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menon which has been more striking in adult diabetes.5 6 A
survey among children under 16 years in Erie County, New
York,7 found a similar sex distribution, but again the differences
were very small. On the other hand, a recent British report8
showed the reverse, the male prevalence up to age 26 being
3-2 per 1000 and the female prevalence 2-8. The most accurate
information about diabetic children in Great Britain and
Ireland is to be found in a register sponsored by the British
Diabetic Association. Notifications between 1972 and 1974
showed an excess of boys from 0 to 4 years and from 11 to 15
years and of girls from 5 to 10 years.9 Overall there were more
boys (1279) than girls (1145), and the minimum annual inci-
dence for both sexes combined was 8 cases per 100 000. Added
weight is lent to these figures by the very close similarity of sex
ratios in diabetic Israeli children of equivalent age groups.'0
Can these sex differences be satisfactorily explained ?
Both genetic" and environmental factors are thought to be

important in juvenile diabetes. There is mounting evidence,
mostly circumstantial, that viruses may initiate the pathogenetic
process in some cases of insulin-dependent diabetes.'2 Cox-
sackie B,'3-15 mumps,'6 and rubellal7 viruses have each been
implicated. Now sex differences are known to occur in the
incidence of childhood viral infections. In both Britain'8 I"'
and the United -States2" Coxsackie B infections are twice as
common in boys as in girls, and a similar male preponderance
has been described in outbreaks of Coxsackie A virus,21
adenovirus,22 echovirus,2: and poliovirus24 infections. Boys
may come into closer contact with each other during play than
girls, but this seems unlikely to be the whole explanation. The
newly described Y-linked histocompatibility locus25 raises the
possibility of hereditary sexual differences in susceptibility to
infections.
An investigation of schoolchildren aged 9-12 years found

higher mean serum insulin concentrations in girls than in boys
one hour after a 50-g oral glucose load.26 The antagonistic
action on insulin of higher serum concentrations of oestrogen
and growth hormone in the prepubertal girls was suggested as
a possible cause. There is substantial evidence that female
hormones may influence the onset and clinical course of
diabetes in later life: pregnancy may unmask latent diabetes or
aggravate pre-existing disease, and multiparous women are
much more likely to develop diabetes than women with no
children.27 Surprisingly, the effect of parity is delayed for
many years. Oral oestrogens may cause deterioration of
glucose tolerance,28 and some women experience changes in
diabetic control related to the menstrual cycle.

Diabetic coma,2" urinary tract infections,3" and skin
conditions such as necrobiosis lipoidica diabeticorum31 and
lipoatrophy32 are all commoner in women than in men, and
the normal life expectation advantage of women over men is
abolished in female diabetics by the susceptibility to coronary
disease.33 Microangiopathic complications affect the sexes
equally.

Juvenile diabetes may lend itself to subdivision into separate
entities with different aetiologies.34 : One suggestion is that
individuals may vary in their genetic susceptibility to diabeto-
genic viruses.36 37 The excess of males with childhood diabetes
may be explained by the tendency for enterovirus infections
to be commoner in boys than girls.' 8- 2() Furthermore, the
prevalence of infections with different virus types varies from
year to year and country to country; this might explain
temporal and geographical variations in sex incidence.
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Breast conservation in
mammary carcinoma
In recent years publications on the management of primary
carcinoma of the breast have been dominated by the radical-
versus-conservative controversy, complicated recently by a
superimposed debate on the place of adjuvant systemic
chemotherapy. Perhaps of more interest to the average woman
than whether or not her axilla should be entered is the place
for breast conservation in the treatment of primary carcinoma.

Contrary to the stereotype image, today's breed of surgeon
is in fact well aware of the psychological insult that may result
from mastectomy. This gives a compassionate motive for
preserving the breast, but there is also a widely held view that
should the public be aware that a lump in the breast need not
necessarily imply a mastectomy women would present
themselves earlier in the development of the disease. A recent
study by Watts' was started with these motives in mind. He
described a series of 200 cases spread over seven years in which
subcutaneous mastectomy was followed by reconstruction
using a silicone implant. Selection of favourable cases pre-
senting with small carcinomata made comparison with conven-
tional treatment of little value. Nevertheless, the local
recurrence rate of 60 , and the fact that there were only four
deaths from carcinoma suggest that this method of treatment
warrants serious consideration. Watts's conclusions, however,
were couched in emotive language and should not go without
challenge. "Perhaps most important of all," he wrote, "is the
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fact that patients are now less afraid of mastectomy and the
mutilation which it has previously entailed. This means less
emotional distress and also encourages them to seek help
earlier than they might otherwise have done." Though at first
glance these assumptions may seem simple common sense, they
have no firm foundation in fact. There are hardly any reliable
data on the attitudes of women to breast lumps and the threat
of mastectomy, and there have been few worthwhile studies on
the psychological sequelae of mastectomy.2 3 A recent survey
conducted in the Cardiff Breast Clinic4 showed that 20O1 of
women with breast lumps delayed in getting medical advice-
not through ignorance or the threat of mastectomy but the
fear of being told that they had cancer. Possibly, therefore, at
least some women would be concerned that anything less than
a mastectomy would leave cancer behind; and indeed a further
study5 on healthy women by the same group found that 6000
believed that should they develop breast cancer they would be
more concerned about the adequacy of complete clearance
than the extent of any deformity. Surgeons need to collaborate
with psychiatrists and psychologists in further research of this
kind. We need proper coniparisons of the reactions and quality
of life in women with mammary carcinoma treated by methods
that conserve the breast and those having a mastectomy and a
good prosthesis.6 It would not necessarily be surprising if the
second group of women believed they had been treated more
adequately and that their self-confidence had been sufficiently
restored by the provision of an appropriate prosthesis.

Apart from subcutaneous mastectomy followed by silicone
implant, there are other methods of treatment for carcinoma
aimed at conserving the breast: radical radiotherapy after
diagnosis by cytology or needle biopsy,7 wide local excision
without radiotherapy,8 wide local excision plus postoperative
radiotherapy,9 wide local excision plus radiotherapy after an
axillarv clearance through a counter incision,10 and, finally,
staged reconstruction of the breast after total mastectomy.1' All
face theoretical objections. Local excision alone leaves the
worrying possibility that one or more microscopic foci of
cancer will be left behind.'2 Radical radiotherapy with 6000 or
7000 rads might in itself induce new cancers in the residual
breast tissue over the following 10-20 years-and women
treated this way are in the subgroup with small tumours and a
favourable prognosis who could well be expected to survive
that period of time. Recent doubts about the radiation risk of
mammographic screening" have been based on doses of 1-2
rads."4 One of the most important considerations in breast
surgery today is the use ofthe nodes in the axilla as a prognostic
indicator which may determine whether the patient is
prescribed adjuvant chemotherapy.'5 Methods of breast
conservation which preclude sampling of the axilla should not
be encouraged. Finally, silicone implants may cause anxiety
since they themselves may induce malignancy, though the
evidence for such an effect comes only from animal studies."
No policy of conservation should be advocated without the

evidence of prospective controlled trials. To date only one
such study has been published, that of Atkins et (il at Guy's
Hospital," in which wide local excision plus radiotherapy was
compared with radical mastectomy plus radiotherapy. The
results at a maximum follow-up period of 10 years showed that
the conservatively treated group who were clinically node-
positive had a reduced survival compared with the more
radically treated group. That trial was criticised for using what
would now be considered inadequate doses of postoperative
radiotherapy; but it produced useful information, including its
finding that only a very few women presenting with carcinoma
are suitable for local excision.

At present surgeons and patients alike would probably agree
that cure is more important than contour. It would be quite
wrong to suggest to women at large that breast conservation
is generally feasible, for that would lead inevitably to a bitter
disappointment for most women presenting with breast
cancer. Surgeons should therefore be encouraged to con-
centrate on entering their patient into trials of systemic
therapy, leaving a minority of specialist groups to develop
techniques of breast conservation and then to compare these
in controlled studies with more conventional treatment.
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Screening for cystic fibrosis
Cystic fibrosis (mucoviscidosis) is the most common poten-
tially lethal autosomal recessive disease in Caucasian peoples.
Recent surveys' give a mean birth frequency of 1 in 2000.
There are some odd variations,2 even in ethnically similar
groups, from 1 in 500 to 1 in 10 000-and this is one area in
which European co-operation could provide more accurate
data.

In the member countries of the European Community
some 1500 infants are born each year with cystic fibrosis and
about 10 million people (4-5", of the population) are appar-
ently normal, healthy heterozygote carriers of the CF gene.
Despite much research and several promising leads there is
no completely reliable test for detecting heterozygotes, nor a
test for the identification of the affected homozygous fetus in
utero,3 which would permit selective abortion. Ciliary dys-
kinesia factors, metachromasia in cultured cells, serum factors
affecting membrane transport studies-all have so far led to
inconclusive or overlapping results.4 The solution of any one
of these problems might well lead to a clarification of the whole
picture. Again, European collaboration in a planned programme
of research could lead to great social, medical, economic, and
humanitarian benefits.

Meanwhile, attention is being focused on the value and the
means of screening newborn infants. Pilot studies carried out
in the past six years have indicated two main possibilities.
Firstly, the examination of meconium for excess albumin,4 6
refined to include immunoelectrophoretic estimation of the
albumin xl antitrypsin ratio, disaccharidases, and lysosomal
enzymes.7 A central meconium bank would greatly aid
research here. A second approach is based on the work with a
chloride-sensitive electrode,8 9 which has been modified
recently to give greater precision in measurement of neonatal
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