
tobacco control and food safety.
Admittedly the evidence base needs to
be improved, which requires more
financial and institutional support for
the necessary research (a topic beyond
the scope of this paper), but we already
know a great deal. For example, provid-
ing good facilities increases cycling, and
cycling benefits health.9 Consumption of
healthy food depends on its price and
availability1 and these could be influ-
enced by policies, for example, on taxes
and subsidies. Food promotion can
adversely influence children’s food
choices,17 and this could also be
addressed by government policy. And
there are many more such examples.
In this respect Wanless fails to grasp

the nettle: the implementation model is
seen as a health service function, pri-
marily at the local level. This is not a
purely UK problem; while the existence
of the British NHS encourages the view
that improving health should be a
health service function—that ‘the NHS
should become a ‘‘health’’ service not
just a ‘‘sickness’’ service’—the confla-
tion of health with health care is by no
means confined to the UK. For example,
the draft EU constitution states, ‘‘A high
level of human health protection shall
be ensured in the definition and imple-
mentation of all Union policies and
activities’’, but this is subsumed under
the heading ‘‘Health care’’.18 (A similar
provision in earlier treaties has not been
translated into practice.)
For a report with a primary focus on

effectiveness and cost effectiveness it is
odd that this view is accepted uncriti-
cally (especially as the now highly
decentralised NHS structure is not well
suited to this role). What is the evidence

for this being the best approach? Some
evidence against the effectiveness of
locally provided services is quoted in
the report (page137), but ignored when
drawing conclusions: in a prospective,
controlled trial, TV antismoking adver-
tising proved effective, whereas locally
organised antismoking campaigning
was not.19

More consistent attention to imple-
menting healthy public policy, and
amassing the evidence for it, are
urgently required. The Wanless Report
has opened the door, but refuses to go
through it.
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High quality research on the psychosocial outcomes of screening
programmes is urgently needed.

A
ssessing non-medical outcomes of
screening presents constant chal-
lenges. Marteau and colleagues1

offer some insight into the complexities
of assessing non-medical outcomes in
their study of abdominal aortic aneur-

ysm (AAA) screening. The paper reports
that self assessed health (SAH) was
lower among men who were found to
have an aortic aneurysm than men who
did not, yet baseline measurement
indicated that much of this difference

pre-dated screening. Poorer SAH
seemed to predict having an aortic
aneurysm. The authors suggest that
the findings have implications for the
methods used to assess psychological
impact of screening tests and warn us
not to erroneously conclude that poorer
outcomes are necessarily a product of
screening, if baseline differences are not
assessed.
Marteau et al’s1 findings are extremely

interesting and raise important issues
for the assessment of psychosocial or
quality of life (QOL) outcomes in the
screening context. Adequate assessment
of psychosocial as well as medical out-
comes, is crucially important, especially
given the potential of screening to detect
inconsequential disease2–4 but presents

Abbreviations: SAH, self assessed health;
QOL, quality of life
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many challenges. These have received
comparatively little attention. We have
identified three main methodological
concerns: (1) the need for a control
group (preferably created by randomisa-
tion); (2) the need for baseline and
follow up measurements; (3) the need
for reliable measurement tools with
high criterion and content validity.
The first concern, obtaining an ade-

quate control group, perhaps presents
the most difficulty. If our goal is to
assess the impact of screening we need
to measure the combined impact of the
screening procedure, follow up tests,
and treatments. The best way to achieve
this is to randomise people to be
screened or not screened and to measure
the psychosocial impact on everyone at
multiple times (see fig 1), in a way that
is analogous to the assessment of the
medical outcomes of screening.2 This
would mean that, as well as establish-
ing, for example, the mortality rate from
breast cancer (in a trial of mammogra-
phy screening) in all those randomised
to screening and all those randomised to
usual care, the investigators would need
to measure average QOL effects in these
groups as well. Investigators will thus
have to ensure appropriate measures are
taken from those randomised to screen-
ing who (1) do not respond to the
screening invitation; (2) test negative
(including those who are truly negative
and those who later are discovered to be
false negatives); (3) test positive (again
both true and false positives), or from
random samples of people in each of
these groups. Comparable measures will
also be needed in the usual care group,
including in those who do and do not
seek screening through alternative sys-
tems. Some of the test positive group
will in fact have inconsequential dis-
ease, but as this is not identifiable on an
individual level, the only way to esti-
mate the psychosocial impact of this is
by comparison of the screened group as
a whole with the usual care control
group. Clearly this will add to the
complexity and challenges of data col-

lection for randomised trials of screen-
ing, but comparatively small sample
sizes will be needed for psychosocial
outcomes (compared with medical out-
comes). Furthermore, efficiencies may
be achievable by carefully designed
sampling strategies. In summary, it
should be feasible to validly answer
questions about the real psychosocial
impact of screening in this way.
Alternatively in some circumstances

other designs may be feasible. For
example, people could be randomised
to receive or not receive their results and
subsequent tests and treatments, with
follow up of psychosocial outcomes.
Such designs have commonly been used
in the past to evaluate screening for risk
factors such as high cholesterol and
high blood pressure in terms of medical
outcomes.2

The second concern is the importance
of taking baseline and follow up mea-
sures in both screened and unscreened
groups. All psychosocial/QOL studies
obviously take measures after screening
(point 3, see fig 1), and many, as in
Marteau’s study,1 take them before and
after testing (points 1 and 3). However,
we have been unable to find studies that
have taken and reported measures at
points 1, 2, 3, and 4 (see fig 1) or more.
In particular, measures are rarely taken
and/or reported among appropriate con-
trols, at points 2 and 4. For example, a
study by Wardle et al5 assessed anxiety
among adults randomised to receive
information about sigmoidoscopy
screening and asked if they would be
interested to attend, or not, but follow
up measures were not reported in either
arm.
Thirdly, it is imperative to select

instruments that adequately capture
psychosocial outcomes/QOL. What
exactly constitutes psychosocial out-
comes or QOL is often loosely defined.
QOL itself has been described by many
researchers as an atheoretical con-
struct6–10 and there is little clear con-
sensus about what should or should not
be used to adequately assess it, particu-

larly in the context of screening. Most
psychological and QOL measures are
designed for use in patient populations
and as such they are designed to capture
relatively large decrements in QOL/well-
being. Screening may lead to compara-
tively small decreases in psychological
wellbeing/QOL but the decrement may
occur across very large numbers of
people so may still be important. Use
of general psychological/QOL measures
may not be sensitive enough to capture
all outcomes. Some screening specific
measures have been developed to com-
bat this problem, for example, perceived
consequences questionnaire,11 cervical
screening questionnaire,12 and the
PEAPS Q.13 It has been argued recently
that such measures should be used to
assess screening outcomes rather than
other widely used generic measures.14

However, the need for quantitative
measures that can be equated to and
calibrated against other adverse health
outcomes and events is crucial if we are
to truly gain a measure of how screening
affects the wellbeing of individual’s and
populations. Once the psychosocial/QOL
impact of a screening test is adequately
captured it may then be weighed against
the test’s medical outcomes to compre-
hensively evaluate its worth as a screen-
ing tool.
Marteau’s study1 also raises interest-

ing questions about what represents
QOL/psychosocial outcomes. Although
consensus on QOL/psychosocial mea-
surement is limited, most evaluations
include some component of emotional
and social functioning with a measure
of perceived health or physical function-
ing sometimes also included. Marteau1

reports only perceived health (SAH).
The finding that SAH is poorer after
screening in the group with screen
detected aortic aneurysms is not at all
surprising. The purpose of screening is
to identify people at increased risk of
disease and inform them of their status.
As such, the finding that a person rates
their health as poorer after an abnormal
screening result is an inevitable conse-
quence of screening, and perhaps may
be viewed as an indication that a person
has understood their test result, rather
than a measure of psychosocial well-
being.
This brings us to Marteau’s1 finding

that SAH was poorer before screening in
men who subsequently had aneurysms
found, predicting AAA even after
adjustment for known risk factors. This
is a puzzling finding—why should a
person’s perception of their health sta-
tus predict whether they have an
asymptomatic condition? It could be
that the results are explained by the
failure to measure smoking at baseline
and adjust for it appropriately. However,

Subjects eleigble for screening randomised to be invited to screening or not

Screening group
1 Baseline measures of psychosocial wellbeing

3 Follow up measures of psychosocial
wellbeing on all who were randomised

Screening:
early detection and treatment of

asymptomatic disease

Usual care group
2 Baseline measures of psychosocial wellbeing

4 Follow up measures of psychosocial
wellbeing on all who were randomised

Usual care:
Diagnosis and treatment of

symptomatic disease

Figure 1 Design of randomised trials for valid estimation of the psychosocial impact of screening.
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given the arguments presented by the
authors and the very small change in
the odds ratios for SAH after adjustment
of other known AAA risk factors (age,
family history, blood pressure, and
social deprivation), it is quite possible
that even if smoking was included, SAH
would still remain an independent pre-
dictor of AAA. Alternatively the finding
might be related to an increased like-
lihood of other symptomatic cardiovas-
cular conditions that affect SAH among
the screen positive group.
If, however, the association is not the

result of such factors, then it presents us
with an astonishing finding, that
asymptomatic AAA in some way makes
people feel recognisably less well. This
seems hard to believe especially as most
of the aneurysms identified by screening
in the study were comparatively small.
Nevertheless it raises the question of
whether SAH might be a predictor of
disease in other screening programmes,
such as cancer or heart disease. Could it
be possible that people who are subse-
quently found to have colorectal cancer
or bowel polyps have poorer SAH before
screening, or that women who have
cervical intraepithelial neoplasia have
poorer perceived health? These specula-
tions seem unlikely but not impossible
and we are unaware of any evidence to
support or refute them, other than the
substantial body of evidence that SAH is
a strong predictor of mortality, espe-
cially among men.15 Thus the associa-
tion between SAH and clinical outcomes
of other screening tests would seem to
warrant investigation. The finding raises
the possibility that screening pro-

grammes of the future might incorpo-
rate tests of SAH. This is of course a
highly speculative suggestion and one
that would need much, much more
investigation.
In conclusion Marteau et al’s1 study

highlights the urgent need for high
quality research on the psychosocial
outcomes of screening programmes.
Just as with medical outcomes, the
strongest designs will be randomised
trials with before and after screening
measurements. We believe it is feasible
and important to include validated
psychosocial measures within future
randomised trials of screening.
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