiting and dementia, and another with
Jacksonian attacks. The fourth had an auditory neuroma and first
complained of " swimmy feelings ".

Discussion
This group of cases may serve to underline two facts about

cancer which are sometimes overlooked when statistics are treated
too superficially. The first is that cancer, compared with degenerative,
infectious, traumatic, and psychogenic disorders, is an uncommon
cause of illness. If our experience is typical, a practitioner with
2,500 patients will see new cases of cancer with approximately the
following frequency: cancer of the lung, once a year; of the stomach,
colon, skin, and breast, once each in eighteen months; of the ovary,
once in two years; and of the cervix, prostate, brain, and thyroid,
once each in four years.
The second fact is that cancer is largely a disease of the elderly.

Alarm at the high and rising mortality from cancer should be
tempered by the knowledge that a large number of those dying from
it have long passed the age of seventy. As Smithers (1960) has
pointed out, the position is not nearly so alarming as it appears to
be; with the exception of a large increase in lung cancer and smaller
increases in cancer of the kidney, brain, and blood, the age-corrected
incidence of cancer has declined steadily throughout this century.

This must not, of course, blind us to the fact that cancer is the
cause of much suffering and premature death. Some of this can be
prevented by earlydiagnosis and treatment: howmuch, it is impossible
to say; but, as Sutherland (1960) has observed, the patients who will
benefit by early diagnosis can be discerned only in retrospect, and
an effort must therefore be made in all patients to detect cancer at
the earliest possible time.

There are three ways of achieving earlier diagnosis: education
of the public, the periodic examination of healthy persons, and
improvement in our own diagnostic methods. The relative value
of these measures varies with the site of the cancer: education of the
public, for instance, is unlikely to be of value in tumours with a
varied symptomatology-such as those of the lang and stomach-
but might be helpful in tumours of the breast and uterus, where so
much depends on the patient seeking early advice. As Paterson and
Aitken-Swan have demonstrated, and as this paper confirms,
ignorance and fear commonly cause women with these tumours
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to delay visiting the doctor (Paterson and Aitken-Swan, 1954;
Aitken-Swan and Paterson, 1955). For most internal tumours,
the results ofcancer detection surveys are disappointing. Carcinoma
of the cervix uteri is, however, an exception; Boyes et al. (1962)
have demonstrated how carcinoma in situ can be detected and treated
in a large population, and how this leads to a decline in the incidence
of carcinoma of the cervix. There seems to be no good reason why
this service should not be offered to every woman in this country.
For the three large groups of internal cancer (lung, stomach, and

colon) the best hope of cure for most patients is still an early
diagnosis by the family doctor. The starting point for discussions
on cancer diagnosis in general practice must always be the compara-
tive rarity of the disease. The family doctor's problem is how to
select, from the mass of material which confronts him, the patients
who need further investigation; it can only be solved by close study
of the early symptoms ofcancer, by careful and repeated observation
ofeach patient in the early period ofthe illness, and by clear thinking
on the indications for radiology and other special procedures. Each
site presents problems of its own.
The lung. It is surprising to find that cough and haemoptysis are

such uncommon presenting symptoms in this series. They are
generally believed to be common: one widely read modern text
book states: " Cough is the most common early symptom . . . "

(Davidson, 1960). What is the reason for this difference? It may
be significant that none of the patients with anaplastic tumours
presented with a cough, but that cough was a presenting or second
symptom in three of the four patients with squamous-cell tumours.
This suggests that cough may only be a presenting symptom in the
more slowly growing tumours; whether this observation is significant
could only be discovered by a more extensive study in general
practice. It is possible that the recent increase in lung cancer has
been more in the anaplastic than in the squamous cell types, and
that cough is now a less common presenting symptom than it used
to be.

It is evident from this paper that a very wide range of symptoms
should suggest lung cancer to the family doctor. Physical signs are
of little help, so he has no alternative but to x ray large numbers of
patients. Experience suggests that any middle-aged man with the
following complaints should be x rayed:

Bronchitis, pneumonia, or pleurisy
Shortness of breath or wheezing
Vague chest pain
Cough of more than 3 week's duration
Alteration in character of a chronic cough
Anorexia or persistent dyspepsia
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Haemoptysis
Lassitude or loss of weight

If x-rays were used on this scale, and as soon as suspicious symp-
toms were reported, the five year cure rate for patients diagnosed in
general practice would probably equal that in patients diagnosed by
mass radiography.
A chest x ray must not be regarded as the final arbiter: so many

of them are normal, or show only transient opacities, that a careful
follow-up is essential. Other diagnostic measures may be necessary,
even in the presence of a normal x ray.
The stomach. Barium meals cannot be ordered like chest x rays.

To send every patient with more than transient dyspepsia to the
radiologist would be to inundate him with unnecessary work.
Which patients are to be selected for radiology? There are some
absolute indications: haematemesis and melaena, vomiting after
food, or symptoms of peptic ulcer arising in middle age, to give
some examples. There remain, however, a whole host of patients
with more insidious symptoms, any of whom may have an early
carcinoma. These should have a careful clinical assessment, with
frequent follow-up examinations and regular weighing; persistence
or progression of symptoms, loss of weight, hypochromic anaemia,
or occult blood in the stools are indications for a barium meal.
A number of first barium meals are negative for carcinoma,

especially when the growth is in the fundus: the proportion is found
by various authors to be between ten and thirty per cent (Cooper,
1941; Anglem, 1946; Engel, 1947; Harnett, 1947). A barium meal
is therefore, no substitute for a clinical follow-up.
The colon and rectum. The patients in this series illustrate the

main presenting symptoms: rectal bleeding, alteration ofbowel habit,
and abdominal pain. Rectal bleeding is common in general practice
and most cases are due to haemorrhoids: however, it is never safe
to assume this on the strength of a negative rectal examination, and
the family doctor has no alternative but to arrange a sigmoidoscopy
in all cases. The fact that bleeding has occurred only once is no
guarantee that all is well. Bowel disorders are also very common
and patients have to be carefully selected for radiology. The import-
ant symptom is a recent change in the patient's usual bowel habit.
Abdominal pain is undoubtedly the most difficult symptom to

interpret. At the onset there may be long intervals between attacks
and gastritis, enteritis or peptic ulcer may be simulated. Any
middle-aged patient who has an attack of abdominal pain should
be followed up; a recurrence of pain, or loss of weight, are
indications for further investigation. As with barium meals,
a negative barium enema does not entirely exclude a carcinoma and
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clinical follow-up is essential.

Summary
Five years experience of cancer in general practice is described.

Compared with degenerative, traumatic, infective, and psychogenic
diseases, cancer is an uncommon cause of illness. A large number of
patients with cancer are over the age of 70; in this group the propor-
tion was 43 per cent.
The early symptoms of the patients with cancer of the lung,

stomach, colon, ovary, and brain are described. Contrary to the
widely held view, cough was an uncommon presenting symptom
in the patients with cancer of the lung. This may be due to an
increasing number of anaplastic carcinomas.

Measures for achieving early diagnosis of cancer are advocated.
Among these are:

1. The large scale use of chest x rays for middle-aged men with symptoms
suggesting lung cancer.

2. Careful clinical selection of patients with dyspepsia or abdominal pain
for further examination by barium meal or enema.

3. Sigrnoidoscopy for all patients with rectal bleeding.
4. Routine examinations ofwomen for carcinoma in situ of the uterine cervix.
Attention is drawn to the frequency of normal appearances and

transient abnormalities in first x rays for carcinoma of the lung; also
to the fact that radiological findings may be normal in the early
stages of gastric and colonic tumours. The importance of a clinical
follow-up of all patients after x ray is emphasized.
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