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Tomlinson reports on London

Ifpeople have better ideas they mustjustify them with reasoned argument

Sir Bernard Tomlinson and his team have produced a cogent, argues that wholesale improvement in general practitioners'
well argued report (p 1045). l If implemented it will clear the premises is required and recommends a review of the cost rent
ground for the combined health services, medical education, scheme. Extending the powers of family health services
and research strategy that London has lacked for 100 years. authorities is also advocated to increase their ability to plan

Sir Bernard had the unenviable task of recommending staffing needs and to commission the full range of primary
which of London's hospitals should close. In doing so his logic health care services. These recommendations are welcome, as
is more compelling for some places than for others. The is Sir Bernard's emphasis on urgently improving services for
merger of St Thomas's and Guy's Hospitals on one site makes people with mental illness in the capital.
sense, so long as the hospitals are put under a combined Although London emphatically needs a remedial pro-
management that can weld a new unity, with no hint of gramme to bring its primary and community services up to
takeover. In west London the arguments are murkier, with the level of those of the rest of the country, Sir Bernard's
any considered view of Hammersmith Hospital's future role recommendations concentrate too much on premises and not
conspicuously absent from the equation. In the north and east enough on what happens inside them. Bricks and mortar and
he rates University College's strong science base more highly bureaucratic tinkering will not be enough: London also needs
than the might of St Bartholomew's history and tradition, but a full scale development programme for primary health care if
Barts will not go quietly and a fight to the death is certain. the recommended shift from hospital to community based
The outcome of this and the other struggles for survival is services is to come about. Improvement will not simply mean

hard to predict, but, whatever happens, the Tomlinson report more of the same: developments will have to go beyond the
has made it clear that the status quo is not an option. This scope of the traditional general practice, community nursing,
year, Sir Bernard estimates, London's ailing hospitals are £50 and outpatient services, which have served London poorly in
million in the red: with deficits at the combined University the past. Various imaginative schemes will need to be tried
College/Middlesex Hospitals running at £1 million a month and evaluated if progress is to be made in relocating a
his figure looks conservative. Unless action is taken financial substantial proportion of hospital outpatient work and other
support would have to increase each year, and haphazard services within primary health care. Building the capacity to
reductions in services across the capital would worsen. With do this means investing in service development. It also means
high fixed costs and current budgetary constraints, concen- encouraging doctors from across the spectrum of primary and
trating resources on fewer sites will buy more services. secondary care to collaborate on doing things differently.

Given this, squabbling over whether or not all Sir Bernard's It is vitally important for public confidence that this takes
plans for merging and closing hospitals are the best available place and that it is seen to be effective. Londoners are already
is a distraction. They are of the right order of magnitude, and understandably cynical about the proposals: for most people
if people have better alternatives they must justify them with it is genuinely hard to see how closing hospitals could improve
reasoned argument. If change on this scale does not take place health services. Without hard work-and real cash-to
a serious deterioration in London's health services is inevit- develop new approaches it will be difficult to maintain that the
able, and with it a decline in London's position as an changes amount to anything other than another round of cuts.
international centre for medical education and research. Given this, the report is disturbingly light on financial

But the rationalisation programme must not be simply detail. The £140 million investment it recommends will be
about closures. The newly established London Implementa- insufficient to bring about the rags to riches transformation of
tion Group will need to make strenuous efforts to consolidate primary care that London needs. Reshaping hospital services
and strengthen specialty services and to locate them in away will also take substantial sums up front: the changes to
that reflects Londoners' needs rather than institutional University College Hospital alone will cost in the region of
priorities. A robust plan for accident and emergency services £130 million. The secretary of state will have to find the
in central London is also urgently required if the plan is to cash at a time of tight controls on public spending. Although
command public confidence. large savings will eventually result from the sales of sites and
Tomlinson emphasises that substantial improvements in more efficient delivery of services, substantial amounts of

the capital's primary and community health care are needed if pump priming money are needed initially.
Londoners are to get a better deal from services. He rightly For the secretary of state and the London Implementation
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Group these radical changes mean fighting on three fronts.
The first will be a battle within Whitehall for the resources
to do the job properly, in a way that really will mean
improvements for Londoners in the next century and a
strengthening of the city as an international centre for
research and medical education. The second will be with the
managements and workforces of individual institutions, most
ofwhom recognise that changes are needed but cannot accept
that these must affect them. The third is with streetwise and
sceptical Londoners, all of whom identify with "their"

hospital and have profound reservations about the proposed
changes. With the publication of Tomlinson's report these
battles have just begun.
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Director,
London Initiative,
King's Fund, London W2 4HS
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Mild cervical cytological abnormalities

Cytological surveillance replaces immediate colposcopyfor mildly dyskaryotic smears

Should women with mild cervical cytological abnormalities be
referred for immediate colposcopy and treatment if necessary
or be kept under cytological surveillance? Only randomised
controlled trials can provide the definitive answer, and these
are under way. Until their results are known the evaluation of
different protocols depends on studies that have been less
than ideal. Backed by the relevant professional bodies, a
workshop has recently drawn up guidelines based on the best
available evidence.'
The workshop concluded that women with smears showing

moderate or severe dyskaryosis should be referred for imme-
diate colposcopy. Women with minor cytological abnormali-
ties (such as borderline or mildly dyskaryotic smears) and
cervices that look normal should have a repeat smear
six months later and colposcopy if this smear shows any
abnormality. These recommendations depart substantially
from those made in 1987, which favoured immediate col-
poscopy for all women with abnormal smears (while accepting
cytological surveillance for mild abnormalities in districts
without colposcopic services).2

Surveillance, however, has its critics. They cite cross
sectional studies showing that smears often underestimate
the severity of cervical lesions-for example, almost one
third of women with mild cytological abnormalities have
grade III cervical intraepithelial neoplasia.`5 Such studies
have generated demands for colposcopy for any degree of
dyskaryosis in a single smear.

But these studies should be interpreted cautiously. Assess-
ments of the accuracy of cytological testing have been based
on comparisons with diagnoses obtained by tissue punch
biopsy, which may be misleading.6 This may be partly
explained by considerable variations in the size of lesions and
different grades of cervical intraepithelial neoplasia often
coexisting in the same excision biopsy specimen.'

Studies have neglected the correlation between the size of
the lesion and the degree of cytological abnormality: the low
risk of progression to invasive disease in women with mild
dyskaryosis and grade III cervical intraepithelial neoplasia is
probably explained by the small size of the lesion.69 What
isn't yet known is whether women with mild cytological
abnormalities develop invasive cancer without progressing
through more severe degrees of cytological abnormality."'

Repeat cervical cytology will detect women with larger and
more severe cervical intraepithelial neoplasia; minor lesions
that progress should be detectable when they increase in size
or severity." Even better would be to identify those cases of
cervical intraepithelial neoplasia that are likely to become

invasive. A recent study that used the polymerase chain
reaction holds out some hope for this: it identified two distinct
levels of human papillomavirus type 16 DNA, which might
discriminate between high and low grade lesions.'2

Advocates of immediate referral justify their approach by
arguing that colposcopy and biopsy result in prompt diagnosis,
avoid possible default from cytological surveillance, and may
reduce psychological morbidity- because any underlying
lesions are treated rapidly and the cytological appearances
returned to normal. Furthermore, any microinvasive or
occult invasive lesion will be diagnosed at the earliest
opportunity. The disadvantages are that this practice often
results in unnecessary intervention (especially with the liberal
use of large loop excision of the transformation zone), which
has its own morbidity and wastes resources.

For most patients cytological surveillance is safe, and
current scientific data do not justify a blanket policy of
immediate colposcopy for mild cytological abnormalities.
Reassuringly, a large retrospective study found that nearly
half of all smears with mild dyskaryosis reverted to normal
within two years, with no patient developing invasive cancer
on longer term follow up. 3

General practitioners depend on the laboratories that report
their patients' smears for advice on future management, and
this has varied by district and laboratory despite the existence
of recommendations. Laboratories should now revise their
advice according to the new guidelines, which, by raising the
threshold for referral, will change the economics of screening.
To implement the new guidelines fully will require local
discussions among gynaecologists, pathologists, cytologists,
and general practitioners.
By themselves the guidelines will not guarantee the safe

management of patients with mild cytological abnormalities.
That will depend on fully cooperative patients, high standards
of cytological assessment and colposcopy, and failsafe systems
of follow up.
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