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family practitioner committees would assist this. Such linkage is of
course essential if active call and recall systems are to be imple-
mented to initiate screening. Linkage between districts to maintain
continuity when patients move is also necessary.
To ensure effective and efficient management of all women found

to have abnormalities on screening must be a priority, even before
attempts to extend the coverage of first or subsequent screening
examinations. We find our results disquieting as we believe the
situation in Nottingham is likely to be better than in many other
districts. Indeed, even to show the difficulties of follow up requires a
fairly good records system. Most of the problems could be overcome
by an appropriate computer based records system being set up in the
cytology laboratory, linked ideally to family practitioner committee
records, and some modifications in the ways cervical smears are
requested and reported.

We thank the patients, the general practitioners, and medical records and

cytology staff for their help; Mrs Jean Cunningham for help in interviewing;
and the Nottingham District Health Authority for financial support.
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Organisation of a programme for cervical cancer screening

ICRF COORDINATING COMMITTEE ON CERVICAL SCREENING

There are now good grounds for believing that a well organised
programme of cervical cytological screening would lead to a
substantial reduction in mortality from invasive cancer of the
cervix. l'5 In those Scandinavian countries that have such a
programme the incidence of invasive disease has fallen by up to
half of 1965 levels while otherwise similar countries without
organised programmes (including the United Kingdom) have
experienced either a negligible fall or a rise over the same period,
despite a similar number of smears taken per woman. Neverthe-
less, Britain has a well designed policy for cervical screening
centred on the proposal that all women in the age range at risk
should be examined at five year intervals. The central policy could
be implemented within the existing resources devoted to screening
if there were an effectively managed screening programme.6

Hitherto all that has been done is to publish the policy, provide
arrangements for recalling at five year intervals those women who
have had a smear, and try to discourage the too frequent
examination of younger women by restricting payment to GPs to
those examinations that conform with the policy on age and
frequency of screening. These arrangements have not been very
successful: most smears have been taken from young women with
a recent history of previous examination, while many older women
have not been screened at all, and there remains a particularly poor
coverage of those who are known to be at particularly high risk.-
We think that the time is opportune to recommend a more

organised and systematic approach to cervical screening. The
timing of such a proposal is enhanced by the decision to
discontinue the national recall scheme and by the development of
computer based administrative procedures for family practitioner
committees.

The particular problems

At present screening tends to be applied differentially to women
at least risk of developing cervical cancer while leaving those at
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high risk largely unscreened. The considerable published work on
the reasons for this may be summarised as follows:

(a) most cytological examinations are performed during
examinations carried out for obstetric or contraceptive purposes
and women in the age range of maximum risk (40 and over) are
therefore relatively neglected.

(b) the length of the prescribed screening interval and the lack of
clear and well publicised arrangements for undergoing examina-
tion lead to women neglecting or forgetting to obtain a smear.

Nevertheless, there is no good evidence that women in the high
risk categories are reluctant to accept examination if suitable
arrangements are made.

Desiderata of a successful service

Examination of the successful Scandinavian screening pro-
grammes based on the use of updated computerised listings of the
target population, an initiative from the service to arrange
appointments for examination, and properly managed arrange-
ments for further investigations of abnormal cytological findings,
suggests that a successful service has at least seven requirements:

(1) adequate resources for taking, examining, and reporting on smears;
(2) arrangements for making and keeping appointments for examina-

tion;
(3) arrangements acceptable to women for the actual taking of smears-

for example. the availability of choice between one's own GP or a clinic
staffed by women;

(4) an updatable listing of women in the target population which can
achieve complete initial call of all eligible women and ensure regular recall;

(5) an informed client population whose members know and understand
the function of the procedure;

(6) a continuing scrutiny of the records of examinations to ensure that
appropriate actions are taken on the results;

(7) the ability to monitor the efficiency and effectiveness of the
programme and to adjust policies and procedures accordingly.

The requirements are not unlike those for a well managed
programme of immunisations for infants and young children, for
which computer aided management has been very successful. All
that has been lacking is a suitable database.
The computerisation of the family practitioner committee lists

of GPs and patients offers a potentially useful database in England
and Wales. A much less satisfactory database might eventually be
compiled from the records of those who have already had cervical
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cytological examinations. Computerisation of family practitioner
committee databases is likely to be complete much sooner-
probably in less than ten years-and these databases have the
potential for being up to date on addresses.

Suitable software has already been written for a variety of
hardware systems and management procedures. The principal
problem is to render the various systems compatible.

Groups concerned and administrative structure

District health authorities have the responsibility for running an
efficient cervical cytology screening system, but we believe that
this will best be achieved by a computerised system based on the
registers of family practitioner committees. Pilot schemes are
being developed in several centres which have considerable
experience in this subject.8 We hope that these will act as catalysts
for a national programme throughout England and Wales.
GPs now perform most cervical smears and are the direct link

with women who use the service. GPs need to be convinced of the
efficacy of cervical screening and need help in implementing a call
and recall system within their own practices. It may be useful to
provide refresher courses on the procedure for taking a smear for
both doctors and practice nurses. Professionally produced video
films might prove an important method for disseminating informa-
tion widely, not only for doctors but also for nurses, practice
managers, and patients.
Each GP should receive data regularly in simple format to enable

self assessment. Facilities should exist for patients of GPs who do
not wish to offer the service and for women who prefer not to use
their own GP for this purpose. Adequate completion of screening
forms is of paramount importance and it is justifiable that item of
service payments should depend on this. It should be possible to
dispense with separate claim forms and GPs could be paid directly
from the screening forms.

Undoubtedly the institution of a call system will result in an
initial increase in workload for laboratories. Gynaecologists will
also receive more referrals. A national plan must allow for a
transitional period while the service is phased in. Initially the
programme should concentrate on ensuring that every woman has
at least one smear after the age of 35, since the first such smear
conveys the greatest potential benefit. Over the longer term the
system should lead to a reduction in workload by discouraging
unnecessary smears.

In the pilot schemes the database is generated from the
computerised family practitioner committee age-sex register.
Patients receive a personal invitation, requiring a reply, either
directly from the family practitioner committee, from the district
health authority, or through their own doctor offering a choice of
appointments for a test.
Once taken, the smear and its accompanying form are sent to the

laboratory to be read. The results are reported to the family
practitioner committee, which updates the computer file and to the
GP (either directly or through the family practitioner committee).
The GP informs the patients of positive results and arranges any
desirable further action. Negative results may be communicated
directly to the patients. Safeguards are built into the software to
protect patient confidentiality.

Software system

The Exeter FPS Computer Unit, funded by the Department of
Health and Social Security, has developed a MUMPS based
computerised cytology module for family practitioner committees,
which we think meets all relevant requirements.* It may be run
independently as a stand alone system or as a part of a full family
practitioner committee registration system. It incorporates a

* Full details are available from R H Fisher, Exeter FPS Computer Unit, Bowmoor
Annexe, Royal Devon and Exeter Hospital (Wonford), Barrack Road, Exeter,
Devon EX2 5DW. Tel: Exeter (0392) 78315.

facility for call as well as recall, allows many criteria to be
determined locally, and has a comprehensive range of features.

Suitable documentation exists to help district health authorities
plan implementation of the system according to the particular
criteria for call and recall which they may feel desirable.
The system may be monitored at regular intervals to ensure that

it operates as efficiently as possible. This includes an evaluation of
the response rate to invitation, attendance rates, women's prefer-
ence for specific venues, adequacy of specimens, and monitoring
the follow up of positive smears. Additional facilities to permit
interface with cytology laboratories and to monitor the incidence of
dysplastic and invasive lesions on a population basis are now being
developed.

Costs

The cost of introducing a system will arise from the following:
the cost of hardware; the cost of starting up the system; the cost of
additional clerical effort; and other (non-staff) revenue costs
implicit in a computer system.
The choice of hardware will depend on the organisation of the

system within individual family practitioner committees. There
are three possible options-a stand alone system, a full family
practitioner committee registration system for women only, or a
full family practitioner committee registration system for both
sexes. Although the stand alone system would have a short term
application, it is a less attractive proposition in the longer term
because of its inflexibility.

For a total population of 750 000 a family practitioner committee
might buy sufficient hardware for the full family practitioner
committee system for both sexes for between £90 000 and
£110000. Start up costs would be an additional £60-70 000. The
annual running costs of such a system would be about 15-17% of
the capital outlay. These systems are designed to run with no
expert computer staff in a family practitioner committee.
With the exception of stopping the population from smoking,

cervical cytological screening offers the only major proved public
health measure for significantly reducing the burden of cancer
today.
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What is the causefor the unequal development of breast in an 11 year old
girl ? The left breast is nearly half the size of the right one and she is
embarrassed when wearing a swimsuit or T shirt. Is treatment recommen-
ded ?

Asymmetrical breast development is usually physiological. Exception-
ally, one breast may have completely developed before the other begins.
It is assumed that clinical examination has shown no other abnormality,
such as absence of the sternal head of pectoralis major, which may be
associated with ipsilateral aplasia or hypoplasia of the breast. If no
such condition is present the girl should be reassured that the size of
the smaller breast will catch up with the larger. If morale remains low
an insert could be worn inside the brassiere or swimsuit.-R W
SMITHELLS, professor of paediatrics, Leeds.
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