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Editorial

Cervical cytology and colposcopy in clinics for sexually
transmitted diseases-when are they appropriate?

The purpose of cervical cytology and colposcopy is to
avoid the development of cervical cancer by detecting and
treating high grade cervical intraepithelial neoplasia (CIN 2
and 3). This prevention of cervical cancer is best achieved
through a coordinated cytology recall programme, with
the widest possible coverage of the female population,
rather than by increasing the frequency of screening for a

small percentage of women.' For the women with cytolog-
ical abnormalities colposcopy is then indicated as this
identifies the high grade CIN, which can be easily and
effectively treated in the majority of cases.

It was 150 years ago that Rigoni-Stem noted the rela-
tionship between sex and cervical cancer, so when the
Government's screening policy only included women

aged over 35 years, it was appropriate that 47% of sexually
transmitted disease clinics in the United Kingdom were

screening all new patients (opportunistic screening).2
Throughout the 1980s these clinics also started to provide
colposcopy services to continue the management of
women with cytological abnormalities.25 By 1990, 60 out
of 189 clinics provided a colposcopy service.6

In 1988 the UK National Health Service (NHS)
Cervical Screening Programme of computerised call and
recall for women registered with general practitioners,
aged 20 to 64 years, was introduced. By March 1995,
85.7% of such women had been screened within the previ-
ous five years.7 It has been estimated that this screening
has prevented thousands of cases of invasive cervical can-

cer.8
In view of the change in cervical screening policy and

the success of the current programme, the time is right for
a critical look at cytology and colposcopy within genitouri-
nary medicine. Cervical cytology has its limitations and it is
widely recognised that false negative smears occur. It has
therefore been suggested that certain groups of "high risk"
women should have increased surveillance, either by
increased frequency of cytology examination or by col-
poscopy. If these groups really are "high risk" significantly
increased rates of moderate and severe dyskaryosis would
be found on cytology, or CIN 2 and 3 on colposcopy.
Some have suggested that opportunistic cytology

screening of all new attenders is still appropriate because
of high abnormality rates. Dhar et al 9 report a 6% inci-
dence of moderate and severe dyskaryosis in their patients.
Unfortunately they had no control group for comparison,
but this is well above the national average.7 Others feel
that selective screening of women with no previous smear

would be more appropriate as the screening programme

would be likely to detect the others at their next recall.'0
For Dhar et a19 this policy would have given a 10.4% inci-
dence of moderate and severe dyskaryosis.
At the clinic in Leeds the rates of borderline/mild

dyskaryosis and moderate/severe dyskaryosis for women,

aged under 30 years, screened between January 1993 and
December 1995, were 10-6% and 1.8% respectively. The
corresponding figures for the district screening pro-

gramme were 6-7% and 1.7% (A Pouncey, Leeds FHSA,
personal communication). On the basis of finding a higher
rate of minor cytological abnormalities only, a policy of

screening all new patients cannot be justified in this clinic.
Colposcopy examination of all new patients attending

genitourinary medicine clinics (primary colposcopy) has
also been suggested. The CIN 2 and 3 rates of 1%," and
3-7% of those with an abnormal transformation zone,'2 do
not support the use of this for the prevention of cervical
cancer.
The case against cytology screening in women under 20

is discussed in this issue. At present the evidence does not
favour screening but as the number of deaths from cervical
cancer in younger women is increasing, it is important that
we keep the topic under review as the balance may
change.
Women with genital warts have shown higher rates of

cytological abnormalities (including moderate and severe
dyskaryosis) than controls, even in recent studies.'3
Colposcopy studies of women with vulval warts, per-
formed before widespread cytology screening began,
showed high levels (16-9%) of CIN 2 and 3,14 but more
recent studies have shown much lower levels of
0_3.3%.15-17 In the one study with a control group there
was no difference in the colposcopy findings of the women
with warts and the controls. 15 The NHS Cervical
Screening Programme guidelines'8 recommended that
women presenting with vulval warts should have a cervical
smear taken and the result should determine whether or
not colposcopy is needed. The recent studies certainly
support this.

Although vulval warts are not an indication for col-
poscopy, exophytic cervical warts probably are. In one
study 4 out of 34 women (11.8%) with exophytic cervical
warts had CIN 2.'9 In 2 out of the 4 cytology was negative.
If treatment of the warts with cryotherapy is being con-
templated, then it is essential that high grade CIN has first
been excluded.
Women who are HIV positive have a five fold increased

risk of developing GIN.20 This increased risk appears to be
related to HIV induced immunosuppression.2' HIV
infected women therefore do warrant increased surveil-
lance but the optimum frequency and method (that is,
cytology or cytology plus colposcopy) have not yet been
determined.
The NHS Cervical Screening Programme recommen-

dations for colposcopy are moderate and severe
dyskaryosis and a clinically suspicious cervix. It is sug-
gested that a mildly dyskaryotic smear be repeated six
months later, with colposcopy then if still abnormal. Since
the publication of these guidelines further evidence has
suggested that immediate colposcopy might be more
appropriate.22 24 The idea of cytological surveillance is
based on the premise that wart virus infection and low
grade CIN often spontaneously revert to normal.
However, mild dyskaryosis is not specific, histology may
show no abnormality, all grades of CIN or even invasive
cancer. It is therefore of poor predictive value for low
grade disease. Immediate colposcopy and treatment of
CIN 2 and 3 potentially does overtreat 15% of women.23
However, even within the setting of a clinical trial, the
default rate for cytological surveillance was high, 10% at
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six months and 23% at two years. Inadequate follow up
after mild dyskaryosis results in a higher risk of cancer in
that 4% of women with microinvasive, and 5% of women
with fully invasive cancer, had inadequate follow up of
borderline or mild dyskaryosis compared with 0.5% of
controls.8 Also the risk of invasive cancer despite cytologi-
cal surveillance for mild dyskaryosis has been calculated to
be increased 16-47 times.24 Decision analysis of the man-
agement of mild dyskaryosis concluded that 65% of
women under cytological surveillance would eventually
need colposcopy, and, taking into account the costs of the
extra visits and cytology, no financial saving would
result.22
The addition of a secondary screening technique such

as semi-quantative HPV DNA detection by PCR may
prove helpful in distinguishing those likely to have high
grade CIN, as intermediate and high amounts of high risk
HPV types have been found to be significantly associated
with high grade CIN.25 A recent editorial in this journal
discussed HPV testing in detail and concluded that large
prospective randomised trials need to be undertaken to
assess the value of HPV testing in the management of
women with low grade cytological abnormalities.26 So
until such secondary tests have been evaluated and shown
to have good predictive values for differentiating low and
high grade CIN, the weight of evidence is currently in
favour of immediate colposcopy for mild dyskaryosis.

For those using The Bethesda System for reporting cer-
vical cytology, interim guidelines for the management of
abnormalities have also been published.27 These give the
option of either cytological surveillance or immediate col-
poscopy for low-grade squamous intraepithelial lesions
(LSIL), and atypical squamous cells of undetermined sig-
nificance (ASCUS).

Although the majority of genitourinary medicine clinics
in the United Kingdom perform treatment, only 11%
operate a "see and treat" policy.28 If immediate col-
poscopy is undertaken for mild dyskaryosis, ASCUS or
LSIL a "see and treat" policy of large loop excision of the
transformation zone (ILETZ) at first colposcopy is not
recommended because of the high incidence of overtreat-
ment.27 29
Used in the right circumstances, cervical cytology and

colposcopy will always remain important investigations in
our specialty. This way they can be justified clinically, epi-
demiologically and financially. The National Screening
Programme guidelines suggest that introduction to cytol-
ogy screening may be on an opportunistic basis for those
aged 20-25 years, but having had an initial screen such
women should be incorporated into the standard
call/recall system.18 So women never previously screened
or those who have defaulted follow up (particularly of a
previous abnormality) should be screened opportunisti-
cally. So should women with a clinically suspicious cervix.
Immunosuppressed HIV positive women should have
increased frequency of smears; exactly how often is not
known but at least annually is recommended. Also, some
recalled women will choose to attend our clinics for their
smears. As long as the results of these smears are incorpo-
rated into the computerised system, there is no risk of
them being repeated unnecessarily.
The Council of the Medical Society for the Study of

Venereal Diseases produced Guidelines on Cervical
Cytology, Confidentiality and GUM Clinics. Whilst recog-
nising a woman's right to confidentiality it recommends
that efforts should be made to obtain consent to inform
the general practitioner, particularly if the result is abnor-
mal. A survey in 1991 showed that the majority of clinics
did not routinely inform GPs of cytology results and 15%
did not inform GPs of abnormal results.30

In conclusion, to decide when cytology and colposcopy
are appropriate we should remember their aims. Excessive
detection of minor cytological changes and low grade CIN
only serve to cloud the issue, whilst causing anxiety to the
women. We should use these investigations to optimise
the prevention of invasive cancer but at the same time
minimise the over diagnosis of clinically insignificant dis-
ease.
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