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sure we will not have to speak to empty chairs, but ‘body guards’
is new. We are not the Chambal valley, and even our famed dacoit
Veerappan has been shot. I have written earlier about the tendency
of Tamil hotheads to assault the physician if the patient takes a
turn for the worse, but it seems highly unlikely that they will
invade the conference hall in pursuit. Or do we need protection
from an irate audience that feels its money has been wasted if we
provide them no new knowledge?

GIVING AWAY WHAT IS NOT THEIRS TO GIVE
‘Annual income twenty pounds, annual expenditure nineteen
pounds nineteen and six, result happiness. Annual income twenty
pounds, annual expenditure twenty pounds nought and six, result
misery.’ Charles Dickens: said by William Micawber, in David
Copperfield, 1850.

This commonsense is accepted as a sound principle in life. But
ever since one political party wanted to ensure success in the
election by committing the Tamil Nadu government to donate
television sets to a large section of voters if they won, commonsense
has been discarded. Two can play at that game, and the rival
political party offered laptop computers and various household
appliances. The Indira Gandhi Institute of Development Research
studied the effects of these schemes. A total of `11 561 crore

($115.61 billion) have been spent in the past decade on three such
sops—television sets, laptops and domestic appliances. Apparently
this money could have built 25 000 primary schools or 11 000
primary health centres. Ninety-five lakh (9.5 million) domestic
appliances (fans, mixers and grinders) have been distributed in the
past 3 years, and another 90 lakh (9 million) sets are to be given
away in the next two. Over `2000 crore ($20 billion) have been
allocated for this purpose in the budget for this financial year;
21.65 (2.165 million) lakh laptops have been distributed in the last
4 years, and ̀ 1100 crore ($11 billion) have been budgeted for this
in the coming year.

The institute says government expenditure on public health
and education, as a percentage of gross domestic product (GDP),
has fallen to the 18th rank among the major states of India. We
once prided ourselves on having the best public health system in
the country, and the best education. Can laptops make up for good
schools? Years ago, I said in these columns that government failed
to control mosquitoes, and we had more and more people falling
ill and succumbing to mosquito-borne diseases, and government
provided television sets for them to watch from their sick beds. I
am glad to have economists backing my commonsense, but
intensely depressed that political parties are more interested in
winning elections than in providing good governance.

M.K. MANI

Letter from Glasgow

COLORECTAL (BOWEL) CANCER SCREENING IN
SCOTLAND
Many clinicians I know develop a deep understanding of their
field and some then go on to develop an affinity for screening for
a particular disease or illness they are interested in. As a public
health physician, I welcome anyone who begins to take an interest
in prevention, in this case secondary prevention with early detection
to prevent morbidity and mortality from the disease or illness. But
it needs to be based on evidence. Wilson and Jugner1 published
their (now) classical monograph on screening and brought together
their ideas such as the disease being screened for needs to be an
important health problem, that the epidemiology and natural
course of the disease should be understood, for the disease to have
a pre-symptomatic stage, for there to be an acceptable and reliable
screening test, the need for diagnostic and treatment facilities to
be available, and the programme to be successful and cost-
effective. In retrospect, you may say this is common sense but
Wilson and Jugner’s systematic approach to screening was
important. Over the years, it has evolved as depicted on the UK’s
National Screening Committee website.2 The National Screening
Committee website describes 22 criteria ‘for appraising the
viability, effectiveness and appropriateness of a screening
programme’. These criteria relate to the condition, the test, the
treatment, and the screening programme and ideally all 22 criteria
should be met before screening starts.

In 1999, I devoted a ‘Letter from Glasgow’ to the colorectal

(bowel) cancer screening pilot sites,3 and now I offer a view of the
progress since then. The UK pilot sites ran from 2000 to 2007 and
were successfully evaluated. Following this a decision was taken
to roll out a population-based bowel screening programme in the
UK. In Scotland the Scottish Bowel Screening Programme was
initiated in June 2007 and all health board areas had started the
programme by December 2009.

But why screen for bowel cancer? Suffice to say that it meets
the 22 criteria noted above and in Scotland it is a major public
health problem. In 2013, there were just under 4000 cases and for
both men and women it was ranked third in terms of incidence
(12.3% of all new cancers) and in terms of mortality (10% of all
deaths from cancers). Ninety-five per cent of cases occur in people
aged over 50 years. In 2013, about 1600 people died from it with
a 1-year survival of patients diagnosed between 2007 and 2011 of
78%, and a 5-year survival of patients diagnosed between 2007
and 2011 of 60.4%. Interestingly, there was a slight decrease in the
incidence of bowel cancer overall from 2003 to 2013 (–0.7%)
with a decrease in men (–3.1%) compared to an increase in women
(+3.3%). In terms of mortality there is also a difference by sex with
a decrease in mortality overall (–15.9%) from 2003 to 2013 with
the decrease in men (–19.8%) being greater than the decrease in
women (–9.1%).4

All women and men in Scotland registered with a general
practitioner (GP) are invited to participate in the programme from
the age of 50 years, and thereafter at 2-yearly intervals until the age
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of 74. In inviting men, it is the first UK population-based cancer
screening programme for men. In addition, people aged 75 and
above can ask to be included in the screening programme. The
method used to screen (from the pilot study) is faecal occult blood
(FOB) undertaken at home by those invited using a guaiac-based
FOB test. In Scotland, the kits are mailed out to the participants by
the Scottish Bowel Screening Centre in Dundee and they are
asked to complete the test by putting three samples on the card
which is then returned to the screening centre. The screening
centre processes the home test kits and if the result is negative, the
person will be invited to do the test again 2 years later. Those with
a strongly positive result are referred for assessment and are
offered a colonoscopy and appropriate treatment. Those with a
weak positive test result have a quantitative faecal immunochemical
test (QFIT) as a second-line test and if this is positive, patients are
then referred for assessment and are offered a colonoscopy and
appropriate treatment.

In this process, the tests do not go through primary care, i.e.
GPs or their staff, although participants may seek information and
advice from them when they get their invitation. The participants
need to do the test themselves and this may be a problem for
people with disabilities or those whose eyesight is impaired.
There is evidence that people are put off by the method and the
uptake, to date, is lower than the cervical and breast screening
programmes.

Up to 31 October 2014, the Scottish Bowel Screening
Programme had invited over 1.9 million people to participate and
almost 1.2 million took up the offer. This resulted in the detection
of over 3200 cancers diagnosed through screening. The annual
uptake (the percentage of people invited responding with a
complete screening test) for bowel screening is about 55%. The
national target is 60% so we have some way to meet that. In
Lanarkshire, we are lagging a little behind with an uptake of
approximately 50%. As with other screening programmes, there
are differences between socioeconomic groups with uptake lower
in more deprived areas, and there are differences by sex with
uptake higher among women than men.

The bowel screening programme has national standards to
which it must adhere and national key performance indicators
(KPIs) which allow monitoring of the programme. It also has a
governance reference group with all the stakeholders represented.

As ever there is always room for improvement and the Scottish
Government has recently approved the case for moving from the
guaiac-based FOB test to QFIT as a first-line test. QFIT are highly
specific for haemoglobin and result in fewer false-positive results
with improved cancer and adenoma detection. This enhancement
is likely to happen in the programme by the end of 2016. Locally,
in Lanarkshire we have trained a new cohort of ‘bowel screening
champions’ to promote the programme to the public. This
complements work being undertaken in primary care where GP
practices are being paid to undertake specific actions to reduce the
proportion of non-attenders for bowel screening. Finally,
participants in the screening programme are encouraged to improve
their health, e.g. by improving their diet.

The lesson learnt is that nothing stands still! We may have gone
through the process of piloting bowel screening, evaluated it
rigorously, and developed the bowel screening programme but
there are always things we can improve. Only by continuous
monitoring and evaluation of screening programmes can we do
this—and indeed this may also provide evidence that it may be
best to stop a screening programme at some point when its cost
outweighs its benefit.
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