LETTERS

Follow up in breast cancer

Quality of life unaffected by general
practice follow up

EprTor,—John Dewar calls for a reappraisal of
how women with breast cancer are followed up.'
We now have compelling evidence that intensive
follow up does not improve either quality of life
related to health or overall survival.?* In the light of
this, Dewar wonders what the effect of routine
follow up is on the patient, in terms of both quality
of life and cost. He also wonders what the optimum
follow up practice should be and calls for as
rigorous an assessment of follow up practices as has
been applied to screening practices. An important
step in that direction was the consensus conference
on follow up in breast cancer, which he cites.

Among the papers presented at that conference
was one giving the interim results of a randomised
controlled trial we recently conducted.* This trial
evaluated a system of routine follow up that
is centred on general practice rather than on
specialists, as is the current standard practice.
Patients were randomised to routine follow up by
their own general practitioner or to continue
routine follow up in specialist clinics. We moni-
tored the quality of life of patients in both arms of
the trial. At mid-trial there were no differences
between the two groups. The fact that two thirds of
eligible patients agreed to participate in the trial
suggests that patients are willing to consider follow
up by their general practitioner as an alternative to
hospital follow up if given the choice. In addition,
it suggests that a proportion of patients will choose
to continue with hospital follow up. This will
ensure that a proportion of patients seen in clinics
are “fit”: Dewar notes that such patients are an
important counterbalance to the many seriously ill
patients seen in these clinics. We also found that
general practitioners were willing to provide follow
up: 113 of the 115 general practitioners with
patients in the trial agreed to provide follow up
care. This is further supported by a separate survey
of general practitioners in which 69% selected
routine follow up by the general practitioner as
their preferred method of follow up.*

We embarked on this trial out of concern for the
many issues that Dewar raises. We decided to
evaluate a system of follow up centred on general
practice because we thought that it would address
many of these issues and, at the same time, ensure
continuity care and support for the patient. We
believe that this is the ideal method of shared care:
the specialist provides primary treatment, the
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general practitioner provides continuing care, and
the specialist becomes involved again if disease
recurs.
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Patients prefer specialist follow up

Eprror,—We wish to report the “missing data”—
namely, patients’ views—in the debate on routine
follow up in breast cancer.' As part of the design
process for a multicentre study of hospital follow
up versus follow up based in the community we
sought patients’ views using research methods
described by the College of Health.? Focus groups
of women in remission were drawn both randomly
and from the network of cancer support groups
established around Mount Vernon Cancer Centre.’
The focus groups discussed alternatives to the
present system of follow up.* The patients’ view
challenges the utilitarian approach of clinicians,
and shows differences in the perception of the
purpose of routine follow up in the two communi-
tes.

The patients expressed their anger and distress
about being discharged to their general practi-
tioners for follow up without having the support
and specialist services of the hospital available in
the community. They challenged the researchers’
hypothesis; patients viewed the hospital—its diag-
nostic tests, specialist physicians, and breast care
nurses—as their best defence against a recurrence
of their cancer. The hospital was seen as having
skill in cancer and understanding the magnitude of
cancer in the patients’ life. Although there were
aspects of the hospital system they did not like—
the waiting, the rushed consultations, and the lack
of continuity of care—these were seen as the trade
off for guarding against a relapse. While there is

no evidence that routine follow up improves prog-
nosis or reduces rates of recurrence, this was not
the message they had received.

For patients, an acceptable model of community
based care would include clinics staffed by some-
one with specialised knowledge of cancer—for
example, a breast care nurse—and a fast track
route back to hospital care when this is required;
this would overcome the perceived lack of know-
ledge of their special needs by general practitioners
and provide continuity and a specialised inter-
mediate service. Hospital specialists would also
have a reduced workload, allowing them to concen-
trate their care on those who really need it.

While other models may be proposed, at a time
when cancer services are primed for reorganisation
(precipitated by the Calman report) the views of
the patients should not be ignored. Frequently we
have found that patients, with their wealth of
experiential knowledge, can suggest solutions
when clinicians cannot see the wood for the trees.

JANE MAHER
Clinical director
JANE BRADBURN
Researcher
RUTH ADEWUYI-DALTON
Research assistant
Lynda Jackson Macmillan Cancer Support and
Information Centre,
Mount Vernon Hospital,
Northwood,
Middlesex HA6 2RN

1 Dewar J. Follow up in breast cancer. BM¥ 1995;310:685-6. (18
March.)

2 College of Health. Consumer audit guidelines. London: College of
Health, 1994.

3 Bradburn J, Maher EJ, Young J, Young T. Community based
cancer support groups: an undervalued resource? Clin Oncol
1992;4:377-80.

4 Bradburn ], Maher ], Adewuyi-Dalton R, Gunfeld E, Lancaster
T, Mant D. Developing clinical trial protocols; the use of
patient focus groups. Psycho-oncology (in press).

Impossible to state which
NSAID is safer

Eprror,—In their article on recent advances in
rheumatology Anthony Bradlow and Joel David
state that ibuprofen is the safest non-steroidal anti-
inflammatory drug when used at conventional
doses.! However, they present only the risk of
serious gastrointestinal adverse events and these
for only the seven most commonly prescribed non-
steroidal anti-inflammatory drugs.

Data from the Medicines Control Agency show
that the incidence of hypersensitivity reactions
associated with ibuprofen is similar to that of
gastrointestinal reactions (0-5-1 report per
100000 prescriptions).? Both ketoprofen and indo-
methacin are less likely to provoke hypersensitivity
reactions. Spanish data collected in a similar
manner show that only 39% of adverse events
associated with non-steroidal anti-inflammatory
drugs were gastrointestinal.® Gastrointestinal
adverse reactions are considered to depend on the
dose.* It is difficult to assess, from data reported
voluntarily or observational studies, whether the
dose was equivalent between these non-steroidal
anti-inflammatory drugs.

For various reasons, different non-steroidal anti-
inflammatory drugs are used for different indica-
tions. This leads to them being used in different

BM]J] voLuME 311 1juLy 1995



