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S u m m a r y

The peri ,odic health encounter is
eualuated: i , t  should, i ,n the f inal
analysis,  be tai , lored to deal ui th
problems for uhich the pati,ent i,s at
relat i ,uely high r i ,sk. I ts ualue is
dependent on the abi,li,ty of the doctor
to establi,sh a good pati,ent-centred
relat i ,onship, deuelop select iue
screeni,ttg procedures and, an ability to
help his pat ient to change to a
healthi,er li,festy\e. These, and other
aspects are looked at,  and seuera|
screeni,ng tests are discussed i,n the
Li,ght oJ speci,fic sur"ueys done and the
outcomes whi,ch are auai,Lab\e. Euen
erperts' opi,nions uary i,n thei,r own

Ji,eld, which emphasi,ses the need to
use scientifi,c method wi,th great care
and, as part  of  an oueral l  hol i ,st ic
approach to helpi,ng pati,ents along the
road to health.

l n t r o d u c t i o n

Primary care medicine is moving
increasingly away from heroic salvage
medicine to less dramatic, but more
demanding preventative care. Family
doctors are spending more t ime on
preventative care, either as part of an
encounter for other reasons, or for
periodic health checks.

When a sick pat ient in i t iates a
consultat ion, the doctor 's role is to
help, not to guarantee an outcome. The
obligations are more stringent when we
make recommendations to a healthy
individual. Screening is an attempt to
predict certainty and to bring order into
an unknown future, it involves
probability, but not certainty. With any
screening procedure there must be
adequate evidence that the benefits
exceed the harm and that this screening
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is  done in a way that is acceptable
cultural ly and f inancial ly to the
individual and his commurifl2.

The periodic health examination should
be tailored to deal with problems for
which the patient is at relatively high
r isk. I ts value is dependent on the
ability of the doctor to establish a good
patient-centred relationship, obtain a
good history, develop select ive
screening procedures and an effective
strategr to help the patient to change his
behaviour to adopt a healthier lifestyle.
Screening can be done as part  of  a
routine consultation (case flnding) or a
periodic health examination, or mass
populat ion screening for specif ic
diseases.

O u t c o m e s ,  a c c o u n t a b i l l t y  a n d
e v i d e n c e l

In the USA accountabi l i ty has been
referred to as the new revolution in
medical care. There is increasing
pressure to br ing medical  pract ice
under closer public scrutiny. In the
past,  we did things the way our
teachers and our teachers'  teachers
taught it and a physician's opinion was
accepted as authority.

Today we are increasingly required to
provide evidence on outcomes in terms

of funct ional status, emotional and
social health and degree of disability.
Doctors are required to be more
accountable to individuals. families.
medical insurers and the community in
general.t At best this occurs "in house"
with peer review and audit  of
outcomes.

At  wors t  th is  occurs  w i th  pub l i c
scrutiny by the medical council and
I i t igat ion. We need to be aware of
these trends and ensure that we keep
up to date with literature, modify it
according to the situation in which we
practice and together with individual
exper ience,  feed i t  back  in  the
modi f i ca t ion  o f  our  c l in ica l
behaviour.2

M e d i c a l  k n o w l e d g e  n o t
w r [ t t e n  i n  s t o n e

A significant problem in medicine is
that it has been estimated that less than
20o/o of medical practice is based on
clear scientifically-proven fact. The
Variat ion-Phenomenon (regional
variations in medical practice)3 is so
wide-spread that it is difficult for both
individual doctors and for pol icy-
makers to know what, if anything, is
the truth. Clinical decisions are very
difficult and observers looking at the
same thing wi l l  d isagree with each
other (and with themselves) in up to
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50o/o of cases. In one study cardio-
log is ts  d isagreed on  ang iogram
interpretations in 60% of cases. Expert
opinions on colon cancer screening
efficacy varied from 5 to 95o/o and
specialists opinions on outcomes in
their own field vary by up to l00o/o.'

Clinical decisions are complex with
many incalculable var iables, wide
variations in practice and probably
many different effective approaches
'to managing the same problem. We
should not use this to justify a sense
of  academic  n ih i l i sm or  c l in ica l
inertia. Clinical decisions need to be
made today, not in f ive years' t ime
when the  resu l t  o f  in te rvent ion
s tud ies  are  known.  We need to
appreciate the complexity and frailty
o f  "med ica l  knowledge"  and to  be
prepared to continually reassess what
we do in  the  l igh t  o f  our  own and
others' experience. It is important
that we base our practice on evidence
tha t  i s  as  sound as  poss ib le .  Th is
evidence-based medicine has lead to
the establishment of consensus-panels
and collaborative review groups, such
as the Cochrane Centre in the UKU
that reviews clinical trials and collects
firm evidence, especially in the field
of primary care.

Ev idence is  o f ten  conf l i c t ing  and
difficult even for epidemiologists to
interpret. It is important that primary
care physicians use a rel iable and
independent source of information.
Information from pharmaceut ical
compan ies ,  who obv ious ly  have a
vested interest in outcomes may be
selected to confirm a preconceived
op in ion  and shou ld  a lways  be
regarded with caution.

H e a l t h  p r o m o t i o n  a n d
p r e v e n t i o n

Hea l th  p romot ion  is  a  complex
procedure l inking current medical
knowledge to the individual patient.
The appropriateness of an
intervent ion must be est imated by

considering the costs and benefits to
the individual and the community and
involves behaviour changes in both
the doctor and the patient.

The natural history of the disease is
impor tan t  in  de termin ing  the
outcome. In this century many
illnesses have declined in importance
as  a  resu l t  o f  improved soc io -
economic condit ions (especial ly in
developed countries) rather than as a
result of direct medical interventions.
Some illnesses, like the TB epidemic
in the Western Cape, are difficult to
explain. Others, like Aids, will arise
de novo and will substantially alter
many health care parameters.6

Screening procedures are difficult to
assess for effectiveness. Initial results
are often good, patients detected by
screen ing  fa re  be t te r  than those
detected cl in ical ly.  However,  long
term results may differ. The wearing
of seatbelts has reduced injuries by
25o/o and deaths in motor vehicle
accidents by 600/o in the UK. The Mayo
Lung Pro jec t  in  wh ich  random
pat ien ts  were  screened fo r  lung
cancer by chest X-ray and cytology
showed a doubled five year survival,
but no difference after nine years -

p robab ly  because many o f  the
screened pa t ien ts  were  de tec ted
earlier and their survival was better in
the short term. (A longer lead time
bias). Screening programs are often
unsuccessful because those at highest
r isk are unl ikely to present for
screening eg CA cervix.

The annual physical  examinat ion
(multi-phasic screening process) has
been criticised as failing to show any
substantial benefit. In the Holland
and Kaiser Permanente study some
diseases had a lower mortal i ty but
there was no overal l  reduct ion in
death rates. This may well point to
the  fac t  tha t  these were  doc tor -
centred screening processes and that
to  be  success fu l ,  a  c lear  pa t ien t -
cent red  approach shou ld  be  used.

Many screening

procedures have failed to

show any substantial

benefits.

A patient-centred

approach is often more

effective.

Definite criteria for

undertaking screening

are important.
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This approach establ ishes the
patient's reason for attending, and his
agenda. It explores the patient's ideas
about health and values his subjective
belief system. It explains the choices
and encourages the pat ient 's
autonomy. Decision-making is shared
and the patient is offered support and
enabled in making positive choices.
Pat ients present ing for rout ine
examinations may have significant
unstated fears that have prompted the
encounter with a doctor. A patient-
centred approach is more effective in
perce iv ing  and manag ing  these
unstated fears.

Compare this approach to the routine
insurance examinat ion that is a
wholly doctor-centred exercise and
has been found to be of minimal value
to both parties.

There are several criteria that need to
be fulfilled for a screening process:

1. The disease must be a serious
health problem.
Detection in the presymptomatic
phase must improve the outcome.
Screening and treatment proce-
dures must be acceptable to the
public.
The screening procedure must be
clinically effective with acceptable

sensitivity and specificity.
5. I t  must be cost-effect ive -  does

the individual or community have
the resources to sustain it??

In short ,  one must screen an
individual for problems he is most at
risk in a way that is most acceptable
and enabling to the individual at an
affordable cost.

The implied benefits of screening are
an improved prognosis for cases
detected early, less radical treatment
for early cases and reassurance for
those with true negative results.

Screening procedures may also have
substantial disadvantages. The longer
morbidity for those whose prognosis
is unaltered may have a negat ive
psychological impact eg screening for
Duchenne muscular dystrophy in
infancy which may only present in
adulthood. In the USA routine sickle
cel l  test ing in black pat ients often
leads to their  being dealt  with
adversely by insurance companies and
potent ial  employers. Rout ine
screening for Thalasaemia in Greece
lead to affected individuals feeling
socially ostracised and less valued as
marr iage partners. Unrel iable
screening procedures may lead to
significant anxiety in those with false

Unreliable screening

proceedings may do

more harm than good,
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posit ive results or with unfounded
reassurance for those with false
negat ive results.  Unnecessary
intervention for false positive results
or overtreatment of quest ionable
abnormal i t ies may lead to
unnecessary morbidity and expense.8

E t h i c a l  i s s u e s

Four  per t inent  e th ica l  i ssues  are
raised in screening:
o Patient autonomy should always be

respec ted ,  espec ia l l y  when the
pat ient may not be attending
voluntarily, eg insurance exami-
na t ions ,  p re-employment  o r
routine, or examinations required
for work.
The screening procedure and results
must do no harm (pr imum non
nocere). Many patients may suffer
unnecessary anxiety, expense and
risk due to false posit ive tests.
Unnecessary labelling of variations
of normal as disease states equally
may cause pat ients may cause
distress eg mitral valve prolapse,
mildly raised cholesterol, or aslirnp-
tomatic haematuria.
The procedure must be proven (as
far as possible) to be beneficial to
the patient.
Issues  o f  soc ia l  jus t i ce  must  be
addressed -  i s  the  screen ing
procedure  an  equ i tab le  use  o f
limited resources?

D o c t o r s '  a t t i t u d e s  t o w a r d s
p r e v e n t a t i v e  c a r e

Up to 70o/o of cancers are considered
to be preventable by changes in
behaviour. In surveys of the general
public, doctors have been described
as being the most reliable source of
health information. Yet many doctors
are pessimistic about their ability to
change pat ients '  behaviour.  More
than 90% of doctors bel ieve that
smoking cessation was beneficial, yet
only 50% routinely offered this advice
to their patients and only 3% believed
that they were successful.e Barriers to

doctors'  part ic ipat ion in screening
procedures are:

r Lack of time - "I'm too busy".
o Lack of rnotivation - "I'm not paid

to do it and my patients don't really
like it".

o Lack of training or protocols - "I
don't know how to do it".

. Disillusionment with low success
rates - "It never works anyway".

I t  is important to appreciate that
effect ive screening may involve a
change in the doctor's behaviour to
become more compliant, as well as a
change in the patient's behaviour.

S t r a t e g i * s  f o r  h e l p i n g
p a t i e n t s  c h a n g e  b e h a v i o u  r

Advice-giving in the traditional doctor-
patient relationship forms the basis of
most discussions on behaviour
change. Patients are not uniformly
committed to receiving advice and
success rates of five to ten percent are
not uncommon. Unsol ic i ted advice
may lead to an unconstructive clash,
such as  the  "Yes  Doctor ,  bu t  . . . "
response.

Addict ion studies have highl ighted
several new concepts:

Ambiva lence -  the  exper ience o f
heightened psychological  conf l ict
about choosing between two courses
of action. Patients in this stage are
aware of the pros and cons of their
actions.

However,  any overt ly persuasive
effort by the doctor may lead to their
adopting the opposite stance to resist
any change. Allowing the patient to
articulate any change himself and to
negotiate a solution, is more likely to
be effective at this stage.

A patient's readiness to change is a
process that goes through several
s tages  -  no t  a  s ing le  event .  The
patient should be offered increasing

A patient's readiness to

change is a process that

goes through several

s tages-notas ing le

event.

Three major
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evaluated screening

procedures and have

drawn up guidel ines.
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support and counselling to suit the
readiness to  change.  Do not  be
despondent if it does not all happen in
one consultation.to

Remember the four "As":
o Ask the patient about his behaviour
. Advise on the risks and benefits
o Assist the patient in making con-

structive decisions
o Arrange follow up

M a j o r  A , g e n c i e s  i n v o l v e d  i n
e v a l u a t i n g  s c r e e n i n g

Assessment of screening procedures
has been done by a number of bodies,
however there are three major bodies
that have assessed the eff icacy of
commonly used screening procedures
in developed countries:
1. the Canadian Task Force (CTF).
2. US Preventat ive Services Task

Force (USPSTF).
3. American Col lege of Physicians

(ACP).

These bodies have reviewed evidence
relating to mass population screening
and have made wide-spread
recommendat ions  based on  c lear
evidence. They have divided indi-
viduals into those at average risk and
those at increased risk. The recom-
mendations (which do not always

agree) are summarised in two recent
articlesrl,l2 and include the following
recommendations:

B l o o d  p r e s s u r e  m e a s u r e m e n t :

BP should be taken in all adults at
least every two years.

B r e a s t  e x a m i n a t i o n :

Annual breast palpatation for al l
women over forby and mammography
every two years for women over fifty
is  recommended.  Breast  se l f -
examination may be valuable, but has
not been proven to be effective.
Breast examination should begin ten
years earlier for women with a first
degree relative with pre- or peri-
menopausal breast cancer. Pre-
dict ions are that for every 1000
women who have initial mamography,
80 will have a positive mamogram. Of
these, only f ive wil l  have breast
cancer. One woman in 1000 with
breast cancer wil l  have a negative
marnogram.

B o n e  m i n e r a l  c o n t e n t  t e s t i n g

Bone mass density testing is not
recommended routinely. Some
groups recommend its use in women

lndications for

cholesterol screening are

constantly being

reviewed and the

benefits should be

carefully weighed,
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at high r isk ie those over forty,
Caucasian, low body mass, surgical
menopause, smoking or heavy alcohol
use.

It may also be valuable in assessing the
need for horrnone replacement therapy.

C e r y i c a l  s c r e e n i n g

Pap smear testing is recommended for
all sexually active women every one
to  th ree  years .  I f  there  has  been
regu lar  sc reen ing ,  w i th  normal
results, this may be discontinued at
age 65. Where resources are limited,
testing intervals can be extended to
every ten years (WHO recom-
mendations) or even a single smear at
age forby to fifty.

General ly,  women who present for
screening are those that are not at
high risk and carcinoma often arises
in  women who are  unscreened.
Effective screening programs with
recal l  is more important than
repetition of normal results.

Note that rout ine bimanual pelvic
examination is of no proven value as a
screening procedure and is not
recommended by the major task forces.

C h o l e s t e r o l  s c r e e n i n g

Total cholesterol should be measured
every five years and should start at
age 35 in males and 45 in females.
This should be done earlier if more
than one r isk factor for cardiac
disease is present. There is evidence
that although lowering cholesterol
will reduce the incidence of coronary
artery disease (especially non-fatal
myocardial infarction), there is an
increased r isk of death from non-
cardiac events (cancer and trauma)
which is greater in men who are at
Iow risk for coronary artery disease.tt
Thus aggressive treatment of raised
cholesterol in younger men who have
no other cardiac risk factors is not
recommended at present.

Drug treatment for raised cholesterol
in the USA can cost up to $10 00,000
mil l ion per year of l i fe prolonged.
Tleatment of raised cholesterol begun
in  midd le -age and in  secondary
prevention studies have shown a clear
benefit with reduced cardiac risk -

most of which is achievable in two
years". In primary prevention trials
cholesterol level reduction in men at
low r isk  has  been ca lcu la ted  to
increase l i fe expectancy by three
months and in men at high r isk by
eighteen months's.

Triglyceride levels are not a proven
cardiac r isk factor and rout ine
measurement is not recommended.

C a l o n  c a n c e r  s c r e e n i n g

Screen ing  is  recommended fo r  a I I
pat ients at high r isk because of
adenomatous  po lyps ,  u lcera t ive
col i t is,  famil ia l  polyposis or f i rst
degree relatives with colon cancer. In
these pa t ien ts ,  more  invas ive
procedures, such as sigmoidoscopy,
colonoscopy or barium enemas are
recommended in middle l i fe( or 10
years before the age of onset in a first
degree relative) and repeated every
two to four years.

Opinions differ on screening people at
average risk. A fifteen year study of
faecal occult blood testing showed a
significant reduction in death rates
with annual screening (five per 1 000
versus eight per 1 000 in non-screened
patients), but no reduction when the
screen ing  is  per fo rmed every  two
years. Screening with faecal occult
blood testing is inefficient with a low
sensitivity (a high false negative rate)
and a low probability of cancer after a
positive test (2,2o/o). The results of a
number of other trials of faecal occult
blood screening are currently awaited.

Screening sigmoidoscopy can reduce
mortal i ty f rom colon cancer by
detect ing lesions within twenty

In prostate cancer,

screening methods and

outcomes are still the

subject of controversy.

Periodic health checks

and screening are an
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patient's concerns,

assessing life-styles and

counselling,
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cent imetres of the anus (approxi-
mately 20o/o of all colon cancers) but
this is cost ly and di f f icul t  to
implement as a screening procedure
in primary health care.

In Britain, it is estimated that a single,
flexible sigmoidoscopy at age sixty
cou ld  p revent  5500 cases  o f  co lon
cancer annually.to

The American Cancer Associat ion
recommends annua l  d ig i ta l  rec ta l
examinat ion in al l  adults over age
forty,  annual faecal occult  blood
test ing over age f i f ty and f lexible
sigmoidoscopy every three years over
the age of f i f ty.  The recommen-
dations, however are not followed by
the other task forces.

E x e r c i s e  s t r e s s  t e s t i n g

Recommendations are against routine
exercise stress testing as a screening
tool in people who are not at high
risk. EST is recommended by some
for individuals who are at increased
risk over the age of forty, ie with two
or more cardiac r isk factors, i f
sedentary and planning to begin an
exercise program or if the occupation
affects public safety, eg bus drivers.
The recommendations for rout ine
resting ECGs are similar.

L u n g  c a n c e r  s . r e e n i n g :

Rout ine annual chest x-rays and
sputum cytology have not been shown
to al ter the long-term morbidi ty or
mortality from lung cancer and these
are not recommended. Routine chest
x-rays are more valuable for case
finding in individuals who are at high
risk for tuberculosis.

S c r e e n i n g  f o r  p r o s t a t e  c a n c e r

This is a diff icult and contentious
issue. Up to 1991 both the Canadian
and the US task forces concluded that
there was insufficient evidence to

recommend rout ine digi tal  rectal
examinat ion (DRE), t ransrectal
u l t rasound (TRUS)  or  p ros ta te
specif ic ant igen test ing (PSA).
Routine PSA measurement in healthy
men has not been proven to be an
accurate screening tool.tt

Even if screening were efficient, there
is no evidence that early treatment
reduces the probability of dying from
carcinoma of the prostate. In one
study of more than 200 pat ients in
which carcinoma of the prostate was
diagnosed when it was confined to the
prostate gland, only eight percent of
the patients died from the carcinoma
and only three percent had substantial
morbidi ty.  Treatment of wel l -
differentiated prostate cancer in men
over the age of 75 has shown no
benefits. Survival after operation, in
one study, showed little difference to
the age matched population which has
considerable competing risks of death
in  an  e lder ly  popu la t ion .  I t  i s
estimated that over treatment occurs
in two-thirds of pat ients.  In most
cases carcinoma of the prostate is
very slowly progressive and is never
detected clinically. However in the
UK i t  st i l l  remains the third
commonest cause of cancer deaths in
men.

Of the tumours that present clinically,
forty percent have spread beyond the
gland. The difficulty is to detect and
eradicate those that may spread and
not to over-treat those in whom the
tumour would never cause problems.
I t  has  been suggested  tha t  cure  is
unnecessary for those in whom it is
possible, and impossible for those in
whom it is necessarv!

There are clearly many unanswered
questions regarding the screening and
management of carcinoma of the
prostate. Present evidence, however
shows no benef i t  for rout ine
screening, detection or treatment in
most patients'8.
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U r i n e  a n a l y s i s

The Task  Forces  h igh l igh t  the
problem of common false posit ive
haematuria tests and the unnecessary
cost involved in investigating this in
young adults. Urine testing should be
limited to those at increased risk from
renal or other diseases (eg diabetes)
or  u r inary  t rac t  in fec t ions  (eg

elderly)1'z

C o n c l u s i o n

The va lue  o f  a  per iod ic  hea l th
check /screen ing  procedure  is  the
opportunity for an encounter between
the doctor and patient in which the
patient's concerns can be explored. It
is an opportunity for the doctor to
assess the patient's lifestyle and help
the patient adopt a healthier lifestyle.
The opportunity for counselling and
lifestyle modification is probably the
main benefit of this encounter.

The main benefits of screening accme
form a good history, clinical assess-
ment of the problems for which the
individual may predictably be at risk
and selective examination. Routine
screening tests should be limited to
those that are of proven value, af-
fo rdab le  and acceptab le  to  the
patient.

We need to be aware of the barriers to
screening in both the doctor and the
pat ien t  and caut ious  about  the
potent ial  waste and dangers in
unproven or  unse lec ted  screen ing
procedures .  In  the  f ina l  ana lys is
much o f  what  we do  in  c l in ica l
medicine is unproven. Because we
cannot prove an entity, does not mean
it is not true. As clinicians we need to

use scientific method with care and as
part of an overall holistic approach to
helping pat ients along the road to
health.

We need to be prepared to review this
approach in the light of new evidence
on outcomes and ensure that we are
accountable to the public and that our
rituals and reassurances are always in
the patient's best interests.
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