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PAP SMEARS, COLPOSCOPY, AND CERVICAL DYSPLASIA

     Pap smears were developed in the 1940’s in an effort to decrease deaths from cancer of the cervix (the mouth of the uterus or womb which points into the upper vagina).  In this respect Pap smears have been largely successful, but the number of cases of cervical dysplasia (the abnormal “precancerous” stage) found and treated has increased dramatically.

     When a Pap smear is performed a scraping of cervical cells is placed in a vial of fluid and is then stained and analyzed under a microscope by the laboratory.  It is important to remember that a Pap is a screening test and not a diagnosis, designed only to pick up the potential of a problem.  It is only individual cells on the slide that are being examined, not the whole epithelium or cervical lining which shows the relationship of these cells to each other.

     Pap smears are usually categorized in one of three ways.  “Normal” Paps comprise 85 to 90% of the total, while those read as “dysplasia” occur about 1% of the time.  The remainder are either “atypical” Paps or those read as positive for high-risk Human Papilloma Virus (HR-HPV for short).  These are the 13 subtypes of HPV which cause most cases of cervical cancer and pre-cancer.

     If a Pap smear is read with dysplasia or with positive high-risk HPV, a colposcopy is usually recommended.  This procedure is for diagnosis and is done in the office in a matter of a few minutes.  The cervix is washed with a “white vinegar”/5% acetic acid solution to clean it off and highlight any potentially abnormal areas suspicious for dysplasia.  A colposcope is a low power microscope used to view the cervix for this analysis.  Depending on the findings, biopsies may need to be taken.  They may be virtually painless as the cervix has a small number of nerve endings, or it may feel like a “pinch”.  You may have some bleeding or spotting for a day or so after a biopsy of the cervix, and it usually takes a week to receive a report.

     If any biopsies are returned with a reading of dysplasia, treatment is generally recommended.  Dysplastic cells appear abnormal under the microscope, being large and irregularly shaped with large irregular nuclei as well.  Dysplastic cells therefore share some characteristics with cancerous ones, but they are not cancer because they have not invaded the underlying normal tissue.  In dysplasia the basement membrane at the bottom of the cervical epithelium is intact.  Dysplasia is graded as mild, moderate, or severe depending on how much of the thickness of the epithelium is taken up by these abnormal cells.  If not treated, about 5% of mild dysplasias and 30 to 50 % of moderate to severe dysplasias will progress to cancer.  It is currently impossible to predict which cases will progress and which will not.

     Because of the small risk of progression to cancer, women who have mild dysplasia have the option of having repeat Paps and colposcopies every six months for up to five years to see if the condition will clear on its own.  However, in the long run it could be more cost-effective to be treated as it will involve many fewer office visits (within a year most of these women are back to just annual visits).  

     Current research suggests that the major factor leading to the development of cervical dysplasia is infection with the sexually-transmitted human papilloma virus (HPV) which also causes genital warts.  For this reason evidence of HPV infection is often seen in biopsies showing dysplasia, but it can often appear on its own without dysplasia.  Treatment is an option to clear up actual flat warts on the cervix, but no treatment or medication exists to kill HPV (or any other virus).

     Several methods are available to treat cervical dysplasia.  All of them involve removing or destroying the top few millimeters of epithelium down to just below the basement membrane to eliminate the dysplasia.  Normal cells from the margins will then grow back and fill in the treated area.

     1)  Cryosurgery is a freezing of the cervix done in the office.  It takes just a few minutes, needs no anesthetic, and feels “cool and crampy”.  Cure rates range from 50 to 95% depending on the degree of dysplasia.  Cryosurgery is usually the best choice for patients who have only mild dysplasia.  A clear watery discharge will be present for about three weeks after the procedure is done while healing is taking place.  Its advantages are ease and low cost.  The disadvantage is that it is much less effective for higher degrees of dysplasia.
     2)  Laser ablation is a good choice for moderate to severe dysplasia because of the 95% cure rate.  It involves using a carbon dioxide laser beam to vaporize the dysplastic tissue.  It can be done wherever the equipment is located and requires only a local anesthetic, though some patients request IV sedation as well.  It is said to feel “warm and crampy”.  While a bloody discharge is present for about two weeks after the procedure, heavy postoperative bleeding is seldom seen.  The disadvantage of laser ablation is the greater cost.

     3)  LEEP (loop ectocervix excision procedure) is not a new technique but simply a variation of the old cone biopsy where an electrical loop is used to cut out a portion of the cervix instead of using a scalpel. A LEEP or cone biopsy is sometimes absolutely needed if the dysplasia seems to be located up in the cervical canal or if a suspicion of invasive cancer exists.  If done in outpatient surgery (which is necessary if the patient requests an IV sedative), it is similar to the laser treatment regarding anesthesia, cure rate, and expense.  If done in the office the costs are less than laser ablation but more than cryosurgery.  The chief disadvantage is a higher rate of heavy post-operative bleeding.
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