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If you can look into the seeds of time
And say which grain will grow and which will not, 
Speak then to me… 
William Shakespeare, Macbeth (Act I, Scene III)

Embarrassingly for the medical profession, the century that began so promisingly with
the sequencing of the human genome may conclude with lower life expectancy than in
the previous century.1 Obviously, something is not right with our current approach to
health.  Many believe the answer lies in a population-based approach to disease, with
prevention and early detection at the fore.  As a result, great resources have been
deployed in screening for the major killers, namely cardiovascular disease and cancer.

Medical screening is the work of the ambitious.  The aim to decrease the burden of
disease through early detection and subsequent early treatment has intuitive appeal.
However, some within the medical profession are hesitant to proclaim universal
approval, expressing pragmatic concerns over the effectiveness of large-scale
screening programmes. Some screening methods, for example, the simple heel-prick
used in the detection of newborn PKU, are an agreed success; however, the value of
mass screening in breast and prostate cancer remains controversial.2

The recently instituted BreastCheck programme in Ireland offers mammograms every
two years to women aged 50 to 64 years.  This is similar to that offered in the UK by
the National Health Service, which provides mammography every three years for
women in the same age group.  However, in the United States the American Cancer
Society recommends yearly mammograms for all healthy women aged 40 years or
older.  This discrepancy illustrates the lack of agreement among national institutions on
the most effective strategies for breast cancer screening.  While other factors, including
economic considerations, no doubt play a role in this discrepancy, some analysts
believe the justification for population-wide mammography screening remains to be
secured in high-quality evidence.3 Further examination of this and other important
issues is discussed later in this edition of the TSMJ.

Perhaps better established is the evidence for cardiovascular risk profiling.  Heart
disease is the leading cause of death in industrialised nations and promises to remain
so for the next generation at least.  Cardiovascular risk assessment has become an
integral part of general medical practice and has proven to be an effective adjunct for
both primary and secondary disease prevention.  However, it is important to note that
screening for traditionally accepted risk factors fails to predict more than 50 percent of
acute cardiovascular events.4 This illustrates two key points:  firstly, our understanding
of this major disease is incomplete; secondly, epidemiological discovery of new risk
factors may lead to greater understanding of the disease – a “bed to bench” approach.
This search for novel risk factors has resulted in an explosion of studies on the subject.
Among these are examples illustrated by two articles featured in this edition of the
TSMJ.  Whether these or other novel markers find their way into routine practice
remains to be seen, but the search will continue. 

For systems of medical screening to achieve their desired goals, programmes must be
evaluated with honesty and rigour.  Without evidence of clear benefit, it would be
unethical to encourage patients to participate in screening programmes, just as would
it be unethical to prescribe drugs without proof of safety and efficacy.  However, we
must also remain optimistic that appropriate screening tools and evidence for their
effectiveness will be established.  It is the hope of all of us that we will look after our
patients knowing we are truly helping them.
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