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Eff ect of population-
based screening on 
breast cancer mortality 

Although the wider scientifi c com-
munity has long embraced the 
benefi ts of population-based breast 
screening, there seems to be an active 
anti-screening campaign orchestrated 
in part by members of the Nordic 
Cochrane Centre. These contrary views 
are based on erroneous interpretation 
of data from cancer registries and peer-
reviewed articles. Their specifi c aim 
seems to be to support a pre-existing 
opposition to all forms of screening.1

These individuals, making claims of 
poor methods, selectively discount 
overwhelming scientifi c evidence 
from numerous randomised trials in 
diff erent countries that organised 
screening reduces breast cancer 
mortality. They claim that the 
signifi cant decrease in breast cancer 
mortality achieved by screening is 
due to improvements in treatment 
alone, discounting the benefi ts of 
early detection. If true, this would 
imply that breast cancer is an 
exception among adenocarcinomas 
in that early detection does not 
improve prog nosis—a claim contrary 
to the evidence.

For women with breast cancer, early 
detection also results in improved 
quality of life from less extensive 
surgical treatment. Women with 
screen-detected breast cancer in the 
UK have half the mastectomy rate of 
women with symptomatic cancers—
ie, 27% versus 53%.2

Organised, high-quality breast 
screening is an important public 
health initiative by numerous govern-
ments worldwide. These policies 
are based on robust and extensive 
analysis of individualised patient data 
from scientifi c trials, with particular 
attention paid to the balance of 
potential benefi ts and harms.3 To 
imply that such an international 
action is mass misrepresentation, or 
that screening is done for the benefi t 

of self-interested professionals, is as 
perverse as it is unjustifi ed.

Comprehensive guidelines deal with 
the entire screening process.4 Organis-
ations responsible for screening pro-
grammes regularly review published 
evidence on the eff ects of mam-
mographic screening, and also 
contradictory interpretations. 

We consider the interpretation by 
Jørgensen, Keen, and Gøtzsche,5 of the 
balance of benefi ts and harms to be 
scientifi cally unsound. Women would 
be better served by focusing eff orts on 
how best, and not whether, to provide 
breast screening. 

The signatories below, charged 
with provision and implementation 
of breast screening in many diff erent 
countries, remain convinced that the 
scientifi c foundation for population-
based, quality-assured, organised 
breast screening is one of the major 
accomplishments of the translation 
of clinical cancer research into public 
health practice. Early detection, in 
combination with appropriate treat-
ment, signifi cantly lowers breast 
cancer mortality and improves the life 
quality of patients with the disease. 
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make a minor contribution to the 
public health issues they address, we 
think it is worth trying to maximise 
their eff ect on health. We are insisting 
on robust monitoring and assessment, 
and we will continue to demand 
comprehensive strategies and to lobby 
for regulation—including a ban on 
trans fats and a minimum unit price 
for alcohol.

In these challenging times for 
public health, we must present a 
united front. Trainees are right to 
be concerned for the future, and we 
must all do everything we can to 
support them. Public health leaders 
in the UK are working hard, together, 
to get the new system right, and we 
cannot allow the frustrations of a few 
to overshadow the concerns of most 
public health professionals.
I am President of the Faculty of Public Health.
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The Lancet’s recognition of threats to 
the public’s health from current UK 
Government policy and the National 
Health Service reorganisation1 is 
welcome, but its criticism of leadership 
in the Faculty of Public Health by use 
of selective quotes from a private 
Yahoo group of trainees is unfair, 
unwarranted, and unhelpful. 

Trainees have suffi  cient represen-
tation at every level of the Faculty of 
Public Health and fully support the 
Faculty’s leadership and professional 
approach in designing a stronger 
public health system. The Govern-
ment’s Responsibility Deal is a fl awed 
process but the Faculty would have 
achieved little by a posturing with-
drawal and has, with approval of its 
Board, been infl uential in consistently 
providing evidence for the case 
that voluntary agreements with 
industry are insuffi  cient and must be 

Richard Horton’s Offl  ine1 refers to 
the UK Government’s Responsibility 
Deal as “corrupt”. This is an unfair 
characterisation of a potentially 
valuable intervention to tackle the 
epidemic of obesity and inactivity in 
the UK.2

We have been assessing a similar 
project based in the East Midlands, UK, 
which has brought together private, 
public, and voluntary-sector organis-
ations to work together to address 
obesity and inactivity in the area.3 We 
have found a great deal of enthusiasm 
and willingness to address the issues 
of obesity and inactivity from all types 
of organisations, and recognition 
that unless these issues are eff ectively 
addressed that they will begin to aff ect 
the productivity of the UK and their 
own organisations. There is none theless 
some important learning from the 
project that could usefully be applied to 

Leadership and public 
health
Richard Horton’s rant about leader-
ship in public health (Sept 17, p 1060)1 
was entertaining, but was based on 
anecdote rather than evidence, and 
parted company with reality early on.

Public health, at heart, is the art of 
the practical. It is about making things 
happen, not just making noise. Sound 
and fury achieve very little; dialogue 
and determination, grounded in fact 
and reality, change minds and lives.

The UK Faculty of Public Health 
(FPH) cherishes its independence of 
government, which enables it to lead 
on several of fronts. We set standards 
for the professional work force, we 
articulate a public health vision for 
the UK, and we are engaging strongly 
in the current reforms to ensure that 
there is strong public health leadership 
in England.

FPH takes pride in its professional 
and scientifi c approach to policy and 
advocacy. We deal with evidence 
and fact, and strongly refute the 
suggestion that we have become 
“unconsciously anti-science”. 

Horton complains that we are too 
close to government. To use our 
infl uence eff ectively, we must have 
dialogue with government. Our role 
is to challenge where necessary and 
support where appropriate. It would 
be a dereliction of duty not to engage 
with the government over the health 
reforms, and we have our members’ 
strong support to do this. 

We and other respected national 
organisations continue to take part 
in the Responsibility Deal discussions2 
because, although these can at best 

comple mented by appropriate use of 
regulatory powers.

The Faculty’s coordination of 
evidence and expertise on the current 
reorganisation of the public health 
system is fi rmly based in science and 
is signifi cantly ameliorating public 
health policy and organisation in the 
face of political irresponsibility. The 
current challenges demand a united 
response from all parts of the public 
health community; The Lancet should 
direct its attention towards positive 
contributions to public health reform 
rather than attempting to undermine 
those who are immersed in the reality 
of imposed change.
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