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Alcohol, coffee, fat, and breast cancer

Nutritional and other dietary factors have been described as a
"chronic source of both frustration and excitement to
epidemiologists."' The same could be said of breast cancer,
an enigmatic disease for which basic concepts are continually
being revised. For example, recent studies suggest that early
theories about the protective effects of breast feeding and
high parity (after allowing for age at first birth) may have
been discarded prematurely.2 3 Or again, despite theoretical
grounds for predicting that cigarette smoking would reduce
the risk of breast cancer4 the epidemiological evidence is
unconvincing.5 6

The combination of diet and breast cancer has thus been a
minefield for epidemiologists. The importance of nutritional
factors is suggested by the observation that overweight
women have a higher overall risk of breast cancer, although
the reverse appears to be true before the menopause.7 8 For
more than a decade attention has been focused on the idea
that dietary fat might be important in breast cancer, but
recent research has cast doubt on the fat hypothesis while
pointing to a possible hazard of alcohol.
The first report linking alcohol and breast cancer was

published in the United States in 1977. Williams and Horm
found that women with breast cancer drank more alcohol
than patients with other malignancies.9 Nearly 20 further
studies have been reported, and most have shown an
increased risk with moderate alcohol consumption.'0'I
Several of these studies compared women with breast cancer
with controls suffering from other diseases, and some of the
controls might have been avoiding alcohol for health reasons.
Another limitation of case-control studies is that recall of
drinking habits might have been affected by the diagnosis of
cancer, but three cohort studies inwhich alcohol consumption
was recorded prospectively also showed an increased risk.'2-14
One of these studies followed up about 90000 American
nurses: the relative risk of breast cancer was 1-3 in nurses
taking 5-14 g of alcohol a day and 1-6 in those drinking larger
amounts.'4

Such small relative risks are always difficult to interpret,
but a causal relation would be of major public health
importance because alcohol consumption is so common.
Chance is not a plausible explanation for the association
because of the consistency of published findings. Since most
of the studies were not designed to examine the effect of
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alcohol the possibility of publication bias (through selective
submission or publication of positive results) must be
considered. The increased risk of breast cancer might have
been caused by some other characteristic of regular drinkers,
perhaps related to their social class, but adjustment for
known risk factors, including dietary habits,'4 did not
eliminate the association. Hence a causal explanation must be
seriously considered. Several biological mechanisms have
been suggested but are speculative."

Concerns about another popular beverage, coffee, have
been laid to rest. These arose from a report that avoiding
coffee and other sources ofmethylxanthines led to regression
of clinical fibrocystic disease of the breast, which is a risk
factor for breast cancer.'5 Several case-control studies have
found no increased risk of breast cancer in women drinking
coffee. '1'1
The hypothesis that dietary fat may cause breast cancer has

been a central theme of research for sound reasons. Firstly,
abundant evidence from animal studies shows that mammary
carcinogenesis is enhanced by high fat diets and inhibited by
calorie restriction.'9 Secondly, incidence and mortality rates
for breast cancer in different countries are highly correlated
with fat consumption-even after controlling for height,
weight, and age at menarche.20 In Japan, where breast cancer
is uncommon, a rapid increase in fat intake has been
accompanied by a rise in the death rate from breast cancer.2

Yet studies of fat intake and breast cancer in individuals
have produced conflicting results.22-24 One reason for this
might be the small range of fat consumption in most of the
populations studied. In Greece, however, where there is
greater variability in diet, a recent case-control study showed
no association of breast cancer with fat (while suggesting a
protective effect of vegetables).25 Further evidence against
the fat hypothesis came from the follow up study ofAmerican
nurses. Using dietary data from a selfadministered question-
naire, Willett and others found no evidence of a positive
relation between the risk of breast cancer aand intake of total
or saturated fat, linoleic acid, or cholesterol.2,Despite the
well known advantages of prospective studies of individuals,
this result is not conclusive. The follow up was only four
years, so any effect of high fat consumption earlier in life
would have been missed. The range of fat intakes was also
modest, with women in the highest and lowest quintiles
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deriving an average respectively of 44% and 32% of calories
from fat. Furthermore, although careful steps were taken to
validate the dietary questionnaire, the inevitable imprecision
of data derived from questionnaires was evident from the
information provided.
The best evidence of any causal association would be

provided by an intervention study. The United States
National Cancer Institute will shortly decide whether to
proceed with a large randomised trial to test the hypothesis
that restricting dietary fat can reduce the incidence of breast
cancer.27 The trial would include 32 000 women aged 45 to 69
with risk factors for breast cancer. A pilot study has shown
that a substantial reduction in fat intake (from an average of
39% of calories to 21%) can be achieved and sustained for at
least one year. Critics of the proposed trial, which would last
a decade and cost around $100m, argue that the resources
might be spent more effectively on observational studies or
laboratory research. But the organisers believe that this may
be the only way to settle the long standing debate about fat
and breast cancer.

D C G SKEGG
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Director of the Hugh Adam Cancer Epidemiology Unit,
University of Otago,
Dunedin, New Zealand
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Spending more on turning patients into people
In her 17 articles on rehabilitation published in the BMJ in
1985 Daphne Gloag defined "disability" as a restriction or
lack of ability in normal activities resulting from an impair-
ment, and "handicap" as the resulting social disadvantage.'
She also quoted the relative ofa severely disabled person who
defined rehabilitation as "restoration from patient to person."
Ms Gloag's articles followed many other reports on rehabili-
tation, including a BMA report of 19542 and the Tunbridge3
and Mair4 reports of 1972. These reports recognised that
consultants, general practitioners, and members of the
community services would each have some responsibility for
rehabilitation but said that specialist facilities would also be
necessary. The Tunbridge report deplored the lack of
interest in rehabilitation among doctors and other health
workers, and this lack of interest is still all too common in
1987 despite considerable growth in public and professional
awareness of the importance of rehabilitation.

In 1985 there were only 23 senior registrar posts in the
United Kingdom giving training in rehabilitation with the
ultimate potential of accreditation in the specialty, and 18 of
these were linked to rheumatology. The report of the Royal
College of Physicians of London, Physical Disability in 1986
aindBeyond,I paid tribute to the many voluntary organisations
in Britain that have contributed to caring for disabled people
and listed the many agencies and disabled living centres
where advice and help can be obtained. But that report, like
the many which preceded it, drew attention to the serious

inadequacy of hospital based services and to their uneven
distribution throughout Britain. It recommended that each
regional health authority should set up a regional disability
medicine subcommittee; it also advocated establishing re-
gional disability units staffed by the equivalent of two full
time consultants.
As a neurologist I can testify to the uneven distribution of

resources in Britain. In the region in which I now work there
are, to quote a few examples, the world famous Spinal
Injuries Centre at Stoke Mandeville, the equally notable
Mary Marlborough Lodge at the Nuffield Orthopaedic
Centre, Ritchie Russell House for the care of patients with
multiple sclerosis and other chronic neurological disorders,
and the admirable Rivermead Rehabilitation Centre; and a
consultant in neurological rehabilitation has recently been
appointed. But in my former region facilities were much
poorer. There was a comprehensive aids centre established
by a council for the disabled and other scattered facilities, but
attempts by neurologists and neurosurgeons over more than
25 years to persuade the authorities to establish a regional
rehabilitation centre had failed.

Neurological disease accounts for many of the most serious
physically disabling disorders: stroke, head injury, epilepsy,
multiple sclerosis, Parkinson's disease, motor neurone
disease, and the other neuromuscular disorders such as
muscular dystrophy are important examples. And the press-
ing needs of patients with rheumatic disorders and with
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