
histologically confirmed precancer, women with
abnormal cytology and HPV16 infection are at very
high absolute risk of having a missed, small precancer-
ous lesion (cervical intraepithelial neoplasia grade 3).10

After excisional or ablative treatments of the cervix
for precancer, the absolute risk of recurrence is about
5-10%. Testing for HPV four to six months after treat-
ment is highly sensitive and specific for the risk of
recurrence and is better than cytology alone for moni-
toring cure.11

Regardless of their promise, switching to preven-
tion strategies based on HPV testing warrants caution.
Only one test has had extensive clinical validation.
Before widespread adoption, all new HPV tests will
require robust, real life evidence of reliability and accu-
racy in detecting precancer and cancer; otherwise, test-
ing errors could mislead clinical management.12

Furthermore, even the low cost HPV tests now being
developed will have to be used in targeted populations
if they are to be cost effective. Excessive or misguided
use will increase costs without adding benefit. Like
most revolutionary technologies, HPV testing must be
managed wisely to do good rather than harm.
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Primary care for refugees and asylum seekers
If the NHS stops free care for all groups, charities may offer the only safety net

The decision by Médecins du Monde to open
medical clinics in Tower Hamlets, east London,
as an alternative to NHS primary care

raises profound questions about society’s attitude
towards marginalised people.1 Médecins du Monde is
best known for relief work in areas of disaster or war
and in developing countries. Less well known are
this non-governmental organisation’s projects in
European countries—more than 100 in France
alone—for groups with restricted access to health care.
Alongside its humanitarian clinical work, the organi-
sation is committed to speaking out about social and
political conditions in which its client populations live,
and calling for changes to improve their circum-
stances.2

Inequality in access to health services is not a new
problem for east London, where inadequate recruit-
ment and retention in general practice make access to
the NHS difficult for the whole population.3 Médecins
du Monde will focus on vulnerable migrants, including
asylum seekers and refugees, and particularly on failed
asylum seekers and other people staying longer than
allowed. The difficulties faced by these groups in gain-
ing access to primary care have been well docu-
mented.4 In much of Tower Hamlets, general practices
are at full capacity or may be able to provide only tem-
porary registration with doctors. People who try to
seek health care often face language barriers at recep-

tion and in the consultation. Moreover, the effects of
poverty, dependence on others, and lack of social sup-
port all affect these vulnerable people’s health
adversely.5 Notwithstanding this, the primary care trust
has managed to avoid compulsory patient assignments
to Tower Hamlets practices in the past nine months.

Innovative methods of providing primary care to
migrant populations and other groups who are
difficult to reach, such as homeless people, already
exist and continue to be developed within the NHS in
east London, using personal medical services and
alternative providers,6 so the provision of yet another
source of primary care by Médecins du Monde is not
really the point.What, then, will this organisation
offer? The detailed findings of the organisation’s
needs assessment exercise have not been made public,
but seem to suggest that vulnerable people in east
London need better advocacy rather than more clini-
cal care. Questions remain about the organisation’s
arrangements for basic clinical investigations and
access to secondary care. In addition, staffing these
clinics might divert scarce doctors and nurses from
mainstream care to more fragmented and rudimen-
tary provision while general practices might refuse to
register patients, assuming that the project will
provide care instead.

Perhaps the main reason for the project is a
tightening of the rules for eligibility to use the NHS. In

Editorials

Analysis and comment
p 115

BMJ 2006;332:62–3

62 BMJ VOLUME 332 14 JANUARY 2006 bmj.com



August 2004 the UK government completed a consul-
tation on “Proposals to exclude overseas visitors from
eligibility to free NHS primary medical services,”7 aim-
ing to align primary care with changes in April 2004
that required NHS trusts to charge overseas visitors for
hospital treatment.8 After 16 months the government
has not reached a decision, however, and responses to
the consultation have not been published.

Currently general practices have the discretion to
register overseas visitors for NHS primary medical
services, although such registration does not provide
entitlement to referral for hospital care. Under the new
proposals practices would have no discretion to
register overseas visitors, failed asylum seekers, people
who overstay their visas, and those without official
papers, although the provision for emergency and
immediately necessary treatment would remain. The
consequences to health of restricting access to second-
ary care have not been scrutinised by the government,
but anecdotal cases have highlighted concerns particu-
larly about maternity care and management of HIV for
such visitors. And confusion among some NHS staff
about charging arrangements deters many people
from seeking care to which they are entitled.9 10

General practices do not have the resources or, in
many cases, the desire to check patients’ immigration
status. The possible detriment to community relations
might be considerable and the health consequences of
denying primary care might be uneconomic, leading to
emergency hospital admissions and pressure on
accident and emergency departments. Most impor-
tantly, denying free basic health care to the most
vulnerable groups in society, who are legally prevented
from working and unable to pay charges, is ethically
unsupportable and a breach of human rights.11 Indeed,
denying such access to care may mean that general
practitioners would be in conflict with their profes-
sional duties as doctors registered with the UK General
Medical Council.12

While access to free primary care remains an
entitlement for refugees, asylum seekers, and all

migrant groups, these rights should be advertised and
provision of care should be improved through
advocacy and support to practices. If the government
persists with its proposals, however, the provision of
services by charities and non-governmental organisa-
tions will become a necessity. We can only hope that
the Secretary of State reviews this policy and ensures
that the NHS continues to provide a service to
everyone living in the United Kingdom.
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Cerebral palsy and perinatal exposure to
neurotropic viruses
A new study raises further questions about the role of infection

Cerebral palsy, one of the most common causes
of serious long term disability, is a term cover-
ing the conditions found to have “non-

progressive but often changing motor impairments
secondary to lesions or anomalies of the brain arising
during early development.”1 The final irreversible neu-
rological damage frequently results from a causal
pathway created by the joint effects of several factors
including genetic constitution, fetal infection, preterm
birth, and problems during delivery. The role of
postnatal infection, such as catastrophic meningitis or
encephalitis in infancy or early childhood, is usually
clear, but the part played by infection in congenital or
neonatal cerebral palsy is more complex and needs

more investigation.2 A case-control study in this issue
(p 76), reporting the prevalence of neurotropic viral
nucleic acids in blood spots from routine neonatal
screening, if confirmed, may take us a little further.3

Several maternal viral infections, including cyto-
megalovirus, can be passed to the fetus at different
stages in pregnancy.4 Estimates based on prospective
studies of mothers who have had a primary cyto-
megalovirus infection in pregnancy suggest that 5-10%
of cases of cerebral palsy, depending on the population
prevalence, might be attributable to this virus.5 Also,
evidence of the role of perinatal maternal infection in
preterm pregnancy, itself a cause of cerebral palsy, is
increasing. A large number of studies have found an
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