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reduce the death rate mortality in the next 10 years. Un-
fortunately, combination cytotoxic chemotherapy is toxic,
and clinicians have, rightly, been reluctant to use it without
good evidence that the patient has metastases-or at least
evidence that the prognosis for their individual patient is
sufficiently bad to warrant the discomfort, inconvenience, and
ill effects associated with the use of drugs.2
The most reliable prognostic indicator is the presence of

nodal metastases: when they are extensive they are a sign of
an almost invariable fatal outcome to the disease.3 More
recently Fisher and his colleagues4 have refined assessment of
the prognostic importance of node metastases by showing that
when over four nodes are affected at the time of mastectomy
then the patient must be considered to have systemic disease.
Yet surgeons still dislike "statistical" assumptions of a poor
prognosis; naturally they would prefer more direct evidence
of the presence of micrometastases.

Post-mortem studies of patients dying within five years of
mastectomy for carcinoma of the breast have shown that about
70 have skeletal deposits) A search for this 70, e'arly in
the course of the disease might lead to more rational treatment.
Unfortunately, the resolving power of skeletal radiology is
poor: at least half of a vertebra has to be destroyed by met-
astatic breast cancer before the lesion is apparent radiological-
ly.fi Galasko's pioneer work with skeletal scintigraphy found
that bone-seeking isotopes could show up skeletal metastases
two to three years before they become obvious with conven-
tional radiology.7 His original series showed that 2400 of
women with apparently localised breast cancer had abnormal
bone scans. These patients have now been followed up for
five years, during which all those with suspicious areas on the
scan developed evidence of metastatic spread.8 Since Galasko's
original work an enormous number of publications have
largely confirmed his findings that women with apparently
localised breast cancer may have abnormal scans.

So should a positive bone scan influence the management
of the woman with "early" breast cancer? Galasko used
fluorine-18 as his bone-seeking isotope, recorded the y emission
on a gamma camera, developed his own criteria for reporting,
and has one of the few series that has been validated by a five-
year follow-up. Most other authors have used other isotopes
with different scanning techniques and different criteria for
reporting, and most have yet to validate their results. Further-
more, it is difficult to judge whether the extent of the local
disease in the patients examined is comparable in all series.
Nevertheless, a Birmingham group has recently added strong
support to Galasko's experience.'4 They found 1800 positive
bone scans in women with stage I carcinoma of the breast and
41%,o positives in those with stage II growths. At a follow-up
at 18 months 860 of the patients with positive scans had
developed signs of disseminated disease compared with
only 11%O of those with negative scans. The group concluded
that bone scans provided an excellent prognostic index at a
patient's initial assessment.
Hence it could be argued that clinicians having access to

the scanning service in Birmingham would be well advised to
advocate systemic treatment for patients with positive scans.
Nevertheless, an entirely opposing point of view is provided
in the European_7Jurnal of Cancer15 with a series of 90 patients
with carcinoma of the breast staged with stage 1 or 2 tumours
and stage 0 or la nodes. There were seven positive scans in
this group, and two of these abnormalities could be accounted
for by non-malignant conditions. Two further patients with
"hot" areas in the vertebrae had bone biopsies which failed
to confirm the presence of metastatic disease; that left only

three patients out of the 90 with abnormal scans, presumably
representing early metastatic disease. This time the conclusion
was that: "It would appear that routine preoperative skeletal
scintigraphy is a superfluous examination in patients clinically
suspected to have a breast cancer in stages T1,2 NO,la."
What advice, therefore, can be given to the surgeon ? If he

is practising in a hospital where bone scanning has not been
validated by a long follow-up of positive cases the strategy
adopted by the Cardiff group may represent the most realistic
and economic approach.'3 They found that conventional
skeletal radiology carried out before mastectomy for stage 1 and
2 breast cancer produced very small returns. Use of both this
technique and skeletal scintigraphy for every patient must be
considered wasteful, and so they recommend initial skeletal
scintigraphy for all patients, with radiology of the hot areas.
If the conventional x-ray films show obvious skeletal meta-
stases at the site of suspicion then this, of course, places the
patient in the stage 4 category. Those patients with hot
spots on the scan but normal findings on radiology should not
be denied the potential benefit of mastectomy pending
validation of the technique. In the meantime all centres would
be advised to continue to use axillary node sampling as the
best-established prognostic test and to use this basis for
entering patients into trials of adjuvant chemotherapy.
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The urethral syndrome
Rational treatment for women with the syndrome of recurrent
dysuria, frequency, urgency, and a feeling of incomplete
bladderemptying depends on differentiating between those who
have relapsing or recurrent bacteriuria and those who have
not. Much confusion has been caused by labelling all patients,
irrespective of age and the results of bacteriological studies,
as suffering from bacterial cystitis. Too often patients suffering
from this syndrome are given systemic antibiotics on the
assumption that they have bladder bacteriuria when their
primary condition would appear to be a local irritative urethral
or bladder lesion. It is therefore essential that a midstream
specimen of urine should be taken as soon as the symptoms
begin and before treatment is started.
The natural history of lower urinary tract infection varies

in different age groups. In prepubertal girls, for example,
symptoms rarely arise in the absence of bacteria, and docu-
mented urinary infection can usually be controlled by appro-
priate antibiotic treatment. Rarely surgery may be necessary
to correct severe degrees of ureteric reflux. Two prospective
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trials of treatment of proved urinary tract infection in this
age group' 2 have failed to show any benefit from either
urethral dilatation or internal urethrotomy.

In adults control of bacterial infection by appropriate advice
on fluid loading, frequent voiding, and attention to vulval
hygiene together with appropriate antibiotic treatment will
alleviate symptoms in most women with bacteriuria. In a
very few cases of persistent urinary tract infection surgery
may be necessary to deal with infective calculi or functionless
pyelonephritic kidneys.

In the abacteriuric group it is important to try to identify
the cause of the syndrome. A third of the patients will show
evidence of bladder instability on cystometry,4 and anti-
cholinergic drugs such as propantheline, emepromium
bromide, or flavoxate hydrochloride may be effective. In the
postmenopausal patient with senile vaginitis and urethritis
symptoms may be relieved by a course of local or systemic
oestrogens. The elimination of vaginal infections, careful
instruction in personal hygiene, the maintenance of a good
fluid intake, frequent and complete bladder emptying, and
voiding after sexual intercourse have all been shown to be
beneficial. A few women improve when they stop using
vaginal deodorants, bubble baths, and biological washing
powders. Nevertheless, there is good evidence that a group
remains in whom the symptoms have a functional element,'
and psychotropic drugs such as amitryptyline or diazepam
may be effective. These women benefit as much from the
central effect of such drugs as from their peripheral anti-
cholinergic effects on the bladder.
The role ofbladder outflow obstruction in causing symptoms

in both the bacteriuric and abacteriuric groups has been
much debated. The assumption that outflow obstruction is an
important factor in girls with urinary tract infection has not
been borne out in two prospective studies,1 2 but there have
been reports of the beneficial effects of urethral dilatation or
urethrotomy.f A recent report,7 however, recommends distal
urethroplasty in all groups irrespective of age or the results
of bacteriological studies. Like Richardson, who originally
advocated urethroplasty in 1969,8 these workers failed to
distinguish between bacteriuric and abacteriuric patients in
different age groups, and the urodynamic data on which their
diagnosis of outflow obstruction was based were inadequate.
A prospective study that compared different indices of outflow
obstruction found no evidence of obstruction in 92°' of 156
bacteriuric and abacteriuric patients aged 17 to 69.4 Evidence
for obstruction in the remaining 80/ was not convincing.
This study highlighted the difficulty of correlating static
measurements of outflow obstruction with functional changes
that may occur during voiding.

Residual urine encourages lower urinary tract infection,9
and a degree of outflow obstruction probably occurs in at
least some patients with lower urinary tract infection. There
is no evidence that this obstruction represents a fixed condition,
but the possibility that some degree of reversible spasm
occurs, akin to that which is seen in the anal sphincter in
patients with an anal fistula, remains to be evaluated.

Patients with recurrent dysuria and frequency warrant
thorough investigation so that appropriate treatment may be
given. When all else fails, urethral dilatation or urethrotomy
may succeed in relieving the symptoms in both bacteriuric
and abacteriuric patients, but no other form of urethral
surgery seems to be indicated.
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Screening children for visual
defects

Nowhere are the opportunities for preventive medicine better
than in the treatment of amblyopia, whether it be associated
with a squint (strabismic amblyopia) or with unequal refractive
errors (straight-eye amblyopia). Prevention requires an
adequate screening programme that will detect the child with
a visual defect early enough for effective treatment to be under-
taken. School eye tests alone are too late; so preschool screen-
ing of all children should be introduced. How may we achieve
this efficiently ?
Our current methods of discovering children at risk depend

on local authority child health clinics, health visitors, general
practitioners, and school health services. At present when a
child attending a health clinic is suspected of having a visual
problem and specialist opinion is required generally this can
be sought only with the family doctor's consent. In cases of
possible squint it is sad but true that such consent is not always
given. Possible reasons or excuses for this unhappy state of
affairs are that the child is "too young," that "he may grow out
of it," or that the hospital ophthalmic services are already
grossly overloaded. Continuing education of doctors and health
visitors will overcome the first two prejudices. A new approach
is necessary to answer the problem of overburdened hospital
ophthalmic services.

State-registered orthoptists are skilled in the examination
of young children's eyes. Though accurate subjective testing
of visual acuity in each eye is rarely possible before the 3rd
birthday valuable information can be obtained by careful
testing. Does the child appear to fixate a target binocularly ?
Do the eyes move to overcome the effects of a prism? Will he
fixate an object with each eye separately with equal facility ?
Does he object to having one, but not the other, eye covered ?

Orthoptists are the best people to be doing this work. They
are expert in dealing with small children, and are particularly
likely to diagnose a squint, of however small an angle.
Recently Ingram1 has shown that an atropine refraction
examination of young children can be used predictively to
identify children who may develop esotropia or straight-eye
amblyopia. Such a refraction check could also be undertaken
by orthoptists, who would need little extra training to be able
to perform this test. The fact that there are only some 700
State-registered orthoptists for the whole country does not
seem to make the proposal so out of the question when it is
realised that this is almost exactly twice the number of con-
sultant ophthalmologists.

Over the past 20 years several pilot schemes using orthoptists
as initial vision testers have been tried with success in various
parts of the country. The child may be referred by the health
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