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Phase One – Optimism

� In 1940s Britain, the average man or 
woman in the street was unlikely to have 
heard of cancer of the cervix.



� Under intense media pressure an 
announcement to start a cervical
screening programme was made.



� Attempts to suggest that more evidence 
was needed were useless.   Archie 
Cochrane, the man whose ideas inspired 
Iain Chalmers to establish the now world-
renowned Cochrane Collaboration, wrote 
in 1976 of the outrage that followed 
statements he had made in the late 
1960s and early 1970s concerning the 
lack of evidence for cervical screening .



� Eventually the screening service would become 
one of the best organized and effective cervical 
cancer control campaigns anywhere in the 
world, but for the first 20 years of its existence it 
turned out to be a disaster.



Fundamental problems were:
� Categorization of cell and tissue changes in 

samples from the cervix is dependent on visual 
examination and is highly subjective, yet there 
were no uniform rules to guide classification, there 
was no standard training and no quality control



� The cumulative age-specific incidence of new 
lesions in regularly screened women vastly 
exceeds the age-specific prevalence in newly 
screened women.  

� What this means is that the theory behind 
screening – that all pre-cancer progresses to 
cancer, and that all cancers are preceded by a 
detectable precancerous phase – is not matched 
by reality.  

� In truth, most pre-cancer is transient, and 
screening therefore leads to a major problem of 
overdiagnosis.



� The most appropriate screening frequency, cut-
off levels for defining abnormality, interventions 
and means of delivering the programme to those 
most at risk were unknown.



� Easiest to screen were middle class 
women under 35 who attended regularly 
for contraceptive advice or antenatal care.  

� Yet the risk of cervix cancer is highest in 
older women, and those in lower socio-
economic groups.  

� The resources were therefore devoted 
exclusively to frequent screening of those 
at lowest risk.



� Hysterectomy or cone biopsy for screen-detected 
cervical intraepithelial neoplasia (CIN) resulted in 
loss of fertility in some young women still of 
childbearing age, and even to death from 
operative complications.



� Many health service staff were ambivalent 
about the evidence for screening, and about 
the wisdom of using scarce resources for 
cervical cytology.  

� They were reluctant to help develop the 
service.



� The Department of Health failed to provide 
necessary central advice and leadership for 
such a major public health programme.  

� Responding to campaign groups and popular 
opinion, they gave only the vaguest advice: 
‘screening should be offered to women over 35 
and with special risk factors’



Phase Two – Disillusionment

The numbers of tests and interventions grew 
massively but with out any obvious impact on 
death rates. 

� Young low-risk women were having annual tests; 
older women were developing cancer and had 
never heard of the screening service.  

� Some women had abnormal screening results 
but received no investigation, treatment or follow-
up.



� Growth in facilities for colposcopy –enabled less 
invasive treatments (loop excision and laser) to 
be used, involving only an out-patient 
attendance.  

� This resulted in far more women being 
investigated and treated, and some even argued 
that all women need colposcopy as the primary 
screening method.



� During the 1970s and 1980s, the success or 
failure of all this activity was fiercely contested.  

� Some believed that the programme must be 
helping simply because so many abnormalities 
were being found and treated.

� Others judged success by the mortality statistics, 
and concluded that he programme had failed and 
would continue to fail unless it was delivered very 
differently 





� A turning point came in the 1980s when the 
death from cervix cancer of a recently screened 
Oxfordshire woman created a media storm.  

� The patient had received no notification of her 
abnormal result, and no treatment, but this was 
because she had changed both her name and 
her address soon after she had her screening 
test, making it impossible for the laboratory or 
her family doctor to trace her.  

� This fact was ignored in the witch hunt that 
followed.





Time to review

· Since screening began in 1964, mortality from 
cervical cancer in England and Wales declined 
at 1 per cent per year, the same rate at which it 
seemed to be falling for several decades 
previously.
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· Around 40 million tests and around 200,000 cone 
excisions had taken place during the 20 years, 
with prevention of perhaps 1000 deaths.  So 
40,000 tests and 200 excision biopsies happened 
for each life saved.



· The UK had only procedural objectives (to 
‘provide a service’, not ‘to reduce deaths’) and no-
one was in charge.  

· Although the policy was to screen older women, it 
was no-one’s job to see that it happened.  

· Most tests were taken from young women, 
clinicians being encouraged by the fact that CIN 
was found in them, but the majority of CIN –
probably over 95% - are of a type that rarely 
progresses.



· National decisions about registers, 
computerization and responsibility for call 
and recall had been disastrous, making the 
task impossible for local programmes.



• Finland, Denmark, Iceland and north-east 
Scotland had similar expenditure but deaths had 
fallen.  Their programmes:
• were organized as public-health cancer control 

programmes with an explicit objective of 
reducing mortality, they were not simply 
laboratory services 

• called the age groups at greatest and most 
immediate risk (30+) and kept on trying, they 
concentrated first on the unscreened, and they 
used a population register



Phase Three – Organization

� Staff within the programme formed a National Co-
ordinating Network.  

� They started to streamline policies and practices 
across the country; 

� they developed training centres, 
� defined essential standards and performance data,
� and procured national computer software.  



� By 1988, the Department of Health was issuing 
proper guidance.  

� An official re-launch of the NHS Cervical 
Screening,

� A national system of call and recall operated from 
District registers, from April 1988.   

� Annual statistics were submitted by each 
programme, and published nationally for all to 
see.  

� By 1991, almost 90 percent of Districts had 
recorded population coverage of over 80 per 
cent.



Phase Four – Realism

� A description of the numbers involved in a 
established screening programme using records 
since 1976 for a quarter of a million women in 
Bristol.  

� This demonstrated the extent of the overdiagnosis
problem, particularly for women under 30.  

� It showed that changing diagnostic thresholds 
were the major reason for the escalating detection 
rates.



o An analysis of cervical cancer death rates in 
England and Wales showed that for women born 
since the 1930s a new phenomenon was occurring.  

o Previously deaths had always risen up to age 60.  
o In cohorts born since 1930, the deaths were now 

declining as the cohort aged, and in each cohort 
the start of the downturn took place in the late 
1980s.  

o For the first time this gave strong evidence that the 
screening programme was achieving its objective.






