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Cervical cytology smears in sexually transmitted
infection clinics in the United Kingdom

Janet D Wilson, Wendy Parsons on behalf of the British Co-operative Clinical Group

Objectives: To determine the current practice of smear taking in sexually transmitted infection
(STI) clinics within the United Kingdom; what proportion of smears are taken within the national
guidelines; whether clinics are screening women not covered by the national screening
programme. To compare the abnormality rates of routine and opportunistic (that is, in addition
to the screening recommendations) smears; the abnormality rates of smears taken within STI
clinics with those taken within the community setting.
Methods: A questionnaire was circulated to all clinics in May 1998. Details of screening practice
were requested. The clinics then prospectively collected details of patient’s age, GP registration,
date and result of previous smear, and current result of all smears taken between 11 May 1998
and 25 May 1998.
Results: There were 1828 smears taken in the 2 week period; 504 (27.6%) were opportunistic.
Opportunistic smears had marginal significantly increased rates of low grade abnormalities but
lower (but not statistically significant) high grade abnormalities than in routine smears. 231
(12.6%) of the women were not registered with a GP so would not be included in the national
programme. The national rates of abnormalities were significantly higher in the STI clinics com-
pared with the community setting.
Conclusion: The majority of smears taken within STI clinics fall within the national guidelines,
and 12.6% of the women would probably not otherwise have been screened. The rates of abnor-
mality were significantly higher in the STI clinics but smears taken opportunistically were less
likely to have high grade abnormalities. There is no evidence from this study to support the prac-
tice of additional smears in the presence of an eVective national cytology screening programme.
(Sex Transm Inf 2001;77:107–110)
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Introduction
Sexually transmitted infection (STI) clinics
around the world have frequently reported high
rates of abnormal cervical cytology smears.1–4

These were published before the setting up of
national screening programmes or were from
countries that do not have such a national pro-
gramme. Since 1988 the United Kingdom has
had a national computerised cervical screening
programme for women aged 20–65 registered
with general practitioners (GPs). The aim of
the programme has been to achieve population
coverage of over 80% with a screening interval
of 3–5 years. In order to have maximum eVect
on cervical cancer rates within the set budget, it
is recommended that additional (opportunis-
tic) smears are not justified in women with
warts or multiple sexual partners, nor in
women aged less than 20 years.5 Many STI
clinics feel they should continue to perform
opportunistic smears.6–8 There is good evi-
dence that the national programme is prevent-
ing cervical cancer9–11 but there is no evidence
that opportunistic smear taking further reduces
cervical cancer rates.12

Many women are still not being screened
within this national programme. A number of
inner city areas are not achieving 80%
coverage13 and not all women in the United
Kingdom are registered with a GP. It is likely
that STI clinics may see some of these women,
so they may have an important role in
performing cervical cytology on this group.

The aims of this study were to evaluate the
current practice of smear taking in STI clinics,
within the United Kingdom, to see what
proportion of smears are taken within the
national guidelines, and to establish if STI
clinics are screening women not covered by the
national screening programme. Also, to com-
pare the abnormality rates of routine and
opportunistic (that is, in addition to the
screening recommendations) smears taken
within the STI clinics, and to compare the
abnormality rates of smears taken within STI
clinics with those taken within the community
setting.

Methods
Through the network of the British Co-
operative Clinical Group a questionnaire was
circulated to all clinics, in the United King-
dom, in May 1998. The first part asked about
screening practice regarding age, screening
interval, and extra smears in women with geni-
tal warts. It also asked about notification of
results to the GP and what arrangements are
made for follow up of abnormal smears. The
second part involved results of all smears taken
within the clinics between 11 May 1998 and 25
May 1998 with details of the patient’s age, GP
registration, date and result of previous smear.
From this information the smears were catego-
rised into: first smear—the first ever smear in a
woman aged 20 years or over; routine—a
scheduled 3–5 yearly smear in women aged
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between 20 and 65; abnormal follow up—a
repeat smear following a previous abnormality;
opportunistic—smears in women under 20
years and all smears taken less than 3 years
since a previous normal smear; no details—
where lack of information precluded categori-
sation.

The data for all smears taken within England
from 1 April 1998 to 31 March 1999 were
obtained from the national published figures by
the Department of Health.13

Results
Questionnaires were sent to 197 clinics; 136
(69%) completed the first part; six perform no
cytology smears. The smear taking practice of
the remaining 130 is shown in table 1. Overall,
58 (44.6%) clinics have a routine policy of per-
forming opportunistic smears either by screen-
ing women <20 years, using an interval <3
years, or taking smears on women with genital
warts. For 82 (63.1%) clinics the notification of
GPs is achieved by incorporating their smear
results into the National Screening Pro-
gramme’s computer system.

If needed, 127 (97.7%) clinics arrange
colposcopy and 108 (83.1%) arrange follow up
cytology. The remaining clinics ask the GP to
arrange these.

Details of the smears taken were provided by
119 (60.4%) clinics; 12 performed no smears
in the time period, leaving results from 107
clinics. There were 1828 smears taken in the 2
week period. The numbers of smears taken by
clinics ranged from 1 to 191 (mean 17.1); the

larger numbers being performed in inner city
London and the larger provincial city clinics.
The age range was 15–69 years (mean 27.8);
82.2% of the smears were in women under the
age of 35. The numbers within the smear
categories were first 199 (10.9% of total), rou-
tine 630 (34.5%), abnormal follow up 302
(16.5%), opportunistic 504 (27.6%), and no
details 193 (10.6%). Therefore, at least 1131
(61.9%) of the smears were within the national
guidelines. Eighty two clinics performed at
least one opportunistic smear, 46 of the 50
(92%) whose policy is to perform opportunis-
tic smears and 36 of the 57 (63%) whose policy
is not to perform such smears. The only clinics
not performing any opportunistic smears were
those doing less than average (17 smears or less
in the time period) with a mean of 4.3 smears.
However, significantly fewer clinics claiming to
follow the national guidelines performed any
opportunistic smears (÷2 p= 0.0004) and the
overall numbers of opportunistic smears taken
in these clinics was significantly less: 177 of 822
(21.5%) versus 327 of 1006 (32.5%); ÷2

p=<0.0001.
The smear results by age are shown in table

2. There was a significant association between
younger age and all abnormalities (low plus
high grade); ÷2 p = <0.0001, and younger age
and low grade abnormality; ÷2 p = <0.0001,
but no significant association between younger
age and high grade abnormality.

The smear results for category of smear are
shown in table 3. Compared with women with
first and routine smears, women with oppor-
tunistic smears were just significantly more
likely to have low grade abnormalities (÷2 p=
0.043). However, the rate of high grade
abnormalities was actually lower in the oppor-
tunistic smears (0.8%) compared with first
and routine smears (1.8%) but this was not
significant (÷2 p= 0.161). Smears were taken
on 174 women under the age of 20 years. They
were significantly more likely to have low
grade abnormalities (÷2 p= <0.0001) than
women having first and routine smears, but
there was no increase in high grade abnormali-
ties (÷2 p= 0.67). Both the low grade and high
grade abnormality rate was significantly higher
in the women with abnormal follow up smears
(÷2 p= <0.0001 and 0.004 respectively)
compared with women with first and routine
smears.

There were 231 (12.6%) women not regis-
tered with a GP, who would not be included in
the national programme. There was a slightly
higher rate of high grade abnormality (3.4%
versus 2.9%) in these women compared with
those registered with a GP but this was not sta-
tistically significant. They were less likely to
have had a smear in the previous 6 years than
women registered with a GP (÷2 p=<0.0001).

The annual cytology figures for England
from April 1998 to March 1999 are shown in
table 4. The rates of abnormalities were signifi-
cantly higher in the STI clinic smears com-
pared with those taken in general practice and
contraceptive clinics. The increased risk was
OR 3.55 (95% CI 3.32–3.8) and OR 2.93
(95% CI 2.57–3.02) respectively for low grade

Table 1 The smear taking practices of 130 clinics

Smear taking practice
Number
of clinics

Percentage
of clinics

Age policy:
20–65 91 70.0
All ages 39 30.0

Interval policy:
3–5 yearly 117 90.0
Annually 9 6.9
On all new patients 4 3.1

Smears on women with genital warts:
Yes 46 35.4
No 84 64.6

Notification of GP with result if smear is:
Normal 116 89.2
Abnormal 120 92.3
Abnormal and patient defaults 128 98.5

Table 2 The smear result by age

Age group Inadequate (%) Negative (%)
Low grade
abnormality* (%)

High grade
abnormality† (%)

15–19 14 (8.0) 91 (52.3) 65 (37.4) 4 (2.3)
20–24 51 (8.5) 392 (65.1) 144 (23.9) 15 (2.5)
25–29 55 (12.3) 316 (70.5) 66 (14.7) 11 (2.5)
30–34 28 (10.1) 211 (75.9) 34 (12.2) 5 (1.8)
35–39 19 (12.7) 108 (72.5) 19 (12.8) 3 (2.0)
40+ 10 (5.6) 154 (87.0) 12 (6.8) 1 (0.6)
Total 177 (9.7) 1272 (69.6) 340 (18.6) 39 (2.1)

*Includes borderline changes and mild dyskaryosis.
†Includes moderate and severe dyskaryosis and worse.

Table 3 Smear results for category of smear

Smear results for category
of smear

Inadequate
No (%)

Negative
No (%)

Low grade
No (%)

High grade
No (%)

First and routine 89 (10.7) 606 (73.1) 119 (14.4) 15 (1.8)
Abnormal follow up 16 (5.3) 178 (58.9) 95 (31.5) 13 (4.3)
Opportunistic 55 (10.9) 351 (69.6) 94 (18.7) 4 (0.8)
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abnormalities and OR 2.53 (95% CI 2.17–
2.95) and OR 2.12 (95% CI 1.75–2.57) for
high grade abnormalities. These calculations
do not take account of the age diVerences
between women having smears in STI clinics
compared with those in the community. The
women from the STI clinics were significantly
younger and this could bias the comparison.
The national figures by age combine those
taken in general practice and contraceptive
clinics and do not give an age breakdown for
STI clinics.13 However, comparison of the
results of women under 40 years in the
community with all women from STI clinics
still showed a significant increased risk of
abnormalities in STI clinics. The increased risk
was OR 2.68 (95% CI 2.51–2.86) and OR 1.54
(95% CI 1.32–1.80) for low grade and high
grade abnormalities. When comparing the
abnormality rates for women under 20 years in
STI clinics (within the 2 week period) and in
the community, there was a significantly higher
rate of low grade abnormalities (÷2 p=
<0.0001) in the STI clinics, but there was no
diVerence in high grade abnormalities (÷2 p=
0.54).

Discussion
Just over half of the STI clinics have a policy of
following the guidelines of the national cytol-
ogy screening programme, but in reality many
do perform opportunistic smears. At least 62%
of smears taken in the 2 week period were
within the programme. This figure could be
higher as some of the 10.6% with no details
may have fallen within the guidelines. Also
some of the smears categorised as opportunis-
tic may have been within the guidelines as only
details of the last smear were asked for. Some
women having annual follow up after treatment
of cervical intraepithelial neoplasia may have
had a normal smear 1 year previously so will
have been categorised as opportunistic, not
abnormal follow up, if this information had not
been included.

Of the women having smears within STI
clinics, 12.6% would not be called by the
screening programme and could potentially
miss their smears, as indicated by the signifi-
cantly longer time since their previous smear.

Younger women were more likely to have low
grade abnormality but not high grade. The
national figures show the highest rate of severe
dyskaryosis or worse in the 25–29 age group.13

Our rates of high grade abnormality were in
keeping with this, being greatest in 20–24 years
at 3.7% and 25–29 years at 3.4%. As our group
were predominantly young women, these two
age bands were around the mean age, explain-
ing why young age and high grade abnormality
were not associated in this study.

Smears taken opportunistically in all ages,
and in women under 20 years, were more likely
to show low grade but not high grade
abnormality. Most low grade lesions, especially
in young women, are destined to regress14 so
performing opportunistic smears is unlikely to
reduce cervical cancer.

In 1998–9, overall coverage for England was
84% of all eligible women but 13 health
authorities achieved less than 80% and two less
than 70%.13 These health authorities were all in
London or large provincial cities. The overall
coverage has remained much the same since
1995 but analysis by age shows reducing
coverage among 20–34 year old women.13 This
is the age group that is predominantly seen at
STI clinics, 82.2% of the smears were from
women less than 35 years.

STI clinics contribute an important part to
the national screening programme. Most
(89.2%) incorporate their results into the pro-
gramme by using the computerised system or
by notifying GPs of results. They are well
placed to contribute to reducing cervical
cancer by performing smears on women not
registered with GPs or who are overdue their
smears. The rates of both low grade and high
grade abnormalities are significantly higher in
smears taken in STI clinics than those taken
within general practice and contraceptive clin-
ics. However, the rate of high grade abnormali-
ties was lower in opportunistic compared with
first and routine smears in STI clinics. There is
therefore no evidence from this study to
support the practice of additional smears in the
presence of an eVective national cytology
screening programme.
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Cytology screening practice and cytology smear results: Aberdeen;
Airedale; Arrowe Park; Banbury; Barnstable; Basingstoke; Bath;
Bedford; Belfast; Birmingham Heartlands; Blackpool; Bolton;
Boston; Bradford; Brighton; Bristol; Bury St Edmunds;
Cambridge; Canterbury; CardiV; Carlisle; Carshalton; Charing
Cross, London; Cheltenham; Chertsey; Chesterfield; Chiches-
ter; Cottingham; Coventry; Crawley; Darlington; Dartford;
Derby; Dewsbury; Doncaster; Dundee; Durham; Ealing; East
Surrey, Redhill; Edinburgh; Exeter; Falkirk; Frimley Park;
Gloucester; Great Yarmouth; Greenwich; Grimsby; Guildford;
Guy’s, London; High Wycombe; Hillingdon; Homerton; Hull;
Huntingdon; Inverclyde; Inverness; Kettering; King’s, London;
Kingston upon Thames; Kirkcaldy; Leatherhead; Leeds;
Leicester; Liverpool; Luton; Manchester Withington; Mans-
field; Middlesborough; Milton Keynes; Motherwell; Newcastle;
Newport, Wales; Newry; North Shields; North Manchester;
Northwick Park; Nottingham; Nuneaton; Oxford; Patrick
Clements, London; Peterborough; Plymouth; Pontypridd;

Table 4 Annual figures from the Department of Health for England from April 1998 to March 199913

Source of smear Inadequate Negative
Low grade
abnormality

High grade
abnormality Total

General practice 344 923 (9.2%) 3 129 022 (83.7%) 217 989 (5.8%) 48 663 (1.3%) 3 740 597
Contraceptive clinics 19 193 (9.7%) 161 559 (81.9%) 13 649 (6.9%) 2 992 (1.5%) 197 393
STI clinics 6 751 (10.3%) 45 773 (69.7%) 11 335 (17.3%) 1 806 (2.7%) 65 665
General practice and contraceptive clinics <20 years 10 398 (10.7%) 72 763 (74.6%) 12 663 (13.0%) 1 659 (1.7%) 97 483
General practice and contraceptive clinics <40 years 230 989 (10.5%) 1 769 928 (80.5%) 158 854 (7.2%) 39 556 (1.8%) 2 199 327
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Reading; Redditch; Rochdale; Roehampton; Rotherham; Scar-
borough; Shrewsbury; South Tyneside; St George’s, London; St
Thomas’s, London; Stevenage; Stirling; Sunderland; Swansea;
Taunton; Torquay; Truro; Wakefield; Walsall; Warwick; Wat-
ford; Weston Super Mare; Worthing, Shoreham by Sea; York.

Cytology screening practice only: Airdrie; Aylesbury; Bangor;
Barnsley; Bournemouth; Coleraine; Dunfermline; East Kil-
bride; Grantham; Halifax; Hertford; Huddersfield; Ipswich;
King’s Lynn; Lincoln; Londonderry; Loughborough; Maid-
stone; Mayday; Mortimer Market Centre, London; Northamp-
ton; Norwich; Portsmouth; Rhyl; SheYeld; Skegness; South-
ampton; Weymouth; Wrexham.

Contributors: JDW conceived the study, collected the data, and
wrote the manuscript; WP performed the statistical analysis; the
BCCG distributed the questionnaire.
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