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Do Cervical Smears Save Lives?
Carcinoma of the cervix uteri is the only common cancer which can
readily be detected at the preinvasive stage. Treatment then results in
almost certain eradication, so that death will eventually occur from some
quite different cause. Screening by cervical smears is therefore in a
different category from, say, the " early " detection of carcinoma of the
breast, which by no means insures against subsequent death from the
disease.
Now that population screening has been introduced on a large scale,

increasing doubts are being expressed about its value, and these have
percolated through the press to the public. Much of this anxiety is
derived from studies of the data from the British Columbia project, a
survey covering over half a million women and our best source of
statistical data.'

If all precancerous and early stages of the disease were found and
removed from a given population clearly there would be no more deaths
except for those cases already incurable at the time of screening. But in
British Columbia, with a programme now covering 75% of the popula-
tion, there is not a 75 % fall in the death rate. There is a fall (of the
order of 30%) which is not significantly different from that seen in other
parts of Canada.2 Why, after more than 10 years of large-scale screen-
ing, should we not see a more dramatic effect ?

This is one of the few questions about cervical cancer which can be
answered easily. The deaths are mostly occurring among the quite small
section of the population who do not take part in the programme. The
majority, who are prepared to respond to public health propaganda, are
exactly those who run a relatively low risk of this disease and in any case
seek treatment before it reaches an inoperable stage.
The forms of cervical cancer with the longest duration have the highest

chance of being found when tests are done at long intervals, so that the
cases which are being found and treated are those which would have had
the best outlook anyway.3 If there were many carcinomas with a very
brief in situ stage then screening would not be very effective, but the
British Columbian experience is that such cases are rare. Another part
of their data has, however, given rise to much misgiving. This is the
tables of annual incidence. If carcinoma-in-situ regularly progresses to
invasion then the number of cases developing for the first time should
match the number of invasive carcinomas arising after the appropriate
interval (thought to be over 10 years). But when the incidences for the
different age groups are added together they climb to a disproportionate
height, and in particular the rise in the younger ages is too steep. The
simplest interpretation is that the majority of these lesions disappear
without trace.

Since the British Columbian workers themselves offer this interpreta-
tion (over 50% spontaneous regression), there has recently been a
tendency to accept it as a proved fact. If it is true, most of the lesions
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found and removed were not precancerous at all. There are,
however, two main reasons for doubting whether regression
is the usual fate of carcinoma-in-situ.
The first reason is that regression hardly ever seems to

have been observed. There must be many occasions when
a woman with a positive smear has refused biopsy, and if the
majority regress then the commonest outcome should be a
disappearance of the positive smears. It is difficult to find
such cases in the literature, and general experience is the
opposite ; positive smears persist for years, sometimes ending
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in invasive cancer. When it occurs, regression usually seems
to be attributable to surgical or other interference.4
The second reason for distrusting the evidence for regres-

sion is that the annual incidence figures are based on observed
conversions from a negative to a positive smear. Now false
negatives are known to be fairly common, and their absolute
frequency, in the population screening conditions being con-
sidered, is likely to be of the same order of magnitude as
that of genuine conversions from negative to a positive smear.

Clearly we require better evidence. Until it is possible
to mount a large study devised to answer the specific questions
(as recommended by E. G. Knox5 6) there seems no sufficient
reason for disbelief in the potential value of cervical smears.
But the method is certainly not being used to full effect. The
war must be carried into the camp of the enemy-the older
and more ignorant part of the community-instead of
repeatedly examining young women in low-risk categories,
whose lives are in any case not threatened for many years
to come.

Payment by Colour
In South Africa, just as blood for transfusion is stored, by
law, in separate bottles according to whether it came from a
white or a non-white donor, so when it comes to medical
salaries the Government divides doctors by the colour of their
skin. As well as conducting negotiations separately on the
salaries of white and non-white doctors the Government
insists on paying three different scales of salaries. Doctors
with white skins are on the top scale. The middle scale is
for those whose skins are more or less medium brown, com-
prising doctors of mixed racial inheritance called " coloureds,"
and doctors whose forebears came from Asia, called
" Asiatics." On the bottom scale are the Bantu doctors.
These are doctors whose ancestors migrated southwards from
tropical Africa over perhaps the last 1,000 years or so, speak-
ing one of the Bantu group of languages.

Salary scales based on distinctions which are an offence
to biology as much as to humanity must seem peculiarly
irksome to medical men and women. The recent disturb-
ances among the non-white medical staff of the King Edward
VIII Hospital at Durban are therefore not surprising. Resig-
nations are reported to have been threatened, handed in,
withdrawn-or not withdrawn. Then the Government made
a substantial increase in the salaries, and no doubt this helped
to assuage the doctors' sense of grievance that their salaries
were slipping behind the inflation that afflicts South Africa
as it does many other countries. But the fact remains that
doctors doing precisely the same kind of work with what is
acknowledged to be exactly comparable skill after obtaining
qualifications at the same level of attainment are paid differ-
ently according to the colour of their skin.

This inequity is of concern to doctors beyond the boun-
daries of South Africa. Sharing as they do a dedication of
service to the well-being of mankind, members of the medical

1 South African Medical Journal, 1969, 43, Supplement.

profession everywhere are joined by a sense of common
endeavour that transcends national frontiers. It is a respect-
ful amity that lives even in the stresses of war and brings into
collaboration in peacetime the medical professions of nations
whose relations are strained. Many friendly links unite the
medical professions of Great Britain and South Africa in

particular, for a high proportion of South African doctors
have received the whole or a part of their medical training
over here. It should also be noted that the Medical Associa-
tion of South Africa is, like the B.M.A., a member of the
World Medical Association and the Commonwealth Medi-
cal Association. And it deserves the full support of its fellow-
members of these organizations for having unequivocally
opposed the differentiation of salaries by skin colour.

In a recent issue of the South African Medical 7ournal'
a special supplement sets out the M.A.S.A.'s attitude to the
discriminatory salary scales in these words:

" It is the policy of the Medical Association of So th Africa,
in common with that of other national Medical Associations
which are members of the World Medical Association, that
there shall be no discrimination in regard to race, colour, creed
or sex in connexion with the practice of medicine as an art and
a science. The educational level of all doctors, regardless of
race, is according to a single standard set by the statutory
registering body in each country, and the Medical Association
of South Africa adheres to the principle that salary differen-
tiation among full-time medical personnel should be only on

the basis of grading, service and merit."

Though the four provincial administrations employ most

of the State-employed doctors and the central Government
a minority, it is the Government that lays down the discrimi-

natory policy ; the provinces must follow it. The actual

salary scales are decided by a central body, and it is perhaps
a characteristic consequence of apartheid that the scales for

white and non-white doctors are not related to each other

in any formal way. They are constructed separately on pre-
conceived notions about the requirements, living standards,
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