





cheobronchial tree. Thus, the distinction
between various types of asthma may often
be artificial and the response of a given sub-
-lassification may be initiated by more than

e type of stimulus” (22). The natural

history of adult asthma has not been well
documented. There is no evidence that
early detection of asthma is feasible and no
documentation that therapy for asympto-
matic asthmatics is beneficial. Therefore,
no justification exists at present for asthma
screening in the general population.

B. Clinical Case Finding

It is important to establish the diagnosis of
asthma (reversible airways obstruction) in
all patients with one or more symptoms of
the classic triad (cough, wheezing, or dys-
pnea), particularly when these symptoms
are episodic and nocturnal. Although pul-
monary function studies alone are nondiag-
nostic, when performed on patients with
these symptoms spirometry can document
the airways hyperirritability that is charac-
teristic of asthma.

Ideally, all patients with wheezing, dys-
pnea, or chronic cough should have spirom-
etry. If airways obstruction is demonstrated,
it is often useful to repeat the spirometry
after bronchodilators to document reversi-
bility of the airways obstruction with drug
therapy and to provide a “best function”
baseline for future comparison. In the pres-
ence of normal spirometry, symptomatic
atients who suffer paroxysmal breathless-

awcss or unexplained cough might be con-

sidered as candidates for provocational
challenge if warranted by the severity and
frequency of symptoms. A positive chal-
lenge can document airways hyperirritabil-
ity between symptomatic attacks.

It may be useful to obtain repeated spiro-
metric measurements during the treatment
of asthmatic patients to evaluate objective-
ly the therapeutic response. “. . .signs and
symptoms of asthma imperfectly reflect the
physiologic alterations that are present, so
much so that if one relies upon the loss of
subjective complaints, or even the sign of
wheezing, as being the end point at which
therapy for an acute attack should be termi-
nated, an enormous reservoir of residual
disease is missed” (22).

lll. Lung Cancer
A. Population Screening

Lung cancer mortality has increased con-
tinuously over the last half century even
though the major causal factor is well-
known and avoidable. Eighty-seven percent
of bronchogenic carcinoma in the adult
male is attributable to cigarette smoking
(23), and it has been noted that “For every
preventable death from highway accidents,
“ere were approximately two deaths from

we=ng cancer which could have been pre-

vented if the individual had not smoked cig-
arettes” (24). The risks for developing lung
cancer are directly related to the amount
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and duration of smoking, the age of start-
ing to smoke, the degree of inhalation, the
tar and nicotine content of the cigarettes
smoked, and inversely related to smoking
cessation. Other etiologic factors, such as
occupational exposures to asbestos, nickel,
chromium, and radioactive ores have con-
tributed, but far less than cigarette smok-
ing, to the mortality risk from lung cancer.
Males 45 years and over who have had a
chronic daily cigarette consumption of one
or more packs seem to be the high risk
group for this disease (24).

The treatment of lung cancer after it has
become symptomatic remains unsatisfac-
tory. Symptomatic bronchogenic carcino-
ma is usually advanced and incurable. Pre-
symptomatic bronchogenic carcinoma is
not necessarily early-stage disease, but re-
sectability rates and survival rates are better
among those with presymptomatic cancer.
The National Cancer Institute’s program of
Surveillance, Epidemiology and End Re-
sults Reporting (SEER) in lung cancer (25)
indicates that only 18% of newly detected
lung cancers were found to be “localized”
(confined to the site of origin) at the time of
detection. However, individuals with local-
ized lung cancer treated by surgical resec-
tion had a 50% five-year survival.

Of various methods considered for the
early detection of lung cancer, only exami-
nation of sputum cytology and chest ra-
diography have been found to be sufficient-
ly practical and acceptable for a clinical
trial of the efficacy of screening (26, 27).
Previous clinical trials of early lung cancer
detection using chest radiography alone
(28-30) and those using exfoliative sputum
cytology in addition to chest radiography
(26, 27) failed to demonstrate a reduction in
lung cancer mortality associated with screen-
ing. However, none of these studies was a
randomized clinical trial using full size (36
cm X 43 cm) chest radiographs with or
without sputum cytology testing in which
screening was compared to no screening.
Until recently, such a trial might have been
considered unethical.

There have been only three completely
randomized clinical trials of screening for
early-stage bronchogenic cancer. These
clinical trials are now being conducted
under auspices of the National Cancer In-
stitute (31). These studies have enrolled
more than 30,000 men, 45 years of age and
older, who smoked 20 or more cigarettes
per day. The three clinical centers of the
NCI Cooperative Early Lung Cancer Study
follow two separate study designs. One
study design (Mayo Clinic) tests whether
screening by chest radiography plus sputum
cytology at four-month intervals is more
efficacious than a traditional recommenda-
tion that the two tests be performed an-
nually (32). The other design (Johns Hop-
kins and Memorial Sloan-Kettering) tests
whether the efficacy of lung cancer screen-
ing by annual chest radiography is enhanced
by the addition of exfoliative sputum cytol-

ogy screening at four-month intervals (33,
34).

The three clinical trials have demon-
strated that chest radiography and sputum
cytology can detect presymptomatic, earlier
stage carcinoma, particularly carcinoma of
the squamous cell type. Resectability and
survival rates have been higher in the study
groups than in the control groups. How-
ever, at this time, there is no conclusive
evidence of a reduction in lung cancer mor-
tality as a consequence of screening, al-
though current studies are not yet complete
and further observation is indicated.

In the fall of 1978, a Consensus Confer-
ence of Screening for Lung Cancer was held
under the sponsorship of the Division of
Cancer Control and Rehabilitation, Na-
tional Cancer Institute, in collaboration
with the National Institute for Occupation-
al Safety and Health. This conference
sought to develop guidelines for lung can-
cer screening programs in the general pop-
ulation. Recommendations were developed
in conformity with the criteria developed by
Wilson and Junger for the World Health
Organization (3).

Included among these recommendations
are the following (35):

1. Cuirent prospective studies of asymp-
tomatic persons who have been screened
for lung cancer by chest roentgenograms
and sputum cytological examination do not
at present show any evidence of a notable
reduction in mortality from the disease.
These studies must be continued for several
more years before the accumulated infor-
mation will be sufficient to allow a relation-
ship between screening and mortality to be
determined. Results of these studies should
be kept under continuing review.

2. Until the value of screening for lung
cancer by these methods has been demon-
strated, mass screening programs should be
limited to well-designed, controlled clinical
trials, with provision for analysis of results
and for further diagnostic work-up and
treatment when indicated.

There does not now appear to be any rea-
son to change these recommendations for
general population screening, nor for
screening of high-risk groups. Such pro-
grams, initiated as they are by those who do
the testing, should provide tangible bene-
fits in the form of reduced morbidity or
mortality.

B. Clinical Case Finding

Although sufficient data have not yet accu-
mulated to recommend population screen-
ing for lung cancer, it does not seem appro-
priate to withhold the only tests proved
capable of detecting presymptomatic bron-
chogenic carcinoma from individual pa-
tients who request cancer-related check-
ups, especially patients in the high-risk
categories. In such circumstances, the pa-
tient has initiated a request for the exercise
of his physician’s best judgment in case
finding. To deny the patient chest radiog-


















