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Management of abnormal cervical smears

Screening by means of cervical smears for lesions that are
precursors of uterine cervical cancer has been in progress in
many parts of the world for over 20 years. The test is of
undoubted value for detecting lesions at the preclinical stage.'
Greater falls both in the incidence of cervical cancer and in the
death rates have occurred in areas with extensive screening than
in areas that are less well screened. Canada,2 Norway,3
Finland,4 Holland,s Iceland,6 and areas of Britain7 all report
such findings. Until a cure for cancer is found early detection
offers the best chance of survival. Nowadays most clinical
invasive cancers occur in the unscreened population. Un-
fortunately the value of screening programmes is limited by the
fact that those women most at risk of developing cervical
cancer are the least likely to come forward for the test.

If from the outset cell changes on a cervical smear suggest
malignancy further investigation such as colposcopy or
cervical cone biopsy is required. At least two suspicious smears
should be obtained from the patient before referral to a
gynaecologist, in case the slides have been confused in a busy
surgery or in a laboratory handling numerous smears.
No single routine can be devised for the subsequent

management of women with abnormal smears; this would be
impossible both from the cytologist's and from the gynae-
cologist's viewpoint. With so many variables, such as age and
parity, treatment must be tailored to each case. Necessarily, the
treatment given to a woman who wishes to continue child-
bearing is different from that given to a postmenopausal
woman. The young woman may have a cervical biopsy
performed. This is therapeutic as well as diagnostic if the
carcinoma-in-situ lesion is well within the lines of resection
when the tissue is examined histologically. She will require
only four to five days in hospital for the biopsy, which need
not prevent further pregnancies. Women in the childbearing
years may also be treated successfully by cryosurgery and laser
beams. In contrast, a woman who has finished childbearing is
likely to have more radical treatment, such as a total hyster-
ectomy.
The smears produced by mass screening programmes may

contain abnormal cells reflecting an underlying condition,
atypical hyperplasia or dysplasia, that falls short ofmalignancy.
At one time these lesions were thought to undergo rapid
progression to invasive and even to metastatic cancer, but this
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view has been revised: their natural history seems instead to be
one of slow evolution and some may even regress completely.
The management of women with these persistently abnormal
smears requires careful consideration and is time consuming.
Some changes may be inflammatory, when any suggestion

of underlying malignancy can be ruled out by treating the
infection before repeating the smear. Smears taken at a post-
natal examination, when the hormone balance and the state of
the epithelium at the squamocolumnar junction on the cervix
may both be relatively unstable, may contain cells that have
dysplastic features but are not malignant. If the smears are
repeated after an interval of six months to one year the
abnormality may well have gone. Abnormal smears may also
occur at the time of the menopause, only for the abnormality
to disappear a year or so later. Most women with these not-
quite-normal smears later revert to normal smears, and do not
need investigation in hospital but do have to be followed up.
Some need to be kept under observation for several years.
The burden of follow-up frequently falls on the general

practitioner; subsequent negative smears obviate the need for
further investigation by a gynaecologist. Paradoxically, as soon
as a patient's smear is reported as anything other than normal
the patient is classed as "ill," further smears are taken as "part
of a continuing course of treatment," and no fee is payable.
This disease affects mainly women of the lower income groups
with multiple partners and pregnancies-the very women most
difficult to persuade to attend clinics and surgeries-so that
practitioners may need to make home visits to obtain smears.
Less-than-enthusiastic practitioners may not be prepared to go
to such lengths.

General practitioners are paid to take smears from women
over 35 years of age or under 35 if they have had three or more
pregnancies. If these smears are unsatisfactory,8 either
because of blood or pus obscuring the cells or because of a
paucity of cells, the laboratory may request a repeat9 and the
doctor will be paid for such repeat smears. Effectively, this
means that doctors who take poor smears from women
attending their surgeries for routine examinations (the group
least likely to develop cervical cancer) are paid for taking repeat
smears, whereas doctors who follow up women at high risk and
take smears in their homes receive no fees.

Surely adequate payment should be made for the follow-up
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of all women with abnormal smears until they are referred to a
gvnaecologist for further investigation. Until then the follow-
up is a vitally important part of the screening service.
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Pseudomonas septicaemia
Pseudomonas aeruginosa is an uncommon cause of septicaemia,
perhaps accounting for 2% to 300 of all cases. Nevertheless,
when it does occur the mortality may range from 60% to 90%,
the overall rate probably having improved little in recent years
despite some encouraging results.' The dangers ofpseudomonas
septicaemia stem not only from the frequency of toxaemia and
the organism's resistance to many antibiotics, but also from the
severity of the underlying diseases in so many patients who
acquire pseudomonas infection. Commonly associated diseases
are neoplasia, hepatic or renal failure, extensive burns, and
serious injuries requiring intensive treatment, especially with
artificial ventilation. Immunosuppression and serious disease
associated with neutropenia are unfavourable factors (though
Flick and Cluff2 did not find that a white blood cell count of
less than 1 x 109/1 influenced survival) and patients with
neutropenia may respond poorly to treatment with antibiotics,
especially aminoglycosides.1
McCabe and Jackson3 classified the disease underlying

Gram-negative septicaemia into three categories: rapidly fatal
disease, such as extensive burns or acute leukaemia; ultimately
fatal disease, such as metastatic carcinoma, chronic leukaemia,
advanced hepatic cirrhosis, or severe chronic renal failure; and
non-fatal disease, such as less extensive burns and trauma. On
the basis of this classification they suggested that death was
often due to the underlying disease, and that pseudomonas
septicaemia in these patients was no more lethal than that
due to other Gram-negative bacilli. Similarly Flick and Cluff2
found that control of the underlying disease was the most
important factor influencing the prognosis in pseudomonas
septicaemia. Another important factor may be the patient's
nutritional state, as evidenced by the high incidence of
pseudomonas septicaemia in patients with burns in India as
compared with those in Britain.4

Given that pseudomonas septicaemia occurs in patients
who are already ill, the increasing range of antibiotics with a
greater or lesser effect on pseudomonas might nevertheless
be expected to improve their outlook. The fact that modern
treatment has had little effect on prognosis is a reminder of

the complexity of the host-parasite relation in such patients.
Flick and Cluff2 found that, though patients who received
antibiotics may have fared better than those who did not,
specific treatment with gentamicin, colistin, or carbenicillin
was no more effective than treatment with other antibiotics.
A similar observation was made by Baltch et at5 in that
patients with "ultimately fatal" or "non-fatal" disease had
similar death rates whether their antibiotic treatment was
specific for pseudomonas infection-gentamicin or gentamicin
plus carbenicillin-or not. Specific treatment was, however,
associated with a trend towards lower mortality in the "rapidly
fatal" group. These findings conflict with those of Bodey and
Rodriguez,' who found that 92% of patients with pseudomonas
infections (not septicaemia alone) responded to treatment
with carbenicillin but only 45%0 to gentamicin.
The conflicting findings from different centres serve to

emphasise the number of important factors that may have a
bearing on outcome: whether the patient is neutropenic;
whether the septicaemia stems from a site where eradication
of the organisms is difficult; and whether the antibiotics used
are potent enough, given in sufficient dose, and given early
enough to influence the outcome of disease.
The dosage and route of administration of antibiotics may,

indeed, be crucial. The dose must be adequate to raise serum
concentrations of the drug above the minimal inhibitory
concentration for pseudomonas, and the intravenous route is
the surest. At present, in addition to gentamicin, colistin,
and carbenicillin there are other aminoglycosides (tobramycin,
amikacin, and sisomycin) and penicillins (ticarcillin and
mezlocillin) and, just round the corner, cephalosporins,
cefotaxime and cefsulodin among others, all with powerful
effects both on their own and in various combinations against
Ps aeruginosa.

Despite the availability of these new and potent drugs the
outcome of pseudomonas septicaemia may seem likely, on the
basis of previous experience, to show little change. A clue to
one relevant factor has been given by Speirs,6 who reported six
patients with leukaemia or lymphoma, neutropenia, and
apparently trivial Ps aeruginosa skin infections who developed
septicaemia. He argued that with knowledge of their infections
antibiotic treatment should be started at once if they developed
a fever rather than waiting for the results of blood culture. All
too often in the past the finding of a positive blood culture has
come only when the patient was dying. Hence careful (and
carefully guided) bacteriological monitoring of seriously ill
patients may be rewarding ifcombined with early and energetic
use of suitable antibiotics such as tobramycin, plus ticarcillin5
or maybe mezlocillin, when septicaemia is clinically suspected,
together with treatment of the underlying disease.

Prevention should always be given priority, and (apart
from treatment of serious non-bacterial disease) two main
approaches can be taken. Firstly, good environmental hygiene
is essential, together with the use of proper isolation facilities.
Information on hygiene is available from books,7 but advice
should also be sought from the clinical microbiologist, who
can do much to prevent misdirected measures, particularly
at a time of financial stringency. Guidance was given on
isolation in a series of articles in the BMJ in 1978.8-12
Secondly, more use could be made of vaccination. Vaccines
will not be of value in patients who cannot mount an immune
response, but their worth has been shown in a controlled trial
in India, where pseudomonas septicaemia is common, on
patients with extensive burns.4 Mortality from pseudomonas
septicaemia was almost 47%0 in a control group of patients but
only 7%0 in those who had been vaccinated. Passive immunisa-
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