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smears?
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(24%) of the questionnaires returned by general practices were
completed by the practice nurse.
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SUMMARY
A questionnaire survey of all general practices and family
planning doctors in Manchester Health Authority was
undertaken to determine why many more smears are taken
in primary care than are scheduled by the screening pro-
gramme. An 82% response rate was obtained. The indica-
tions for additional smear tests most frequently cited by
responders were postcoital (88%), postmenopausal (84%),
or intermenstrual bleeding (55%); genital warts (87%); and
multiple sexual partners (52%). Forty-six per cent think that
a woman should have a repeat test within one year of her
first ever test. We discuss why these are not valid indica-
tions for additional smear tests.
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Introduction
IN 1988, health authorities were instructed to invite women for
cervical screening at fixed intervals of not less than three

years. It was hoped that this policy change would not only
increase uptake but also improve the efficiency of the pro-
gramme by reducing the over-screening of some women.'
Although considerable progress has been made towards the first
of these objectives, we have recently reported that many women
continue to have cervical smears repeated within the prescribed
screening interval for no apparent clinical reason.23 We now
report the results of a further inquiry designed to determine why
unscheduled smears continue to be taken in general practice and
family planning clinics.

Method
A postal questionnaire, based on brief clinical vignettes with
multiple-choice options, was prepared following discussion with
general practitioners (GPs) and sent to all general practices (n =
I l 1) and family planning doctors (FPDs, n = 62) in Manchester
Health Authority. Because a number of GPs take no or few cervi-
cal smears, particularly where a female doctor or practice nurse
is available, the questionnaire was addressed to the senior partner
in the practice with a request that they determine the most appro-
priate person within the practice to complete it. Non-responders
were sent a further copy of the questionnaire. Ninety-one general
practices (82%) and 50 FPDs (8 1%) eventually responded; 22
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Results
The most common indications for an additional smear were an
abnormal looking cervix; a history of genital warts; and post-
coital, postmenopausal, and intermenstrual bleeding (Table 1).
Nearly half the responders thought that a woman should have a
repeat smear one year after her first ever smear. FPDs were less
likely than general practices to take an extra smear if a woman
was starting the oral contraceptive pill, having an intra-uterine
contraceptive device (ICD) inserted, or attending for a postnatal
check; or if she had a history of multiple sexual partners ('multi-
ple partners' was deliberately not defined in the vignette). The
taking of an additional smear during pregnancy was uncommon,
but approximately a third of respondents would usually take an
additional smear if a woman had a vaginal discharge or other
evidence of infection.

Discussion
These findings suggest the need for a critical reappraisal of the
often nebulous indications for cytological examination of the
cervix cited in the past. Cytological examination of cervical
smears has detection rather than diagnostic accuracy.4 As it
cannot confidently exclude possible cervical or endometrial
malignancy, suspicious clinical findings or symptoms should
prompt immediate referral for colposcopic assessment of the
cervix or histological sampling of the endometrium. An addition-
al cervical smear in these circumstances contributes little to the
diagnostic process and may provide false reassurance. Suspected
lower genital tract infection demands microbiological investiga-
tions or referral to a genitourinary medicine clinic. Pregnancy,
attendance for contraceptive advice, or hormone replacement
therapy provide the opportunity but not the justification for addi-
tional smear tests.5 Cytological interpretation of the postnatal
smear is notoriously difficult and this must be considered a wast-
ed test.6
The Canadian Task Force report (1976) on cervical cancer

screening recommended that all women should have a repeat
smear within one year of their first ever test in order to 'clear the
pool of false negative smears', a recommendation then endorsed
by the American Cancer Society.7 8 However, the subsequent use
of mathematical simulation models, including one informed by
the results of the screening programme in British Colombia, has
shown that this policy has no impact on predicted mortality
reductions or person-years of life saved.9 Unfortunately, this rec-
ommendation continues to be reproduced in gynaecology text-
books. "'

There is a widespread but mistaken belief that social and
behavioural characteristics can be used to identify a group of
high-risk women who would benefit from more intensive cyto-
logical surveillance. The corollary that finite resources would
result in women who are designated low-risk receiving fewer
tests is often ignored. For a high-risk screening strategy to be
effective, the high-risk group should not only be as small as pos-
sible but should also include those women in whom the vast
majority of cervical cancers in the population are expected to
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Table 1. Suggested indications for an additional cervical smear:
number (%) taking additional smears.

Ql. A woman attends your surgery who had a normal cervical
smear 18 months ago. Would you take an extra smear in the
following situations?

General Family
practices planning doctors
n= 91 n= 50

Abnormal looking cervix 91 (100) 50 (100)
Postcoital bleeding 81 (89) 43 (86)
Postmenopausal bleeding 76 (84) 42 (84)
Intermenstrual bleeding 47 (52) 31 (62)
Vaginal discharge/infection 29 (32) 10 (20)

Q2. Do you think a woman should have an extra smear in the
following situations?

General Family
practices planning doctors
n=91 n=50

Genital warts 80 (88) 42 (84)
Multiple sexual partners 59 (65) 15 (30)
One year after first smear 46 (51) 19 (38)
Having hormone replacement
therapy 22 (24) 3 (6)
On insertion of an IUCD 20 (22) 3 (6)
Starting oral contraceptive 20 (22) 1 (2)
Pregnant 3 (3) 1 (2)

occur. If, for example, it were possible to identify the 10% of the
population that was likely to present with 90% of the total can-
cers, this would be entirely satisfactory. However, in order to
make such a clear distinction we first require one or more identi-
fying characteristics that are approximately 50 times more com-
mon in women with cervical cancer than in those who remain
disease free." Although cervical cancer has consistently been
shown to be associated with number of sexual partners, early age
of first coitus, and a history of genital warts, these are weak asso-
ciations that are totally inadequate for our purposes.'2 An analy-
sis undertaken some years ago using information on risk factors
collected from Finnish women at the time of screening suggested
that, in order to define a high-risk group that included 90% of the
cases, 70% of the screened population would have to be desig-
nated high-risk. High-risk screening for cervical cancer will only
become a plausible strategy if substantially stronger associations
are revealed. There is increasing evidence of a role for human
papillomavirus (HPV) in the aetiology of cervical cancer and it
has been suggested, but not yet proved, that the finding of certain
HPV DNA sequences in cytological material may help to identi-
fy a high-risk group.'3
The aim of the cervical screening programme is to reduce

mortality from cervical cancer. Finite resources limit the number
of screening tests a woman can have in her lifetime and a suc-
cessful programme will require discipline from smear-takers in
primary care.
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