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interval after operation. There were no differences in medical
complications as indicated by "unexpected difficulties" (table
III), and in some symptomatic respects, such as the continuing
need for analgesics and disturbance of sleep, the right-stay
group may have fared better than the fixed-stay group. The total
numbers in the trial were too small to be sure that right stay is
not associated with small increases in complications of different
types, but no obvious medical disadvantages emerged. Right
stay did cause general practitioners and district nurses some
extra work owing to the transfer of routine procedures, such as
suture removal, from hospital to the patient's home.

Right stay was on average two days shorter than fixed stay, and
it is clear (table II) that there is a range of "right" postoperative
intervals. Multivariable analyses are in progress to see which of
the criteria for right stay make significant independent contri-
butions to an acceptable clinical definition of readiness for
discharge; probably the list can be appreciably shortened.
The usefulness of right stay can be seen from the points of

view of both the patient and the surgeon. For the patient,
discharge from hospital as soon as possible is usually desirable.
Decisions about safe, early discharge have to be made largely
on an individual basis. Uniform definitions of the appropriate
time for discharge, whether early or not, are probably of limited
value. For the surgeon, early discharge achieved by the right-stay
approach may result in reduced pressure on beds and other
hospital resources, which may be useful and desirable in its own

right. Alternatively early discharge may sometimes form the
basis for increasing patient turnover and reducing waiting lists,
provided that the implications for additional theatre time etc
can be met; clearly there may be practical constraints that make
early discharge a difficult policy to pursue.

Showing that early discharge is possible for some patients
does not imply that it can simply replace conventional periods of
postoperative stay for all patients. For every patient eligible for
early discharge there is probably at least one who is not.

In considering the extension of this approach to other diseases,
other hospitals, and other communities differences in the
severity of surgery, rate of recovery, time needed to arrange
homegoing, and support available at home could all be limiting
factors.

Requests for reprints should be sent to Mr J E P Simpson.
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Clinical Topics

Cervical smears*
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This paper was prepared for the British Society for Clinical
Cytology, which has been asked from time to time to provide
a statement of the society's policy. Wide differences of opinion
exist about this matter, and the present recommendations
are not the result of a consensus or reconciliation of different
views. The whole statement has, however, received the assent
of the BSCC Council.

Age and frequency of cervical smear tests

The prophylaxis of cancer by cervical smear screening
depends on the following assumptions, for which there is
plenty of evidence: (1) a cervical cancer that would otherwise
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be fatal can be eradicated by excision at an early or precancerous
stage, and (2) the curable stage is cytologically detectable
and usually has a long duration-for instance, 10-20 years
or more.1
We have taken these assumptions to be correct. A "positive

smear" means one containing cells from a severe dysplasia,
carcinoma in situ, or invasive cancer of the cervix.

Age for beginning screening

Positive smears may be found in teenagers, and the incidence
of new disease (conversion from a negative to a positive smear)
is greatest in those aged 25-29. The maximum prevalence is
at ages 35-39.'12 Therefore if it were important to treat these
lesions at the earliest possible moment regular smears should
be taken soon after the start of sexual activity.

It is generally agreed, however, that some of these lesions
regress spontaneously, especially those classified as dysplasia,
which are so common in the young.3 Also, there is nothing
to be gained by removing lesions as early as possible, provided
that they are removed before it is too late.

Invasive cervical cancer is predominantly a disease of the
second half of life (see figure).4 If all deaths under the age of
35 were effectively prevented that would account for 200 of
all deaths from cervical cancer. Emphasis is sometimes placed
on the tragic occurrence of cervical cancer in quite young
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women, but the numbers concerned are not nearly of the order
which, in any other context, would attract medical resources
for universal preventive screening. The mean annual number of
deaths from this cause in England and Wales in women and
girls aged under 25 in the years 1967-73 was 3 8 (range 2-7).1
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Despite this, probably most clinical cytologists and gynaeco-
logists think that the first smear should be taken early. An
argument often advanced is that "more than half of the cases
of carcinoma in situ found in biopsy specimens are in women
under 35." Unless related to the age-specific rate of testing,
such statements mean little. The rising proportion of tests
done on women aged under 35 has now reached 65'" in
Manchester:' if this proportion were to rise to 100"',, obviously
this would result in 100),, of cases of carcinoma in situ being
found in that age group.

It is also often said that by removing precancerous lesions
from the young we are preventing troubles far into the future.
Programmes based on this philosophy have been in operation
at great expense in many parts of the world during the past
20 years, and the beneficial result has only recently become
visible.' 6 It would seem preferable to operate a programme
to save women who are in great danger now, by diverting
a higher proportion of our resources to those at immediate risk.
Knox7 has calculated optimum ages and spacings of tests,

based on the age-specific death rates, a range of assumed
"natural histories," and a realistic false-negative rate. Allowing
for an investment similar to that of the existing screening
programme it appears that if 10 tests are to be performed
during a lifetime they are best spread over the latter half of life
beginning at the age 33-36. This is almost the opposite of the
distribution of tests that is normal in Britain, where repeated
smears are done mainly on women in early adulthood. Knox
concluded that "routine screening in women under 30 years
of age is likely to be ineffective in reducing mortality."
Not only is the testing of young women wasteful of resources

but imponderable damage may be produced by anxiety and
by needless biopsies in some of those whose smears are not
negative.
The evidence presented above has tended to minimise the

value of tests done on girls in their teens and 20s. There are,
however, strong arguments other than those of immediate
cost-effectiveness. It is argued that young women need to be
educated to accept cervical tests and that this is best done at
the time of pelvic examination for contraception or pregnancy,

as they may become inaccessible later. At present, deaths from
cervical cancer are mainly among women who, through
ignorance or fear, have never had a cervical smear.8 9 These
cohorts of older women will be replaced by a new generation
which, although exposed from an early age to known risk
factors, is accustomed to regular prophylaxis. Certainly, tests
done during examinations for other purposes cost the Health
Service very little, and have become a normal part of health
care. In the absence of any real evidence that such tests, or
any eventual cone biopsies resulting from them, do substantial
harm, both the profession and the public probably want to
see cervical testing begin well before the age of serious cancer
risk.
With these considerations in mind, we recommend that

the first cervical smear should be taken at any consultation
for contraception, pregnancy, or venereal disease near to age 25,
and any sexually active woman who has not yet been tested
should have a first smear at 30. This policy will, of course,
need regular review, especially in view of the rising rates for
cervical disease in the young resulting from their different
life style.

Intervals between smears

When vaginal aspirate, and later cervical smear, screening
was introduced in the USA an interval of one year between
tests was arbitrarily chosen. In the context of private gynaeco-
logical practice this satisfies both doctor and insured patient,
and is still often recommended. The Canadian Walton Report,'
however, has spoken out against these brief intervals for which
there is absolutely no justification in yield for the work
performed.

In principle, the intervals should be short enough to prevent
incurable disease from developing between one smear and the
next. If, for instance, the duration from identifiable onset
to incurability is seven years, then any intervals longer than
seven years will permit some deaths to occur; but, theoretically,
smears at seven-year intervals will suffice to prevent 100")0
of the deaths and no shorter intervals can improve on this.

In practice, of course, there must be variations in the duration
of the disease, and there are certainly false-negative errors.
These factors have been allowed for in Knox's calculations,'
which show the optimum intervals for maximising the yield
of lives saved for a given investment. It appears that five-year
intervals are about right (at least for women previously screened),
but that a small increment of lives saved would probably result
from reducing this to three years.

Because the false-negative error is unlikely to be much less
than 15",, and may be considerably worse' 1'2 it is advisable
to repeat a first smear if the patient is already in the age of
cancer risk, and a one-year interval is often chosen for this.
Also, if a previously screened patient is in any case having
a pelvic examination and three years have already elapsed
the opportunity should be taken to repeat the test.

Age for ending screening

There is a strong impression among cytologists that curable
cervical neoplasia is rarely detected cytologically in women
aged over 60, and it is often recommended that regular testing
should cease at that age.' This impression is doubtless due
to the very small numbers of elderly women being tested,
who can be assumed to be an unusual self-selected group.
In the much quoted 1968 British Columbia figures for age-
specific incidence of carcinoma in situ (that is, conversions
from negative to positive) the rates fell from 0-39 per 1000
person-years at 55-59 to 0 21 at 60-64, 0 11 at 65-69, 0-18 at
70-79, and 0-0 at 80 and over.2 The proportion screened in
1966 represented by women aged 60 and over was only 8-4f'O
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however, compared with their 22 "
0 representation in the

over-20 female population of British Columbia. In their recent
tables9 the annual screening rate fell from 67 20) of the female
population aged 20-29, downwards through each decade to
12-7"O of those aged 70 or over, which must clearly be un-
representative of women in that age group. Therefore, without
even considering the possibility that the disease progresses
relatively rapidly at higher ages (which would reduce the
numbers picked up by infrequent screenings), there is in-
sufficient evidence to suggest that the yield of new preinvasive
disease really falls in unselected women after age 60. One
should also remember that screening also reveals substantial
numbers of developing early invasive cancers in this age group.

Knox's7 calculations indicate that to save the greatest number
of lives from cervical cancer for a given number of tests dis-
tributed over a lifetime the tests should continue into old age.
This is because, as shown in the figure, the age-specific death
rate from this cause continues to rise until the highest ages.

It has to be recognised, however, that neither doctors nor
their patients want screening to continue after a certain point.
Regular screening, therefore, seems inappropriate after 70,
though a first smear should always be taken from an unscreened
woman who has been sexually active, at whatever age she
presents.

Summary of recommendations

Age for beginning screening

25 for women presenting for contraception, pregnancy, or
venereal disease;

30 if sexually active and not already tested.

Intervals between smears

Five-yearly intervals, or three-yearly intervals in those aged
over 35 if resources permit;
A first smear in a woman aged over 35 should be followed by

a second smear within a year to guard against false-negative
error.

Age for cessation of screening

For those previously screened, 70;
No age limit for a first test.
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Everybody knows by now that on 9 March 1977 the Food
and Drug Administration (FDA) earned the undying gratitude
of generations of rats and mice by deciding to ban the use
of saccharin; and that on the same day the Canadian govern-
ment likewise moved to protect its own laboratory animals;
so that the rodents of North America will henceforth lead
a happier albeit unsweetened life, freed from the task of having
to provide more circumstantial evidence that saccharin is
hazardous to the health of American non-rodents.

It is perhaps less widely realised that the trouble with
sweeteners is not new, and that it dates back to the earliest
days of our solicitous FDA. In 1908 the FDA's first com-
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missioner, Harvey W Wiley, announced that he wanted to look
into the safety of saccharin. This led to difficulties with President
Theodore Roosevelt, who eventually eased the crusading
commissioner out of his job on the basis that "anyone who
thinks saccharin is injurious to health must be an idiot." In
1970, however the bureaucrats struck back and banned the
use of cyclamates, for causing papillary tumours in rats fed
astronomical doses of sweeteners-this despite evidence that
rats often develop spontaneous tumours. And now, almost
70 years after the initial skirmish over saccharin, the FDA
has moved to vindicate its first commissioner by removing
the last and only artificial sweetener from the American market.
The evidence precipitating the FDA's action was based on

a Canadian study in which 14 saccharin-fed rats but only two
controls developed bladder tumours. The administered dose
has been compared to the equivalent of humans drinking 800
diet sodas a day for a lifetime. The FDA, however, had no
choice, since the 1958 Delaney amendment requires that all
food additives causing cancer in animals must be banned.
But with Americans presently consuming more than 2 million
kilograms of saccharin each year, the reaction to the ban was
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