
187

Eur. J. Gynaec. Oncol. - ISSN: 0392-2936
XXXI, n. 2, 2010

Revised manuscript accepted for publication June 8, 2009
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Introduction

Papanicolaou’s seminal publication in the 1940s, which
showed that exfoliated cervical cells could be reliably har-
vested and spread, fixed and stained on a glass slide, laid
the foundations of cervical cancer screening [1]. In 1968,
Junger and Wilson published a list of ten criteria against
which screening strategies could be judged [2]. Our under-
standing of cervical carcinogenesis has progressed
immensely during the last 30 years, leading to the realiza-
tion that the HPV family of viruses is an essential factor in
the causation of the disease. The gradual increase in the
use of exfoliative cytology in the late 1960s and 1970s nat-
urally resulted in an increase in detecting abnormal cells.
Cervical cytology is the most widely used screening tool,
despite the fact that it has a false-negative rate of 25-50%
[3, 4]. Other disadvantages include cost, need for expert-
ise, need for repeat visits for reports, etc. Colposcopy of
the cervix is currently one of the second-line investigative
modalities in the management of cervical disease [5-8].  As
shown repeatedly, colposcopy can be used as a first-line
screening tool as well [5]. However, cost of equipment,
technical difficulties and the expertise required, have pre-
vented its widespread use as a screening tool. Combining
colposcopy with cytology increases the diagnostic accu-
racy [9]. Treatments such as laser and large loop excision
of the transformation zone (LLETZ) have since been intro-
duced. The incidence of cervical cancer following treat-
ment of CIN III is now less than 1% and the consequent
mortality rate is reported to be lower than 0.5% [10]. 

Materials and Methods

This is a retrospective analysis using data from the col-
poscopy clinic of our department identifying those patients (n =
545) who underwent colposcopic examination from 2003 to
2006. The following data, which were based on spontaneous
screening material, were retrieved for each woman: age, colpo-
scopic impression, procedure performed, biopsy result.  The age
of these women was between 18 to 65 years old (mean 35) and
24% of them (n = 130, mean 32.5) were smokers (Table 1).
Over the study period 17 women less than 20 years old under-
went colposcopy examination due to abnormal smears (16-19
years). Punch biopsies were performed on 343 women (63%).
See and treat management was offered to 53 (10%) women
(Figure 1). The colposcopies were satisfactory in 92% (n = 503)
of cases (Table 2). The percentage of new cases over these four
years was 34% (n = 186, mean 46.5. For 11% of the study group
(n = 61, mean = 15) the referral smear was their first ever smear
test (Table 1).

Results

The majority of smear test results of the women in our
study (273) were low-grade squamous intraepithelial
neoplasias (LGSIL) (50%), followed by 163 high-grade
squamous intraepithelial neoplasias (HGSIL) (30%).
Only 10% (20%) had low grade or inadequate smears.
Over the study period of four years (2003-2006) the cor-
relation between colposcopic opinion and pathology
result was 87% (Table 1, Figure 2). Thirty percent of the
pathology reports came back as chronic cervicitis ± HPV
infection, 33% as CIN I and 30% as high grade lesion
CIN II-III (Figure 3, Table 3). Only 9% of reports came
back as normal. Two cases of invasive carcinoma and
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other pathologies like warts and VIN were also identified.
See and treat management was offered to 53 (10%)
women and 48 (90.5%) of them had high grade lesions
on histology justifying treatment at the first visit (Table
4). Seventeen women less than 20 years old underwent
colposcopy examination due to abnormal smears (16-19
years). Two of them had CIN I and one CIN II. The

majority of these women (14/17) were normal or had
minor pathology (Figure 3). Mean time interval between
smear and colposcopy was 31 days and mean time inter-
val between colposcopy and pathology report was 22
days.

Discussion

The aim of a cervical cancer screening program is to
screen for precancerous changes in the cervical epithe-
lium which can be treated, thereby reducing the incidence
of cervical cancer. Although cervical cancer screening
has never been subjected to a randomized trial, few argue
against its success in promoting women’s health. It has
been estimated from systematic reviews that routine
primary cervical screening carries a 50-70% sensitivity to
detect CIN III [11]. 

The findings of HGSIL are a reason for referral for
urgent colposcopic assessment. HGSIL smears usually
correlate with a high-grade CIN lesion, which will even-
tually require treatment. Of patients with HGSIL 80%-
90% will have a histology report confirming CIN III [12].
CIN is identified, over a 10-year period, in up to 10% of
women following treatment for CIN, this representing
both persistent and recurrent disease [13, 14].

“See and treat” was offered to 53 women in our study
and 90.5% of them had-high grade lesions on histology
justifying treatment at the first visit. This small over-
treatment rate is acceptable, since the high correlation
rate between colposcopic opinion and histology clearly
demonstrates a high standard of colposcopic acumen.
Hence, a see and treat management could be decided
sometimes on the grounds also of the colposcopic find-
ings and an audit should confirm accuracy to at least 90%
of cases [15]. Actually a lot of women prefer to have the

Table 1. — Pathologic findings.

Age Smokers 1st Mean time Mean time Correlation
Pap test interval between interval between

smear and between pathology
colposcopy colposcopy report and

(days) and pathology colposcopic
report opinion for
(days) all lesions

2003 19-65 32 15 30 22 86 
(23%) (11%) (88%)

2004 20-65 41 18 32 23 91
(28.5%) (12.5%) (85%)

2005 19-65 29 12 31 22 77 
(23%) (9%) (86.5%)

2006 18-65 28 16 31 21 91
(20.5%) (12%) (89%)

Total Mean 130 (mean 61 (mean 31 (mean 22 345 (mean
35 32.5-24%) 15-11%) 86-87%) 86 87%)

Table 2. — Pathologic findings.

Colposcopic Biopsies- LLETZ LLETZ New Satisfactory
examinations patients post see and patient colposcopies

(punch) biopsy treat

2003 138 85 49 13 48 (35%) 125 (90.5%)
2004 144 90 63 17 53 (37%) 131 (91%)
2005 127 79 44 10 40 (31.5%) 119 (94%)
2006 136 89 50 13 45 (33%) 128 (94%)
Total 545 343 mean 206 53 mean 186 mean

86 (63%) 13 (10%) 46.5 (34%)

Figure 1. — Number of satisfactory colposcopies, punch
biopsies and see and treat cases.

Figure 2. — Correlation between pathology and colposcopy.

Figure 3. – Results of punch biopsies for the period 2003-
2006.
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treatment at their first visit, instead of having directed
punch biopsy and a second visit for treatment, subsequent
to histologic diagnosis. They find this approach less
stressful. This way of approach has the advantage of
fewer return clinic visits which in turn means more avail-
able clinic appointments and thus shorter waiting times
leading to more streamlined efficient service.

The majority of the women bellow 20 years old who
participated in our study had normal colposcopies or had
minor pathology. There is no justification for including
teenagers in the cervical screening program. This could
lead to more harm than good [16]. The incidence of cer-
vical cancer in the younger than 25-year age group is
very low and the prevalence of transient HPV infection
after coitarche is high [17]. One in six smears taken in
this age group is abnormal. Many cases of this prevalent
low-grade disease would have resolved spontaneously if
screening were started at a later age [18]. Screening in
this age group often results in unnecessary colposcopies,
with the resultant possible consequences of increased
anxiety and possible overtreatment. Even a CIN III lesion
in 30% to 70% of cases may progress to invasive disease
over a period of 10-12 years, so it is safe to wait until the
age of 20 to perform a smear [17-19].

CIN is usually treated by local ablation or excision
unless there are clinical indications to the contrary. Pro-
vided that the pathologist is certain that the resection
margins of the biopsy are free from disease, it can be
assumed that the whole lesion has been removed. The
successful treatment of one area of CIN does not preclude
the future development of further areas of CIN or VIN.

Also treatment that fails to remove the whole of the
lesion may result in patients’ having more than one focus
of residual CIN and therefore the adequacy of secondary
ablation is much harder to assess. The subsequent detec-
tion of additional foci of disease is therefore not neces-
sarily indicative of treatment failure.

Conclusion

Cervical cancer screening is a multidisciplinary activ-
ity in which the various components of a program must
work with the same goals, protocols and definitions in
order to be objective. A cervical biopsy is part of the
screening process. It follows a referral, the need for
which has been indicated by the cervical smear report. A
biopsy has several functions. It confirms, alters or refutes
the suggested diagnosis and, in some cases, it adequately
treats the lesion. When a well organized screening
program exists, it is expected that cytology reports will
be available to the colposcopist (when examining the
woman) and to the histopathologist (when diagnosing
biopsies). Similarly, clinical reports must be available to
the histopathologist. In this way, professionals will have
access to all the necessary information and be able to
exercise their judgment and make appropriate recommen-
dations.
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