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DURING the period from mid-October 1964, to mid-October
1965, 208 cervical cytological smears were taken by two

general practitioners from 197 patients. Seven smears were rejected;
four due to breakage, one because of inadequate identification and
two because the specimens were unsatisfactory. There remained
201 instances where the smears and documentation were adequate
for analysis.
Smears were only taken when an indication presented for pelvic

examination. No attempt was made to examine a particular group
of patients and age limits were not pre-determined. All smears
were examined at the department of cytology in Hull under the
supervision of a consultant pathologist. The general practitioners
took no part in this. A record was also maintained of the time taken
to carry out the necessary examinations. This record was kept by
only one of the practitioners.

Methods

There are two excellent descriptions of methods and techniques
which could be useful to interested general practitioners. They are
a monograph by Osborn1 published in 1953 and a paper by Ayre2.
Gynaecologists and cytologists are agreed that attention to detail
is vital during the preparation of cervical cytological smears3 4.
The need for "

an illuminated perspex Cusco speculum " advocated
by Davis5 as essential is probably an exaggeration.
The following method was adopted for all examinations during the

conduct of this survey. A detailed account of the symptomatology
was obtained. This was followed by a physical examination. The
results were recorded on a form designed for the purpose. Only
significant findings were recorded on the patient's medical record
card (Forms EC5 and EC6).
A brief general examination and palpation of the abdomen is performed.
The patient, being disrobed, is first required to lie on her left side in the
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position described by Sims with the buttocks slightly overlying the near edge
of the examination couch. The upper leg is more flexed than the lower. The
left arm is drawn behind the patient's back so that she is lying on her left breast.
In this way easy access to the vulva is obtained. The dimension of the introitus
is estimated digitally using a small quantity of clear lubricant. A speculum is
now inserted and the vagina and cervix visualized. The position of the wall
mounted Anglepoise lamp is adjusted to provide optimum illumination.

By means of a wooden Ayre spatula a scraping of the cervix is
taken in a circular fashion through 180 degrees. The material
obtained is immediately transferred to a clean glass slide. The slide,
in turn, is immediately inserted into one of the slots of a poly-
thene multiple slide holder containing a sufficiency of fixative.
Consecutive slides are placed in the holder so that the smeared
sides of the glass do not face each other. The cover of the holder is
replaced to prevent evaporation of the fixative. Further pelvic
examination of the patient is carried out after she has been returned
to the prone position on the examination couch.
The probable principal factor limiting active participation in a

programme of planned cervical cytological examination by the
general practitioner, is time.

In 80 instances of examination during this survey the time taken
to conduct the examinations were evaluated as follows:

1. The total duration of the gynaecological examination. This included the
evaluation of the symptoms; the clinical examination including general physical
examination where this was indicated; the recording of relevant data on Medical
Record Cards and the completion of a simplified form of request for examination
of the smears. The free use of a separate examination room eliminated loss of
time whilst the patient was disrobing. This time loss was not evaluated. One
of the duties of the receptionist employed by the practitioners is to obtain and
restore the record cards. The time taken for this was not recorded.

2. The time taken to obtain a cytological cervical smear and including the
insertion of a speculum was recorded separately, and compared with the recorded
time taken to evaluate the blood pressure in an equal number of women.

Results

The nature of the indications prompting pelvic examinations and
cervical cytological examinations are presented in table I. In nearly
all instances the most important presenting symptom only is con-

sidered. In eight instances it was not possible to differentiate the
degree of importance between two presenting symptoms.
From the number of examinations conducted and using the 1962

Population Statistics it can be calculated that in 4.5 per cent of the
female population of the practice between the ages of 20 and 60
pelvic examination was indicated and practicable. This compares
with 3.5 per cent in the much larger series reported by Freeling6.
The age of the patients seeking advice has been separated into
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TABLE I
Indications for examination
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ten-year groups and the results shown in figure 1 which correspond
closely with the findings of Freeling.
The incidence of some of the significantly abnormal smears is

shown in table II and these can be discussed further.

Trichomonas vaginalis
In 13 patients who complained principally of a vaginal discharge

Trichomonas vaginalis vaginitis was suspected clinically. In nine of
these patients trichomonads were seen on the prepared smears. In
the remaining four instances the smears were reported as showing
excessive amounts of inflammatory material. In two other instances
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TABLE II
Abnormal smears

the cytologist reported finding trichomonas in cervical smears taken
from patients where the clinical condition had not been suspected.
In all instances where smears were repeated subsequent to treatment
trichomonads were not found.

Monilia vaginitis
In four patients Monilia vaginitis was suspected clinically and was

confirmed cytologically in three of these. Monillia was found to
be present in two smears where the condition had not been detected
clinically.
Abnormal malignant features

In three instances abnormal cells were detected in the smears
which were suggestive of malignancy. The case accounts of these
three patients are presented in greater detail.
Case 1. Mrs A.T. attended on 4 January 1965 for a routine examination. She

had been taking oral contraceptives for nine months, and apart from inter-
menstrual bleeding during the first two months there had been no apparent
complication. At the time of examination she was 26 years old. There had been
three viable pregnancies and one abortion. There were no present or previous
gynaecological complaints. No significant abnormality was detected on either
general or pelvic examination. In particular it was noted that the cervix was

normal. A cervical cytological smear showed some atypical cells which could
have been post-inflammatory. No dyskaryotic or malignant cells were seen at
this time. On 1 February 1965 a second smear was taken and on this occasion
a few dyskaryotic cells were seen.
The patient was then referred for consultant opinion. The consultant reported

that the cervix appeared to be normal and that a further cervical cytological
smear had been taken. As a result of this a small biopsy of the cervix was taken
in April 1965, and histological examination of the specimen revealed the presence
of carcinoma in situ. Subsequent conization of the cervix failed to reveal histo¬
logical evidence or carcinoma.
Mrs A.T. contined to take oral contraceptives. In June and August 1965,

atypical cells were found in further cervical cytological smears and despite the
patient's age hysterectomy was recommended. Histological examination of
the removed uterus revealed carcinoma in situ in the squamo-columnar region
of the cervix.
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Case 2. Mrs G.V.P., aged 47, attended on 8 December 1964, complaining of a
vaginal discharge. On examination an apparently benign pedunculated polypus
was found protruding from the cervical canal and the body of the uterus was

enlarged by a fibroid, A cervical cytological smear was reported as showing
cells which were very dyskaryotic and almost malignant in character.
The patient was referred to a gynaecological outpatient clinic where the clinical

findings were confirmed and the cervical smear repeated. Examination of this
second smear revealed no abnormal cells. A review of the first smear was made
and malignant cells were identified. The cervical polyp was subsequently
removed and the uterus curetted. The curettings revealed no abnormality but a

part of the surface epithelium of the polyp had undergone squamous metaplasia
and in places this was dyskaryotic. Two further smears taken on 24 March
and 30 June 1965, revealed no abnormality.

Case 3. An unmarried woman of 21 attended on 15 December 1964, com¬

plaining of intermenstrual bleeding and attributed this to the " withdrawal
bleeding " described in the manufacturer's notes accompanying an oral contra-
ceptive which she had obtained and was taking, without medical supervision.
There was no relevant previous history of any other complaint at the time.
Clinical examination was entirely negative. The cervix appeared normal. A
cytological cervical smear taken at this examination revealed dyskaryotic cells,
some having malignant features.
The results of the clinical examination and of the cytological smear were

confirmed when the patient attended a gynaecological outpatient clinic. Further
investigation in Hull was precluded because the patient moved to another part of
the country. Further cytological examinations have, however, been carried out
elsewhere and these have been reported as showing no abnormality. Periodic
review is being maintained.

Time factor
The number of examinations conducted each month are recorded

in figure 2. This indicates that there is little variation from month
to month with the exception of the period of the annual summer

holidays. In particular the frequency with which pelvic examination
was carried out did not seem to be related to the total amount of
work done by the practitioners.
Allowing for six weeks annual holiday, the average number of

examinations carried out by each practitioner each month was about
ten. This corresponds with the number obtained in a different
manner by Freeling. It is the author's opinion that this rate of
examination could not be greatly exceeded without interfering with
other work.
The results of the records of the time taken to conduct the whole

of the necessary examination is shown in figure 3. Whereas the
majority of examinations were conducted within five to seven
minutes it is seen that one-quarter of the examinations took more
than seven minutes. It would be reasonable to assume that without
the use of an examination room the times recorded could at least
be doubled.
The time taken to obtain the cytological cervical smear was much

more variable than the time taken to carry out the whole examina¬
tion. It is particularly noticeably so in comparison with the time
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Time in minutes
Figure 3.

Duration of total examination.

Time in seconds
Figure 4.

Time taken to obtain smear compared with time taken to estimate blood
pressure.

taken to estimate the blood pressure as shown in figure 4. The
principal factors accounting for this were difficulty in introducing
a speculum, delay in immobilizing the cervix and variation in the
time taken to obtain optimum illumination.

Discussion
There is no valid reason to prevent a general practitioner from

taking a cervical cytological smear so long as facilities exist for
cytohistological examination. Some practitioners will even examine
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their own smears. Pathologists have expressed a willinginess to
accept material from the general practitioner7 though concern has
been expressed that laboratory facilities are inadequate.8 The
success of mechanical smear screening devices9 and wider use of the
dry fixation technique could overcome the lack of facilities, particu-
larly of trained technicians.

Information useful to the general practitioner can be obtained by
means of cervical cytology and J. S. Scott'0 has suggested that a
cervical cytological smear should be obtained whenever a pelvic
examination is performed. In the series presented there were three
instances of smears having malignant features when clinical appear-
ances were normal. There were also instances of Trichomonas
vaginalis vaginitis and monilia vaginitis being detected. The view
of Freeling that a deal of referral to gynaecological outpatient depart-
ments can be avoided is confirmed. In the instances where malignant
features were found in this series the repetition of the smear at
gynaecological outpatient departments and consequent delay for the
patient seems unwarranted.
The results of the estimation of the time factor suggests that it

would be difficult for a general practitioner to undertake a pro-
gramme of examination of the whole of the female population of the
practice who fall into a relevant age group.

Should half the general practitioners in this country be able to
carry out an average of ten selected smears per month then over one
million women might benefit each year. The general practitioner
without doubt has a part to play in any national programme of
cervical cytological examination, although be it on a selective basis
as suggested by Rivett".
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