
sampling error (probably the most important
single cause of lack of correlation between histo-
logical and cytological findings). Negative results
ofsmear tests inwomen with cervical intraepithelial
neoplasia grade III have also been attributed to
sampling error. We believe that the argument of
progression and sampling error also applies to
many cases of mild dyskaryosis in which biopsy
specimens taken after some follow up period or at
the time of the smear test show cervical intra-
epithelial neoplasia grade III.
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EDITOR,- Lynn Hirschowitz and colleagues
conclude that in women with borderline results on
cervical smear tests the risk of developing high
grade dyskaryosis is increased. '
Though it is important to look at the cytological

implications of minor degrees of cell abnormality,
the possibility of their wider implications may be
numerically even more important to women and
their partners. Those involved in women's health
care are familiar with the fact that many women
regard a negative smear test result as meaning that
all is well in their reproductive tract but that a
positive one is seen only in terms of precancer (or,
sadly, incorrectly as cancer.)

Infections which may be detected in a cervical
smear were mentioned. However, Chlamydia
trachomatis and Neisseria gonorrhoea infections are
not diagnosed with a cervical smear. Infections
often coexist, so that treatment for those detected
cytologically may not be appropriate.

In a study of the feasibility of screening for
chlamydial infection at the time of the routine
cervical smear we found that 13 5% ofwomen with
an adequate smear whose result was reported as
other than negative were positive for chlamydia,
compared with 3-9% of those with a normal
cytological result. Rates of chlamydia infection
in women with smears showing inflammatory
changes or those showing dyskaryosis were not
significant.2 However, our rate of 27 8% of women
with smear test results bordering on dyskaryosis is
significant. We are looking at the smears of large
numbers of women with chlamydial infection but
not recognising the infection. As this infection has
such important sequelae for women, their partners,
and their children the clue offered by the abnormal
and, perhaps, especially the borderline cervical
cytological report should not be overlooked.
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EDITOR,-Lynn Hirschowitz and colleagues refer
to the increasing incidence of women with minor
cytological abnormalities and emphasise the

importance of close cytological surveillance of
these high risk women.' We believe that this is
particularly relevant to women who are, or have
been, immunosuppressed. Immunosuppression is
a high risk factor in the development of cervical
intraepithelial neoplasia, being reported in
patients with renal transplants receiving long term
azathioprine and in patients with lupus erythema-
tosus and sarcoidosis receiving long term steroids.2
Female patients with Hodgkin's disease are at
increased risk of developing cervical intraepithelial
neoplasia.3 Patients with Hodgkin's disease also
suffer from an increased incidence of viral infec-
tions, with a higher than normal proportion of
these patients having human papillomavirus
infections of the cervix.24 Women with human
papillomavirus infection have a 15 6-fold increase
in risk of developing cervical intraepithelial
neoplasia grade III, which increases to 38-7-fold
increase if they are under the age of 25.56
We reviewed the cervical smear results obtained

over the past five years from 73 women (mean age
36) currently under review for lymphoma who had
had, or were having, chemotherapy; 36 had had a
cervical smear test performed for the first time
more than two years after completion of the
chemotherapy. Five (14%) of these 36 smears were
abnormal: two showed severe dyskaryosis, two
mild dyskaryosis, and one borderline nuclear
abnormalities. Cytological features suggestive of
infection with human papillomavirus were present
in two smears. Despite the small numbers the
percentage of women with dyskaryotic smears is
much higher than expected. Thirty seven women
had not had a cervical smear test after completing
the chemotherapy.
There is no policy to encourage young women

who are, or have been, taking immunosuppressive
drugs to have cervical smears. Their review is
generally left to their general practitioners, who
on average recall these young women once every
three years. The increased incidence of cytological
abnormalities and the high number of unscreened
women in our study prompt us to suggest that
this needs to be reviewed. Only with adequate
screening for these patients, who have already
survived one malignancy, can a second preventable
tumour be avoided.
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Tuberculosis contact tracing
EDITOR,-We read with interest the paper by
S F Hussain and colleagues' and agree that non-
adherence to contact tracing guidelines2 may lead
to unnecessary screening and follow up. We were
concerned, however, by their suggestion that
prolonged follow up seems to be unnecessary in
districts with small immigrant populations. In a
review of contact tracing procedures in Leeds we
found that the late diagnosis of tuberculosis in non-

Asian contacts remains a significant problem. I

During 1983-7, 42 (8%) out of 555 cases of
tuberculosis were dignosed by contact tracing. Of
the 42 cases diagnosed by contact procedures,
eight (19%) were diagnosed six months after the
initial visit to the contact clinic and four (10%)
more than a year after the first visit. Although
Leeds has a significant Asian population and 130
(25%) out of 513 index cases were of Asian origin,
only five (12%) of the 42 cases diagnosed by contact
procedures, and two out of the 12 diagnosed late,
were of Asian origin. We believe that it would be
inappropriate to reduce the duration of follow up
ofHeafpositive contacts of source cases with smear
positive tuberculosis, who should be followed up
for at least two years.
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EDITOR,-The article by S F Hussain and col-
leagues implies that there may be "overkill" in
contact tracing procedures in South Glamorgan.'
Some of their arguments need further discussion.

(1) It is impossible to gauge how infectious a
sputum smear positive index case is before contact
tracing to determine how many contacts have been
infected or have developed disease. (2) Infection
(that is, tuberculin conversion) is a better guide to
the infectivity of an index case than numbers who
have developed disease at initial screening; the
authors attach little importance to this in their
discussion. (3) The authors discuss savings in
terms of reducing contact clinic sessions. It is
important that a rapid response for contact tracing
is available in each district however infrequent
cases of tuberculosis may be. It is therefore im-
portant that some provision for a regular clinic
(preferably weekly) is maintained.
Our contact tracing clinic in Liverpool also

provides screening for immigrants and a BCG
service to travellers and other risk groups. The
number of cases of tuberculosis have been in-
creasing in England and Wales since 1987 for
reasons which we do not fully understand. It is
important not to drop our guard in the vital area of
contact tracing as a provision for disease control.

P D 0 DAVIES
South Liverpool Chest Clinic,
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Hazards of transmission ofHIV
during invasive procedures
EDITOR,-In his editorial on the hazards of trans-
mission of HIV during invasive procedures'
D J Jeffries fails to highlight two critical recom-
mendations in the report by a working group of the
Royal College of Pathologists.2 The working group
called for the urgent development of a policy on
following up patients who may have been exposed
to HIV through invasive procedures' and for
further research on three fronts: to correct de-
ficiencies in the data relating to the frequency of
and risk factors for occupational and patient
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