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Colposcopy and cytology

SIR,-The edition of 23 May highlighted the
current dilemma in colposcopy and cytology
with four articles approaching the subject from
different angles: Professor H Fox's leading article
(p 1307), the article by Dr H C Kitchener and
others (p 1313), Dr Jane Chomet's Practice
Research article (p 1326), and the Lesson of the
Week by DrM J Campion and colleagues (p 1337).
As a cytologist, I would endorse Professor Fox's
opinion that standardisation of terminology in
cytology is important, but this would do little to
alter the basic problem, which is the borderline
("atypical") smear in patients with preneoplastic
lesions (cervical intraepithelial neoplasia grade 2
or 3).
Few would disagree that colposcopy should be

more widely available, but surely no one can
envisage its use as a screening test. The provision
of training for new colposcopists, whether in
general practice, family planning clinics, or
genitourinary medicine clinics, will, at least
initially, increase demands on colposcopy centres.
In addition, the spin off effects of expansion will
increase the workload of cytology and histo-
pathology laboratories as well as that of primary
care doctors responsible for follow up.
A cytological report recommends a course of

action in local conditions. If the colposcopy clinic
has a four month waiting list (which may be
undesirable but is not unknown) or there is no local
colposcopy service a repeat smear may be a more
reasonable course of action than referral in the first
instance for borderline changes.
The present state of disarray can be resolved

only by closer links between colposcopy and
cytology, with the colposcopist indicating to the
cytologist what advice he considers to be most
appropriate (partly depending on what numbers
the colposcopy service can cope with). Various

other factors, including correlation of cytological
and histological findings, are necessary to
determine the optimum advice so that patients may
not develop invasion lesions. In view of the
apparent trend towards "false negative" cytology
- that is, borderline changes - in cervical
intraepithelial neoplasia grade 2 or 3 such advice
cannot be a static decision but must constantly be
reviewed.

JOCELYN IMRIE
Monklands District General Hospital,
Airdrie ML6 OJS

SIR,-Dr Jane Chomet and DrH C Kitchener and
colleagues each report a year's experience of
colposcopy in general practice and family planning
clinic settings, respectively. In the same issue
Dr M J Campion and colleagues emphasise the
increased risk ofinvasive cervical cancer associated
with human papillomavirus infection and suggest
that such disease may be the earliest stage of
cervical intraepithelial neoplasia.

Genital wart virus infection is the third com-
monest sexually transmitted disease in the United
Kingdom after non-specific genital infection and
candidal infection, yet in neither of these colpo-
scopic studies did the authors assess the history or
prevalence of wart virus infection. If this aspect of
cytological changes in the cervix is not appreciated
and appropriate action taken the burgeoning threat
of cervical cancer will continue to grow.
The increasing prevalence ofprecancer in young

women is faced principally by departments of
genitourinary medicine, where training in colpo-
scopy has been an integral part of higher specialist
training for the past two years, and clinics have
been operating in several centres for much longer.
Our-waiting list for colposcopy at the West London

Hospital, where we run three clinics a week, is now
six months. More resourmes are needed urgently.

B A EVANS
West London Hospital,
London W6 7DQ

Early onset pre-eclampsia: recognition of
underlying renal disease

SIR,-Dr B U Ible and coworkers (10 January,
p 79), described 84 women with pre-eclampsia
before 37 weeks' gestation, noting a high degree of
recurrent hypertension in subsequent pregnancies
and, surprisingly, the presence of chronic renal
disease or essential hypertension in 90% of the
subjects. In two thirds of these patients the lesion
was glomerulonephritis, usually ofthe IgA variety.
We wonder whether these data represent a selected
population, perhaps relating to the referral pattern
of the University of Melbo4rne renal department.
One of us (LCC) followed the clinical course of

270 women surviving eclampsia (the convulsive
phase of the disor$er) between 1931 and 1951, and
most of these women were re-examined periodic-
ally for almost 40 years.'2 Unfortunately, the
prenatal records did not always reflect when the
disease started, but we ascertained that it was
before 36 weeks' gestation in at least 42% of the
women. (As eclampsia represents a severe stage of
the disorder it is reasonable to assvme that many
more hd had hypertension for some weeks before
the putative convulsion.)
When urine samples from 174 of these women,

still alive 23-43 years after the eclanptic gestation,
were examined for protein only four yielded
positive results. Of the % who died, 17 had a
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history of proteinuria. These data confirmed an
earlier follow up study published in 1941, in which
measurement of specific gravity, proteinuria, and
urea clearances was used to survey 165 women
who had had eclampsia: 94% had normal renal
function.3 Assuming that only a third of all the
above cases (a probable underestimation) had
early pre-eclampsia, we would have expected more
evidence of compromised renal function if the
incidence of underlying parenchymal kidney
lesions were as high as suggested by Dr Ihle and
colleagues.
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FIG 1-Distribution of birth weight of 157 infants in
relation to gestational age. Different diseases identi-
fied by renal biopsy examination are illustrated. The
10th, 50th, and 90th centile growth curve lines were
adopted from Lin C-C et al,5 AmJr Obstet Gynecol, by
permission.
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all live infants. Lines represent mean weight (1 and
2 SD) of 25 608 live births at university hospitals of
Cleveland between 1958 and 1968. From Katz AI
et al,6 Kidney mIn, by permission.

The second of us (MDL) reported on the
gestational course and remote prognosis of over
150 women in whom the aetiology of their hyper-
tensive complications of pregnancy was deter-
mined by postpartum renal biopsies.4'5 Fig 1 shows
fetal weight and outcome in relation to the biopsy
diagnoses. Most of the women who delivered
before 37 weeks' gestation had the renal lesion of
pre-eclampsia alone. When women with known
renal diseases were studied (fig 2) most delivered
after the 37th week. Choice ofwho should undergo
biopsy, even in centres with liberal criteria, is
usually quite selective, often based on an unusual
facet of the case; thus the degree of underlying
renal disease in our patients with pre-eclampsia is
probably overestimated.

Finally, Dr Ihle and coworkers are to be con-
gratulated as they have elegantly confirmed the
dictum that women with early and severe pre-
eclampsia represent those most likely to harbour
other diseases (usually essential hypertension later
in life.) Furthermore, this is the group most likely
to have recurrent hypertension in subsequent
gestations (the severity of which is not predict-
able). We disagree, however, with the contention
that 90% will have another disorder, believing that
in fact most will still have pure pre-eclampsia and
that most of the subsequent pregnancies will be
quite successful.

MARSHALL D LINDHEIMER
University of Chicago

LEON C CHESLEY
Downstate Medical Center,
University of the State ofNew York
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Hospices for children?

SIR,-The excellent leading article by Dr T L
Chambers (23 May, p 1309) emphasised the desira-
bility of caring for terminally ill children at home.
In Gloucestershire over the past 10 years nearly all
children dying of cancer and leukaemia have been
nursed at home by their- parents supported by the
paediatric team who were responsible for the
child's treatment. The paediatric team of con-
sultant, clinical assistant, day care nurse, and,
more recently, domiciliary paediatric oncology
nurse work with the primary care team to provide a
24 hour service for advice and domiciliary care.
The parents always need a great deal of support
and may need a member of the team to be present
at the moment of death. For the small group of
parents who wish the child to. be nursed in the
hospital we have recently furnished a family flat
near to the children's wards, where they can look
after their child with the close support of the
hospital staff.

Increasing numbers of children with life threat-
ening illnesses are receiving all their medical care
in regional centres, which may be many miles from
home. Treatment often lasts for several years,
and the parents and children become completely
dependent on the regional centre for medical care
and emotional support, during which time the

district paediatrician and family doctor become
strangers to the child, the family, and the illness.
When the child becomes terminally ill it is very
difficult for the regional centre to provide the
necessary support for parents to look after their
dying child many miles away, yet it is only with
such support that many parents will feel able to
look after their child at home.

In Gloucestershire we have worked with
the regional paediatric oncology centre at Bristol
to provide a system of shared care that seems
to have overcome these problems while main-
taining the undoubted benefits of centralised
care. All children with cancer and leukaemia are
under the shared care of a regional paediatric
oncologist and the district paediatric oncology
team led by one consultant and clinical assistant.
Much of the treatment is given locally, yet the
regional specialist sees the children in monthly
clinics, makes all strategic decisions, and is always
available for counselling and advice. The district
team is experienced in delivering treatment locally
with minimal disruption to family life and school-
ing and in the event of terminal illness gives the
domiciliary care and support to enable the child to
be nursed at home.

DAVID STEVENS
MARIE OWEN

Gloucestershire Royal Hospital,
Gloucester GLI 3NN

SIR,-I wholeheartedly agree with Dr T L
Chambers's view that institutional arrangements
for the care of dying children are second best to
home care (23 May, p 1309).
Dying children differ from dying adults in that

they are more portable and thus more easily
nursed, have (usually) two ablebodied parents to
care for them, and have fairly brief periods of
incapacitating terminal illness, often attending
school up to a few days before death. On these
grounds alone the necessity for institutional care is
less than that in adults.
Most families are frightened and feel unable to

cope when faced with the prospect of their child
dying at home. Time for honest discussion of fears
and to dispel myths, however, invariably results in
a very satisfying and even joyful experience. This
can be achieved only by sound teamwork and
liaison among all health care workers.
Many primary care teams have little experience

of caring for a dying child as death in childhood
is fortunately rare. Hospital based community
nurses are invaluable in providing continuity of
care between hospital and home and updating the
home care team in the use of modern technology
(syringe drivers and central venous lines, for
instance) as well as in pain control. Many nurses
provide this and other services, such as babysitting
and night care, on a purely voluntary and unofficial
basis. Such visionary and ideal practices are often
hampered, primarily by lack of funds but also by
bureaucratic rigidity.

If institutional care is necessary most children
(and families) would choose a familiar hospital
ward. In this case even a busy acute ward can be
made to feel as much like home as possible with
thought and imagination, This sometimes requires
the devious practice of ensuring that the nursing
hierarchy are absent when a beloved bouncy
golden labrador pet is brought in or enabling secret
cooking sessions in the ward microwave oven for a
midnight feast.

Mother Frances has said that hospice care is a
philosophy, not an institution. It is a pity that
the general public prefers to make its emotional
response to dying children by putting money into
bricks and mortar rather than supporting the
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