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hostility. The fact that the GMC is not a court has
one undesirable consequence. I might well have
been able to help Dr Dally if I could have spoken
about one ofthe cases in the hearing. I thought that
I could not discuss my patient because I was bound
by confidentiality. The lawyers present and the
chairman seemed to agree. This put Dr Dally at a
great disadvantage.

It is interesting to note that I possess a licence
from the Home Office to prescribe heroin, which
in some circumstances I could feel to be the right
thing to do, but in the present climate of opinion,
as I do not wish to be "savaged," I desist.

In my view it is not Dr Dally that was on trial but
the GMC.

I fear that it may have become necessary for the
medical profession to undertake the difficult and
thankless task of reforming the GMC, or no doctor
will be safe ifhe or she offends medical orthodoxy.
Let us hope, however, that the GMC realises the
dangerous course on which it has set itself and
takes corrective action. Let it not follow the usual
pattern of English institutions and assume it is
perfect, never admitting mistakes or injustice and
being unable to reform itself.

D H MARJOT
Alcoholism and Drug Dependence Unit,
Ealing Hospital,
Middlesex UB I 3EU

SIR,-As the close relative of a former heroin
addict, I view the General Medical Council's
(GMC) judgment against Dr Ann Dally with
considerable disquiet. In the United Kingdom we
have an ever increasing drug problem, which the
therapeutic "establishment" and the government
have failed to control. For many years there have
been large yearly increases in the number of
recorded addicts, and the number of addicts
prosecuted for drug related crime and the quantity
of illicit drugs seized continue to grow.
Most addicts have few opportunities to obtain

immediate expert and compassionate help. There
are insufficient experienced and interested people
available to treat addicts, and basic treatment
facilities are unavailable in most health authorities.
For a population of about 50000 drug addicts
in the United Kingdom there are roughly 100
National Health Service beds and 465 places in
rehabilitation centres available to provide inpatient
treatment. In addition to these gross inadequacies,
in recent years certain members of the therapeutic
drug "establishment" have attempted deliberately
to eradicate any constructive criticism regarding
their treatment philosophy, even though their
rigid and inflexible methods are associated with a
very high drop out and relapse rate. Less than half
of the addicts who seek treatment go to "establish-
ment" centres. This "establishment" consists
mainly of certain London psychiatrists, who have
propagated their inflexible views by establishing
power bases within appropriate committees
and councils and certain bodies in the medical
profession whose function should be to maintain
the highest standards of professional integrity.
For a number of years Dr Dally has had the

courage to question the relevance ofthe "establish-
ment" views on treatment and especially the lack
oflong term maintenance treatment for thegenuine
chronic addict; small wonder that so many addicts
have been profoundly grateful to her for enabling
them to lead fairly normal lives. The so called
Guidelines ofGood Clinical practice in the Treatment
of Drug Dependence make no provision for the
chronic addict; these "mis-guidelines" are a
tragedy for many of our addicts, who face
not only the prejudice and isolation of modern
society but also that of the medical "establish-
ment."
Dr Daily's treatment from within our profession

has fallen far short of the standard that I believe she
and we have a right to expect. Freedom from
preconceived ideas must be re-established in all
matters related to the drugs problem.

P MONAHAN
Princess Margaret Hospital,
Swindon SNI 4JU

Should we be screening for cervical cancer or
breast cancer?

SIR,-If the public respond to the warnings about
the acquired immune deficiency syndrome (AIDS)
by using condoms and reducing "casual sex" it is
true that the incidence of all sexually transmitted
diseases, including cervical cancer, will fall. Dr
Muriel Purkiss (7 February, p 370), however, has
failed to understand that if this should happen (and
there is no evidence yet for this in the heterosexual
population) we may see a reduction in mortality
from cervical cancer only after 15-20 years.'2 In
the mean time registrations for cervical intra-
epithelial neoplasia stage 3 have quadrupled in a
decade in some areas34 and a 60% increase in cancer
registrations is projected in 10 years' time.5

Britain's poor record for cervical screening is
related to the naive belief that screening can be
directed at those women most likely to develop
cancer; a belief repeated by the junior health
minister in "Cervical cancer and men" (Panorama,
BBC. 3 November 1986). Experience here and
elsewhere has shown this to be ineffective. Though
screening needs to be targeted at women (of
all ages) who escape population screening,6 the
greatest reduction in mortality from cervical
cancer is achieved with a high population screening
index. In British Columbia and Iceland screening
indices of around 80% are associated with a
reduction in mortality of more than half.7 It is
estimated that Britain's policy prevents only 25%
of deaths from the disease.7 Britain has an estab-
lished cervical screening programme that requires
increased resources to cater for the rise in cervical
intraepithelial neoplasia and the expected rise in
cancer and to achieve an 80% screening index.
Vigorous promotion of the cervical screening
programme, with increasing awareness of cervical
disease, could lead to "safer" heterosexual practice
and thereby complement the AIDS campaign. The
cost of the additional resources is small compared
with the investment required to establish the
infrastructure for a national breast screening pro-
gramme. In seeking to screen for both we should
avoid robbing Peter to pay Paul and ending up with
two impoverished programmes.
Though the need for a national breast screening

campaign should not be undervalued, it should not
be compared with that for cervical screening.
The cancers differ in aetiology, epidemiology,
pathology, and clinical course. The first aim of
cervical screening is to detect, at a microscopic
level, the premalignant stage at which treatment
prevents the development ofcancer. Breast screen-
ing aims at detecting the early cancer, which still
has significant mortality. Comparison of the crude
mortality data for these very different diseases is
therefore inappropriate.

PETERM HENDY-IBBS
Department ofObstetrics and

Gynaecology,
St Bartholomew's Hospital,
London ECIA 7BE

1 Canadian Task Force on Cervical Screening. Cervical cancer
screening programs. CanMedAssocj 1976;ii4:i003-33.

2 Beral V. Cancer of the cervix: a sexually transmitted infection?
Lancet 1974ji: 1037-40.

3 Scholl SM, Kingsley-Pillers EM, Robinson RE, Farrell-PJ.
Prevalence of human papillomavirus type 16 DNA in cervical
carcinoma samples in East Anglia. IThe Cancer 1985;35:2i5-8.

4 Wolfendale MR, KingS, Usherwood MMcD. Abnormal cervical
smears: are we in for an epidemic? BrMedJ i983;287:526-8.

5 Beral V. Predictions of cervical cancer incidence and mortality in
England and Wales. Lancet 1986;i:495.

6 British Medical Association, Cervical cancer and screening in
GreatBritain. London: British Medical Association, 1986.

7 Parkin DM, Nguyen-Dinh X, Day NE. The impact of screcning
on the incidence of cervical cancer in England and Wales. BrJ
Obstet Gynaecol 1985;92:150-7.

SIR,-Dr Muriel Purkiss's reference (7 February,
p 370) to deaths from carcinomas of the cervix and
breast in Tower Hamlets for 1980-5 shows a ratio
of 1:5-62 (37 and 208 deaths, respectively) and
states that 18-3% of the deaths from breast cancer
were in women aged 54 years and under.

In the same period North West Surrey Health
District, with a much higher proportion of women
in social classes 1 and 2 and many older women
unscreened for cervical cancer, had a ratio of
1:919 (36 and 331 deaths, respectively), with
26-9% of the deaths from breast cancer in women
aged 54 years and under. Unofficial figures for
1986 show two and 63 deaths, respectively.

If a massive cervical screening programme is
justified the case for breast screening must be
overwhelming if shown to be cost effective.

T M C LINDSAY
Department of Community Medicine,
Surrey KT16 OQA

Effects of breast conservation on
psychological morbidity associated with
diagnosis and treatment ofearly breast cancer

SIR,-Nine years ago I had breast cancer diag-
nosed and was told that it had been detected at a
very early stage. A mastectomy was the only treat-
ment offered, and the possibility of subsequent
breast reconstruction was never mentioned. I
found the mutilating operation difficult to come to
terms with but coped reasonably well for a while,
my main preoccupation being that the disease
might recur. With time I became more confident
about the prognosis, but I also became increasingly
depressed about the long term effects of the
operation. I could no longer enjoy buying clothes
or sunbathing on holiday, and I found the dragging
weight of the prosthesis a permanent discomfort,
though I tried many different kinds. Three years
after my operation I had a severe nervous break-
down, and although the mastectomy was not the
only cause, it was certainly a major contributory
factor.
When I moved to Birmingham I was fortunate

enough to come under the care of a surgeon whose
work I had learned of through the Mastectomy
Association. He offered me some hope of improve-
ment through breast reconstruction surgery, and
three years ago I had a prosthesis implanted. This
was, and still remains, a miracle to me. I felt
normal again, and consequently the quality of
my life was transformed. Perhaps best of all was
that once the more devastating effects of the
mastectomy were no longer so evident the ever
present fear of cancer receded too.
My own experience leads me to believe that it is

in the longer term that the real psychological
benefits of lumpectomy treatment can be found.
After having come to terms with the shock of a
cancer diagnosis and, hopefully, having survived a
reasonable time without relapse, -a woman can
begin to look forward again to a life without the
mutilating scars of a mastectomy. Of course, I
accept that, when offering treatment, a surgeon's
first priority must be to save a patient's life
and that there are many women who, when faced
with a diagnosis of breast cancer, would choose
to have a mastectomy. If, however, evidence
continues to support the view that in early breast
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