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screening measures. Education begins at
school, and repetition is the key to success.
Much useful information on screening could
be delivered at school. It would educate not
only the impressionable young audience but
also through them their parents and in the
future their own children.
The present system of informing our women

patients of the need for cervical smears,
explaining the results, and informing the
patient of the results is a shambles. No uniform
approach exists. A health check card is needed
for each and every woman. An explanation
should be included, together with the details
of all cervical smears taken, their results,
and the next date for a test. I use such a card
now. Every patient who has a smear should
be brought back after, say, six weeks to the
centre which took the smear to have the re-
sults explained and entered on the card.
The present terrible system is for most
centres to tell the patient: "We will write to
you if something is wrong." This is where the
system goes wrong and this is costing the
lives of our patients, who are not aware of the
need to find out their results and to arrange
a future test.

JANE CHOMET
London N8 8HJ

SIR,-The Imperial Cancer Research Fund
Coordinating Committee on Cervical Screen-
ing's report on cervical cytology screening (6
October, p 894) is welcome, especially for its
comments on the need for a system for calling
up eligible women and for ensuring that
action follows on abnormal results, but the
computer based system that is proposed can be
considerably simplified.
Each family practitioner committee already

has a need to maintain an updated list of names
and addresses of all patients registered with
GPs in its area, and a computer data base is
ideal for this purpose. If it is accepted that
call up of all women at certain ages should
replace the now outmoded recall system then
little in the way of additional hardware and
software is needed to achieve this. Further-
more, there is no real need to take into account
previous medical or screening history and
provided that ages of call up are standardised
throughout the country (at, say, 25, 30, 35,
and so on) it makes no difference if in the
interim a woman moves from one family
practitioner committee area to another.
At the same time the cytology laboratory

has a need to maintain a cumulative record of
findings for every woman with a cytological
abnormality; this is required both for formu-
lating advice to clinicians and for internal
quality control purposes. Cumulative records
are commonly kept on file cards, but this could
almost certainly be done more efficiently with
the aid of a computer. With this and with
relatively simple software the laboratory is in a
position to inform the general practitioner if a
necessary follow up smear or biopsy specimen
has not arrived within a reasonable time.
This function can be carried out without
reference to the family practitioner committee
and there is no need to report smear results
to the family practitioner committee. Risks
to confidentiality are also reduced.

If this division of responsibility is accepted
then problems of compatibility between the
family practitioner committee computer and
the laboratory computer are no longer of any
concern. Each can adopt the hardware and
software most appropriate to its needs. The

divided system would not allow the family
practitioner committee to send repeat call up
letters to those women who decline the first
invitation, but the value of so doing is question-
able and excessive zeal might be counter-
productive if it were taken to imply compul-
sion. Problems would arise occasionally with
women who transfer from one GP to another
following an abnormal smear, especially if
they move to another family practitioner
committee area, but it is doubtful if such
problems could be solved in any case without
recourse to manual methods of transmitting
data. Against these disadvantages should be
set the advantages of a simplified divided
system, which in all probability could be im-
plemented more quickly and operated more
easily.

GEORGE PHILIP
Department of Histopathology,
Kingston Hospital,
Kingston, Surrey KT2 7QB

SIR,-Having stained my first Papanicolaou
smear in 1938 I find it sad to read Dr Jocelyn
Chamberlain's leading article. The valuable
retrospective study of Dr M E L Paterson
and others underlines the need for excel-
lence at the microscope and the fallacy of
assuming a long interval between the "pre"
and "invasive" stages, especially in younger
women.
The unit in which I served in Birmingham

had the target of establishing an efficient
model-that is, under one roof clinical care,
cytology (including a teaching school), patho-
logy, and treatment. We achieved a follow up
rate over the years of around 900'. The
cancer wards were gradually emptied of
cancer of the cervix.
Why have we with the finest health service

in the world failed nationally? In my view
our leaders with the purse strings at the
DHSS never had any intention of facing the
cost of prevention including the very ex-
pensive cost of continuing propaganda in the
media. Patient "resistance" can be overcome
by a good doctor. In a study of this problem
in Birmingham we found to our surprise
that invitations to take the test at a large
local factory were unsuccessful until we put
the invitation in the husband's pay packet.

It is good that at last well endowed re-
search groups, such as the Imperial Cancer
Research Fund, have set out a "this is how
you can achieve the elimination of cervical
cancer" programme (6 October, p 894). The
key as ever is the familv doctor and his
desire to prevent a most miserable and lethal
form of cancer in that most important citizen
-mater familias.

HUGH CAMERON MCLAREN
Birmingham B15 2UP

SIR,-The paper by the Imperial Cancer
Research Fund Coordinating Committee on
Cervical Screening on the organisation of a
programme for screening complements a
recent DHSS circular (HC(84)17). Both papers
emphasise the view that priority should be
given to screening patients over 35 at no more
than five yearly intervals. Dr Jocelyn
Chamberlain concedes that individual doctors
whose priority is individual patients may
prefer to recommend a shorter rescreening
interval.
As all doctors are trying to do the best for

their patients surely they will want to recom-
mend shorter rescreening intervals. None of
the five papers on various aspects of cervical
cytology screening considered the implication
of treatment of abnormal smears. It might be
assumed from some of these papers that it
matters little whether the disease is found at
an early preinvasive stage or when invasion
is well established in the older women. Clearly
it is, however, a matter of profound economic
as well as humanitarian importance that the
disease be detected when simple outpatient
treatment will be effective. Diagnosis at such
a stage will avoid the suffering and expense of
the radical surgery and radiotherapy required if
the diagnosis is delayed.
The DHSS circular advises: "The aim of a

cervical screening programme is to reduce mor-
tality from cervical cancer by identifying the
early signs of the disease while still in the pre-
invasive stage." In the Cleveland colposcopy
clinic 365 of 461 patients (77%' ) with cervical
intraepithelial neoplasia grade III were under
the age of 35. How can this observation be
compatible with advice to reduce screening
efforts in this age group? Of perhaps more
concern is the observation that 47% (14/30)
of recent cases with invasive cancer were
also under 35. Seven of these younger patients
were asymptomatic and detected on "routine"
cytology. Disturbingly five of these had had a
previous negative smear within three years and
were therefore diagnosed by "illicit" smears
which the DHSS advises us were unnecessary.
Dr Chamberlain states that a five year

rescreening policy concentrating on the over
35 year old patients is based on cost con-
siderations, and no one working in the NHS
today can be unaware of the need to make
cost effective decisions. Many doctors are,
however, perturbed by the increasing number
of young women with invasive cervical
cancer. We are failing to prevent this alarming
trend, and the recommendation to reduce
screening efforts in this age group seems
completely inappropriate.

RAY GARRY
South Cleveland Hospital,
Middlesbrough, Cleveland TS4 3BW

Home births

SIR,-The findings of Ms Rona Campbell and
others confirm the success of the present
policies of consultant obstetricians and general
practitioners for home delivery (22 Sep-
tember, p 721). The perinatal mortality of
67 5/1000 births planned for consultant units
but taking place at home is very high. Every
possible measure must be taken to ensure
hospital delivery for these mothers.
The perinatal mortality among planned

home births that took place at home of4 1/1000
is commendably low, but it must be empha-
sised, as Ms Campbell and others did in their
final paragraph, that this figure does not
include those mothers transferred from home
to hospital after the onset of labour. If these
transfers were to be included the authors guess
that the mortality may be doubled to 8/1000.
Some hospital units, which take high risk
groups, are already achieving this figure. It is
therefore important to look at all the factors
that have improved perinatal mortality rather
than isolate and emphasise home delivery.

It would be misleading and potentially
dangerous to quote the figure of 4 1/1000 for
"home deliveries." Should the pressure for
home delivery continue to grow mare poten-
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