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IMPLEMENTATION OF THE SCREENING PROGRAMME

2.3.1
Invitation Scheme

TARGET POPULATION

The population area should be well defined, with an administrative database at its core that holds details of all women included in the population. The data held should include unique patient identification such as name, date of birth, relevant health or social security numbers, usual doctor where appropriate and address for contact.

Population registries can in general provide such data but must be regularly updated to take account of population migration, deaths and changes in personal details. A high rate of migration will cause problems in the production of statistics. Stability of the population is therefore desirable and the population size of the programme should be large enough to ensure stability of statistics. In those countries where population registers are based on administrative areas of small size, communication between them is essential. It is difficult to obtain adequate data for evaluation if a large proportion of smears are taken or reported or biopsies are performed outside the administration area concerned. The population should normally include at least 250 000 people for optimal administrative efficiency and stability of statistics.  Suitable registers might include:  

· electoral registers 

· social security registers

· screening programme registers

· health service registers

Small size of population can also cause problems with the follow-up of women.  The area should ideally therefore be large enough to include the resources needed not only for smear taking, but also for smear reporting, follow-up of abnormal smears and treatment. If this cannot be achieved larger reference centres covering more than one area should be identified and communication lines established.  

Organised screening is more effective and efficient than opportunistic screening for a population.  Opportunistic programmes tend to be more expensive in their operation, and to be less likely to achieve high levels of population coverage, with coverage being particularly poor amongst high risk underserved women.

Populations at risk should only be defined in terms of age. Attempts to define sub-groups at high risk are theoretically appealing but not practically possible at present.  HPV testing may offer the opportunity in the future to identify low risk women who require little or no cervical screening. This document is based on the recommendation of the Advisory Committee on Cancer Prevention of the European Commission that screening should at least be offered to women in the age group 30-60 years every 3 to 5 years. Cervical smears should not be taken routinely from well women attending contraceptive clinics, ante-natal clinics or post-natal clinics unless the women are over the local age of starting screening and have not had a smear within the previous time period set by the local health authorities. However, it must be emphasised that women with symptoms or signs, which may be related to cervical cancer, should be investigated at any time. In deciding on local policy several special groups have to be considered.  

(i) Women who have been treated for CIN 2/3, HSIL, or endocervical glandular abnormalities will need more frequent testing for at least 5 – 10 years in case of residual disease.   Women who have been treated for cervical cancer should remain under gynaecological supervision.  Women who have been treated for cervical intraepithelial neoplasia and invasive cervical cancer should be registered for statistical purposes with the cancer register as D06 and C53 respectively under ICD 10.

(ii) Women who have never been sexually active with a man are generally considered to be at low risk from cervical cancer. However, particularly in young women, this circumstance is subject to change and such women should have their status reviewed individually.  In order to avoid discrimination, all women should be invited for screening irrespective of status.   

(iii) Hysterectomised women need not be included if their surgery was unconnected with CIN or cervical cancer and any other abnormality found in the specimen was benign. 

(iv) Women over the age of routine screening who have never been screened should be entitled to at least two negative tests on request.

SPECIFICATION OF THE SCREENING INTERVAL 

Observational studies, whether case control or cohort, have been used to estimate the relative benefit associated with different screening intervals. To decide on the optimum age group on which to target screening and the optimum screening interval, one needs information on age specific rates and on the duration before onset of invasion in which precursor lesions are detectable. The incidence of invasive cervical cancer at different ages follows a particular pattern. In unscreened populations, this is similar whether the disease is very common or relatively rare.  Estimations of the length of time during which precursor lesions are detectable before invasive cancer occurs were confused in the early years of cervical screening programmes by an over concentration on the natural history of precursor lesions detected at screening. It is now clear that many of these lesions, particularly mild (CIN1) dysplasia in younger women, will not progress, and will in fact regress. Rates of progression are suggested in Table 1.  A large number of early cervical screening programmes reported on this issue, and many of these results were included in an overview published by the International Agency for Research on Cancer in 1986. The organised programmes included in this overview gave a consistent picture, summarised in Table 2. However, it is clear that increasing coverage is more important than increasing the frequency of screening. 

The protection afforded by screening is high in the first 3-5 years; and declines thereafter.  However, when the incidence pattern of cervical cancer is taken into account, it is clear that a smear taken between 35 and 60 years of age is 30 times more effective in detecting a lesion destined later to become invasive than a smear taken at age 20 years, and about 10 times more effective than a smear taken at age 25 years. Table 3 illustrates the effectiveness of different screening policies on the incidence of cervical cancer assuming 100% compliance. 

The EC recommendations state that cervical cancer screening should be offered every 3 to 5 years. Screening more frequently than every three years should be discouraged as it is not cost‑effective. In case of limited resources, screening every fifth year with high quality and high compliance is preferable to screening every third year.

PRIVATE 
HOW TO REACH THE TARGET POPULATION AND INCREASE COVERAGETC  \l 2 "2.7HOW TO REACH THE TARGET POPULATION AND INCREASE COVERAGE"
Compliance is a fundamental prerequisite for the success of a screening programme. Low coverage reduces the number of cancer cases prevented, and special efforts should be made to recruit women who have never had a smear.

PRIVATE 
Barriers TC  \l 3 "2.7.1
Barriers "
The extent to which women participate in screening is associated with age, socio-economic status and marital status. Single women, women from minority ethnic groups and women of low socio-economic status are less likely to be screened.  Often they have never had a smear, and their contact with the health service has not been recent. Non-compliers have higher incidence and mortality risks. Women with disabilities are also often excluded from cervical screening, yet many have equal risk factors to the rest of the population.  Paraplegic women, for example have often been sexually active prior to the trauma that caused their paralysis.   Women with various mental handicaps can sometimes combine sexual activity and high rates of smoking.  

Fear of gynaecological examination, fear of cancer, social stigma, concern about of the sex of the smear taker, non-confidence in the method, and in the health care system in general, are obstacles which are difficult to remove and largely dependent on the cultural and social background. The tools for removing them need to be tailored to each community to which invitations are addressed. The same is true for potential barriers decreasing the accessibility such as distance from well women clinics, waiting-time required for the test, etc. The cost of the test and/or of the consultation fee may be a barrier in some healthcare systems

PRIVATE 
Tools for increasing participationTC  \l 3 "2.7.2
Tools for increasing the compliance "
For the population at average risk, general recommendations to achieve high participation rates can be made.  It has been shown that individual invitation letters preferably in the name of the woman’s own doctor can be very effective.  These should include the following details:

· Mention the screening interval

· Mention who the test is for (all women of a certain age range)

· Explain the purpose of the test (for cervical abnormalities, NOT cancer)

· Explain that further tests might be necessary

· Mention the validity of the test

· Provide appointment information

· Offer a choice of time/place

· Mention who takes the smear (another woman)

· Explain how results will be communicated

· Refer to an enclosed leaflet

· Explain how to get further information (eg cancer society helplines, websites)

Specifying appointment times and dates will further increase participation rates, but easy to understand instructions on how to change the appointment are essential, particularly for premenstrual women and women who are working or who have carer responsibilities.

In small towns and in the countryside the organizations of the social life such as churches, markets, women organisations, provide opportunities for advertising and promotion. 

Advertising through mass media has an effect for a short period of time and should be planned at regular intervals in order to reinforce the message. Newspapers, magazines, television and radio can offer free spaces for publicity. Sponsors for advertising should be considered. These approaches are not mutually exclusive and should be tailored according to local situations.  A high reputation for the programme is generally helpful and sending individual result letters will also be well received.

Economic incentives for doctors have been in the UK shown to be effective in improving coverage.  There, coverage has reached and been maintained at more than 80% since 1993, compared with only around 25% in 1988 before target payments and computerise call and recall was introduced. Incentives for women such as free offers, complimentary tickets, gifts, etc could be considered in some areas and general marketing techniques could be useful in increasing the participation.

2.3.2 Screening Test

Cervical screening will be considered in four sections, these are:


Taking the smear


Laboratory facilities


Colposcopy clinics 



Administrative support

TAKING THE SMEAR

Facilities

The cervical screening programme will invite well women.   It is important that women are satisfied with the service offered to them, or they will not return for re screening or follow up tests.  Before the smear is even taken, the environment for the taking of the smear should be suitable.  There should be privacy, warmth and a relaxed atmosphere.  The woman must be comfortable, and there must be an adjustable spotlight for the smear taker to visualise the cervix before taking the smear.  

The equipment required by the smear taker should be available prior to beginning the examination of the woman in order that the time the woman spends in what some consider to be an embarrassing position is minimised.  The equipment that should be available will include gloves for the smear taker and a range of specula and samplers, slides, a fixative, pencil and slide carrier for conventional smears or vials and a ball point pen where liquid based cytology is used.  Waste disposal and sterilisation facilities will be required for when the examination is concluded.  In addition there should be leaflets available to give the woman for her information on a variety of issues that she might raise.  The test request form should be properly completed.

Procedure For Taking A Cervical Sample 

(I) Explain to the woman the procedure, what to expect and give reassurance. Ask about her general health and whether she has any symptoms such as irregular bleeding or discharge.  It can be helpful to note the date of the last menstrual period or any recent pregnancyFollow any local consent protocols.

(II) For conventional smears, label the slide or slides clearly in pencil on the frosted end with the woman's surname, forename and date of birth. An identification number may be added. Other methods of marking may be removed during processing of the slide. For liquid based cytology, label the vial with the same information using a ballpoint pen. 

(III) Ensure that the woman is lying comfortably on the examination couch in either the dorsal or lateral position so as to visualise the cervix clearly and position the light. Position the light source. Avoid taking a swab before the cervical smear.

(IV) Select the largest speculum that can be inserted comfortably and bring to body temperature by warming it in the gloved hand or in tepid water. Insert the speculum along the axis of the introitus and, when half way up the vagina, rotate 90( and open when fully inserted. Lubricants are not usually necessary. If required a little tepid water or a small amount of water soluble lubricant but this must not contaminate the surface of the cervix as this impairs the sample quality. Bring the cervix into view by gentle movement of the speculum encouraging the woman to relax. If this proves difficult, digital examination taking care not to disturb the surface of the cervix) or change in position may be beneficial. The appearance of the cervix should be noted and smear takers taught the various normal and abnormal appearances of the cervix and suspicious symptoms. If a non-medically qualified person is concerned about the clinical appearance of the cervix, a medical opinion should be obtained. Do not routinely clean the cervix or take a swab before taking the sample)  

(v) The request form should be fully completed with the woman's surname, forename, date of birth and other identifying features clearly written. The number of slides or sampling technique, date of last menstrual period or recent pregnancy, and clinical observations such as irregular bleeding or suspicious looking cervix must be recorded. The smear taker should ensure that the woman has understood the procedure and is aware of when and how she will receive the test result.

Sampling The Transformation Zone 

Sampling the transformation zone may be carried out using wooden or plastic spatulae of various types. Spatulae, brooms and brushes with extended tips are recommended. Endocervical brushes may be used for sampling the endocervical canal, but should not be used on their own as the sole means of sampling

To obtain an adequate sample the pointed end of the spatula or tip of the broom should be inserted into the cervical os until the inner curved surface is applied to the cervical surface. The spatula or broom is then rotated through 360° keeping it firmly applied to the surface.   If the cervix is parous with an irregular os, it is important to maintain firm pressure to scrape off the surface cells while sampling the whole circumference of the os). This can be repeated should the spatula fail to contact an area during sampling. 

If the woman has a small cervical os, if the transformation zone is not visualised or treatment for a previous abnormality has been done, an endocervical brush sample be may be taken in addition to the cervical scrape. The brush is inserted into the os so that the lower bristles are still visible rotated once before removing. 

Preparing a conventional smear

To prepare the slide, the material obtained on the spatula/broom or brush should be evenly spread over the whole of the non-frosted part of the slide on the same side as the name. The spatula should be placed flat on the slide and the material spread lengthwise. The spatula should be turned over and the motion repeated so that as much material as possible is transferred to the slide. Normally one smear should be sufficient but excess material should be spread onto a second slide.  Similarly one side of the broom should be swept lengthwise along the slide, turned over and repeated for the other side.  Material from a brush sample can be transferred to a slide by a gentle continuous rolling motion. The endocervical brush sample may be placed on a second slide. If both the spatula or broom sample and the endocervical sample are placed on the same slide, care must be taken to ensure that the cells in the first sample are adequately fixed before taking the second sample and that these cells are not damaged while spreading the second sample.  

Fixing The Smear

It is critical that smears are fixed immediately to prevent partial air-drying which will distort cellular detail. It should be noted that smears from postmenopausal women and blood stained smears dry very rapidly.  The fixative of choice is 95% ethyl alcohol but other appropriate fixatives may be used. The smear should be flooded with fixative from a dropper bottle, sprayed with an aerosol fixative or placed immediately in a container of fixative that covers the whole of the cellular area of the slide. The slide should be fixed for at least 10 minutes. It should be removed from the fixative and placed dry in a slide box for transportation. 

Preparing a liquid based cytology sample.  
A liquid based cytology sample is collected from the cervix in the same way as that for a conventional smear but only plastic sampling devices may be used. The smear taker must follow the manufacturer’s instructions for collecting the sample.   Either a single broom-like device or a combination of plastic spatula and endocervical brush are recommended for ThinPrep( while only a broom with a detachable head is recommended for the SurePath( system. The CytEasy( system recommends using a proprietary broom-like device. 

The protocol for rinsing the sample into the vial of collection fluid depends on the methodology used and should be confirmed against the manufacturer’s instructions.  

For the ThinPrep( and CytEasy( systems, the broom should be pressed vigorously against the bottom of the vial twenty times to remove all the cellular material.  Before discarding the broom, the bristles should be inspected and the procedure repeated if any residual material is seen.  

For SurePath( samples, the head of the broom is detached into the vial of collection fluid.  

The lid of the vial should be firmly closed to prevent leakage during transportation. The ThinPrep Preservcyt vial has torque lines to facilitate correct sealing.   Over tightening of the lid should be avoided since this may impede functioning of the T3000 automated ThinPrep processor.  

LABORATORY FACILITIES AND PROTOCOLS

Request form
The request form should be designed to allow easy computer entry of the details for both the woman and the smear taker.  The use of bar coded labels for these should be encouraged.  There should be space on the form to document the type of sample collected, the number of slides, date of last menstrual period or recent pregnancy, and clinical observations such as irregular bleeding or suspicious looking cervix. There should be space for the smear taker to verify that the cervix was fully visualised and that a full 360( degree sample was collected.  

Reception of cervical cytology samples. 

There should be adequate space to receive samples.  This must include checking the identification on the request form matches that on the slide or vial.  A laboratory accession number should be applied to both the request form and slide/vial, and a check made that these correspond.  Facilities must exist for entering details of samples received into a database. 

Protocols must be available to handle leaking samples or broken slides and to manage samples where the woman’s details are inadequate or differ on the slide / vial and request forms.

Processing of liquid based cytology samples.  
A slide must be prepared from liquid based cytology samples before these are stained and coverslipped.  Cell suspensions should be prepared according to the manufacturers instructions.  

There should always be at least one member of staff who is fully trained in device operation available in the laboratory during each working day. Training should be undertaken according to company specifications.  The company should provide a full on-site training programme and a comprehensive operator manual and maintenance schedule that should be incorporated into the laboratory standard operating procedures.  

Reaching competence in operating a device takes at least 4 hours of formal training.  At the end of training, an operator should be able to perform any “front end” tasks on the samples, operate the device, perform the required routine systems checks, carry out routine maintenance procedures and undertake minor trouble shooting tasks in line with the operators manual.  The company should certify satisfactory completion of device operator training for each individual.  

When using a device that does not automatically generate a vial and slide label, the woman’s name and laboratory accession number should be written in pencil on the frosted end of the slide immediately prior to producing the preparation.  Pre-labelling of slides in batches should be avoided since this increases the risk of transposition.  

A final check of the woman’s name and slide number should be made at the time of applying the laboratory slide label to the slide.  If a discrepancy is detected subsequently during the stages of processing, this should be documented according to laboratory Standard Operating Procedures and a further preparation made from the vial.
Slides should be prepared according to the protocol for the device as specified in the laboratory standard operating procedures

Staining conventional cervical smears

Smears should be stained by the Papanicolaou method using reputable high quality stains that are within the stated expiry dates.  The haematoxylin should give excellent nuclear definition.  The cytoplasmic stains (OG and EA) should produce the correct colouration, a consistent colour balance, subtle contrasts and delicate colouration to allow cytologists to identify different types of cells while assessing nuclear detail.  The use of staining machines facilitates a consistent colouration of smears.  

Staining slides made from liquid based cytology samples. 
Laboratory staining protocols for conventional smears should be reviewed and, where appropriate, modified to obtain optimal results for liquid based cytology samples. The use of proprietary stains is acceptable so long as the tinctorial qualities achieved match those of the Papanicolaou stain.  

Coverslipping and mounting conventional smears and slides made from liquid based samples

The majority of cellular material on the slide should be covered by a glass coverslip.  To achieve this a 22 x 50mm size coversip is recommended for conventional smears.  Smaller coverslips may be appropriate for liquid based cytology samples but care must be taken to ensure that all the circle of cell deposition is within the edges of the coverslip.  

Where possible a xylene substitute should use used as a clearing agent.  If xylene is used, the mounting procedure should be performed in a fume chamber to meet safety regulations.  

Retention and disposal of residual liquid based cytology cell suspensions after slide preparation. 
The residual cell suspension should be kept for at least two weeks after a report has been issued.  Storage should be at room temperature in racks not more than 50 trays high. Dispose of residual waste material should be carried out according to locally agreed clinical waste disposal protocols or by an appointed agent who holds the necessary waste disposal licences.  

Slide and report archive

All conventional smears and one slide from all liquid based cytology samples should be kept for a minimum of ten years.  If more than one slide has been prepared from a liquid based sample for diagnostic purposes, each slide should be stored for the ten year period.

Laboratory computers used to generate smear reports should have a system for baqcking up data at frequent periods.  Where reports are are not computer generated, a paper copy of each report issued should be kept for a minimum of ten years 

Screening cervical slides 

The laboratory environment is important for high quality screening. It should be quiet and comfortable with interruptions (telephone calls, visitors, etc) kept to a minimum.  In order to achieve this the screening room should be separated from other laboratory activities.  It is not appropriate to have screeners act as laboratory receptionists or to handle telephone enquiries while attempting to screen cervical samples.

The screening room furniture and microscopes should be ergonomically designed to prevent repetitive strain injury and individual screeners should have at least 1.5m bench space for comfortable working. 

Each microscope should have x10, x40 lens as well as an intermediary (x20 or x25) lens and have a means to adjust the height of the eyepiece head.  There should be a mechanical or motorised stage. The slide should be placed on the stage and screened using a x 10 lens by starting at one corner of the coverslip and moving vertically or horizontally in straight lines overlapping each line by at least 10% of the field of view.  Screening should continue until all the fields within the coverslipped area have been viewed. 

The availability of the previous cytology slides or at least the smear results will facilitate interpretation of the current smear and ensure appropriate recommendation for management. 

Laboratory Staffing

The laboratory must be suitably staffed to cope with the volume of demand.  There should be a named consultant cytopathologist responsible for the cervical cytopathology service.   All borderline (ASC-US) and abnormal samples must be reported by a medically qualified cytologist or an Advanced Biomedical Scientist Practitioner (or equivalent) working under the overall supervision of the medically qualified cytologist.  

Automated scanning devices need to be evaluated and guidelines then developed COMMENTS WELCOME   
 COLPOSCOPY

With respect to clinic facilities:

The clinic facilities should protect the woman’s dignity, and women should be given time to discuss their care prior to, and following the colposcopy examination, and/or treatment

· There should be suitable access for those with disabilities.
· There must be a private area with changing facilities. 
· There must also be toilet facilities with disabled access. 
· There must be a permanently sited specific room for colposcopy 
· There must be separate waiting and recovery areas 
· Basic refreshments must be available 
With regards to equipment for the colposcopy clinic:

· There must be a permanent couch and colposcope 
· Appropriate sterilising facilities must be available in accordance with local and national health and safety recommendations 
· In units offering only a diagnostic service, there must be automatic referral to a unit where treatment is available if required 
· Clinic staff must always be familiar with the treatment method(s) used 
· If laser or diathermy equipment is in use, there must be adequate safety guidelines in place with all staff trained in their use. Clearly written and easily available emergency guidelines must be available in each clinic in line with individual hospital or clinic recommendations 
· Adequate resuscitation equipment must be immediately available and staff involved in the clinical care of patients must be trained in its use 
· There must be suitable information technology equipment and software to facilitate collection of data 
· Television monitoring facilities for women who wish to watch the procedure are desirable. 

· Women should be able to have a friend or relative present if they wish or another chaperone made available on request.

· Visitors to the unit should be limited. The woman’s permission should be sought prior to colposcopy if any additional staff non-essential for the purposes of performing colposcopy are present (e.g. trainee doctors and nurses, undergraduate medical students, visiting clinical staff).

With regards to communicating with women:
There is compelling evidence that many women suffer significant negative psychological effects from receiving an abnormal smear result and the need for further investigation and psychological sequelae are often more likely to discourage compliance with subsequent screening and follow up. The provision of accurate and clear information at all stages of screening, including at colposcopy, reduces anxiety and improves the woman’s experience.

Coverage is low amongst many ethnic minority and refugee groups.  There are significant differences in awareness about cervical cancer across different cultures. Providing information and interpreter services to explain what is happening improves compliance and reduces anxiety.  Women with disabilities, whether physical or learning (mental) will also need special attention.  They may need additional time allocation in the clinic and to be accompanied by their own carers who are experienced in their difficulties.

Information materials should be available both before and after attendance in an appropriate language and format to facilitate women’s understanding of the process and to allay their anxieties. 

ADMINISTRATIVE SUPPORT 

A computerised database is essential for operating a call and recall system reliably.  In addition, this database should ideally hold details of all invitations, test results and treatments provided.  The database would thus facilitate evaluation of the screening programme and audit of its activities.  Adjustments could then be made in a timely manner to ensure the programme was running optimally at all times.

2.3.3 Staging of pre-malignant lesions

NOTE We are uncertain as to what should be covered in this section and would welcome discussion

2.3.4 Diagnosis of screen-detected pre-malignant lesions 

The following data should be recorded at the colposcopic examination
· Reason for referral 
· Grade of cytological abnormality  

· Whether the examination is satisfactory. This is defined as the entire squamocolumnar junction having been seen, and the upper limit of any cervical lesion also being seen. 

· The presence or absence of vaginal and or endocervical extension
· The colposcopic features .

· The colposcopic impression of lesion grade.  
Care should be taken not to overlook invasive disease 

An excisional form of biopsy is recommended*:

· When colposcopic appearances indicate high-grade abnormality.   

· When low-grade colposcopic change is associated with a cytological report of  HSIL/severe dysplasia/severe dyskaryosis or worse.

· When a lesion extends into the endocervical canal. (Sufficient canal must be removed in these situations)

In the situations mentioned above, punch biopsies are not considered to be reliably informative.

The colposcopist should be cognizant of the small risk of inappropriate or inadvertent destruction of invasive or endocervical glandular lesions. This situation is most often encountered in association with high grade cytological or colposcopic change (CIN3).

*There may be pressing reasons for delay in biopsy such as pregnancy. Reasons for not performing a biopsy should be recorded. 
The colposcopist must be confident that all measures including biopsy have been taken to exclude invasion prior to treating with local destruction.  Accepted practice dictates that the decision to perform destructive treatments should only be reached after the available cytological, colposcopic and directed biopsy evidence indicate a high degree of confidence that invasion is absent. Retrospective studies of invasive disease presenting after destructive treatments indicates that failure to exclude invasive carcinoma prior to treatment is the most important aetiological factor. Nevertheless, large observational studies of local destructive therapies conducted in regional centres with rigorous colposcopic assessment indicate high success rates with only a small risk of inadvertent /inappropriate treatment of invasive or glandular lesions

The cytology result should be available to the colposcopist prior to commencing the colposcopic examination.  Knowledge of the cytological result improves the identification of colposcopic images of high-grade CIN and when combined with colposcopic findings, improves the sensitivity of diagnosis of high grade CIN

Urgent referral should be considered when an invasive squamous cancer or glandular lesion is suspected on the smear results.

Colposcopically directed punch biopsy.  

Biopsy should be carried out unless an excisional treatment is planned, when the cytology indicates persisting moderate dyskaryosis or worse, and always when a recognisably atypical transformation zone is present. Pregnancy is an exception.  Low grade cytological abnormality and negative colposcopic examination may not require colposcopic biopsy. A retrospective study showed that in women with low grade cytological abnormalities and a normal colposcopic examination, only 7.8% had CIN2 or 3 on loop excision. 

The role of colposcopically directed punch biopsy

In deciding on treatment (and especially if destructive methods are being considered) associated cytological and colposcopic findings are as important as the result of directed biopsy 

If colposcopically directed biopsy is reported as inadequate for histological interpretation, it should be repeated if there is a residual colposcopic lesion 

Accuracy of colposcopic diagnosis

For those with satisfactory colposcopic examination, the predictive value of a colposcopic diagnosis of a high-grade lesion (CIN 2 or worse) should be at least 65%

It is desirable that colposcopists should be able to differentiate high-grade (CIN 3 and CIN 2) lesions (intraepithelial or otherwise) from low grade in order to avoid missing advanced disease and to reduce over treatment for low-grade lesions. A variety of factors influence the precision of colposcopic diagnosis. 

‘Specific colposcopic appearances’ such as acetowhite epithelium, punctation and mosaicism, and glandular cuffing have been related to histology in few studies and any statistical analysis is unreliable. Furthermore, punctation and mosaicism are noted in benign circumstances.  Scoring systems have been published but these are not recommended for routine clinical use. They do not readily facilitate the confirmation or exclusion of high-grade disease, which is the most important and reproducible colposcopic criterion.
Amongst experienced colposcopists there is a lower level of agreement for diagnosing low grade lesions (CIN 1) compared with high-grade (CIN3) and agreement is poor for low grade abnormalities. 

Not all CIN lesions may demonstrate colposcopic abnormality. 

There is an association between increasing severity of CIN and lesion size. Furthermore the accuracy of colposcopic diagnosis in women with proven ‘high grade’ CIN, was related to lesion size.  Invasive cancer and high grade CIN are usually accepted as reproducible end points for significant disease in assessing cervical screening and diagnosis. While it has been noted that there is considerable subjectivity and interobserver variability in the grading of CIN by expert pathologists, this is less so for high grade lesions.  The histological presence or absence of high grade CIN seems the most valid way of assessing the performance of colposcopic diagnosis (colposcopic impression).
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