
666

Annals Academy of Medicine

Management of Mild Dyskaryosis—M H Jones

The Management Dilemma of the Mildly Abnormal Smear: Fact or Fiction?
M H Jones,*MD, MRCOG

Abstract
For at least 10 years, there has been much controversy regarding the management of women presenting with a first mildly dyskaryotic

cervical smear. Argument has centred on many key issues, including the risk of progression to more serious disease, the anxiety caused to
the patient, the risk of overtreating patients with minor disease and, more recently, the financial implications of prompt intervention and
treatment. Essentially, it has been established for many years that only two main management options are appropriate. The first is a policy
of referring all patients with mild dyskaryosis for prompt colposcopy and intervention. The second option is to keep such patients under
cytological surveillance, with recourse to colposcopy only if the lesion persists or progresses on subsequent cytological screening. This review
article aims at appraising the evidence that is currently available in an attempt to try and resolve the management dilemma posed by a mildly
abnormal smear.
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Introduction

Carcinoma of the cervix is still a relatively common
gynaecological malignancy. However, despite being
potentially preventable it still claims the lives of many
women even in those countries where organised screen-
ing programmes exist. Such programmes aim to detect
the disease at the premalignant stage of cervical
intraepithelial neoplasia (CIN). In the United Kingdom
(UK) for example, the screening programme was intro-
duced in 1964. Twenty-five years later 4.5 million smears
are being taken annually, 200 000 of which are reported
as abnormal. These abnormalities can range from bor-
derline changes to evidence of invasive disease, and all
these results require further action.

Where active screening programmes are in existence,
mild dyskaryosis is a particular smear abnormality which
attracts much attention. This is because of the contro-
versy surrounding the management of women with this
type of smear abnormality. In United Kingdom
laboratories some 130 000 smears annually are reported
as showing mild dyskaryosis and this represents a
serious clinical dilemma as well as an important
practical problem.

Why the Controversy?
The problem with mild dyskaryosis is that, in contrast

to moderate or severe dyskaryosis, there is a feeling of
uncertainty about its clinical significance. It is accepted

that women with moderate and severe dyskaryosis
should be referred to colposcopy on the grounds of high
risk of underlying severe disease, yet mild dyskaryosis
appears to be prognostically vague. This has resulted in
the employment of two possible management options;
immediate referral for colposcopy or continued cyto-
logical surveillance. The fact that there is still no univer-
sally agreed management policy results mainly from
uncertainty about the relationship between the cytologi-
cal diagnosis and grade of co-existing CIN on the cervix.
For example a woman with mild dyskaryosis may
already have severe underlying disease or she may be
at risk of developing severe disease later, or indeed
she may have disease that is destined to regress
spontaneously.

Adding to the difficulty of interpreting the signifi-
cance of mild dyskaryosis is the fact that until recently
there was no standardised cytological reporting system
practised in the UK, and therefore diagnosing lesser
degrees of cytological abnormality with confidence was
difficult. Recent National Health Service guidelines1

have tried to standardise the reporting of lesser smear
abnormalities but the problem is far from resolved.
There is also a similar difficulty in reporting mild histo-
logical abnormalities obtained from colposcopy biop-
sies, and this results in a low level of repeatability in the
histological grading system for CIN (worse for low
grade disease) whether by the same or different observ-
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Large CIN Lesions are Detected by Cytological Surveillance

Lesion size appears important in correlating the smear
result with histologically confirmed abnormality. The
larger the size of the lesion the more likely it is to be
detected by cytological surveillance.6 Furthermore per-
sistent false negative results in cytological surveillance
in the presence of large lesions are extremely rare. A
larger lesion is more likely to show better correlation
between smear cytology and biopsy histology and is also
likely to have greater progressive potential.7-9

Mild Dyskaryosis Can Regress Spontaneously

Between a third and a half of all women with mild
dyskaryosis will have a persistence of cytological abnor-
mality resulting in referral for colposcopy while the
remainder will have repeat smears that will return to
normal without treatment.10 The important question is
“What proportion of women with subsequent normal
cytology are still harbouring clinically significant large
high grade lesions?”

Cytological Surveillance Results in a Higher Yield of Disease
at Colposcopy

Women with persistent smear abnormality on follow
up of mild dyskaryosis are found on colposcopy to have
a high chance of having CIN 3. This contrasts with the
relatively low yield of high grade CIN found after refer-
ring for colposcopy immediately after the first mildly
dyskaryotic smear.11,12

Prompt Colposcopy Referral Results in Over-treatment

Referral for colposcopy and intervention following a
first mildly dyskaryotic smear results in over-treatment.13

Given that a proportion of CIN lesions regresses sponta-
neously without treatment, it is obvious that a blanket
referral for colposcopy will result in women presenting
with visible lesions that will get treated. As little as 20%
of women referred will have CIN 3 and a similar propor-
tion will have no visible lesion anyway.12

Colposcopy Causes More Patient Anxiety

The majority of women having colposcopy experience
great anxiety14 and recent evidence concerning mild
dyskaryosis has shown that colposcopy causes greater
anxiety than cytological surveillance.15 The psychologi-
cal problems associated with referral for colposcopy and
the anxiety about further treatment may well outweigh
the risk of the patient having significant disease. Some
gynaecologists believe that a certain element of anxiety
is necessary to encourage women to attend follow up
whilst others will say that unnecessary anxiety is no
substitute for better patient education (particularly as
up to 40% of women with mild dyskaryosis think they
have got cancer).

ers.2 To further complicate the situation there is confu-
sion over the significance of human papillomavirus
(HPV) in interpreting mild cytological or histological
abnormalities in terms of the risk of disease progres-
sion.3 Finally this uncertainty over the natural history of
mildly dyskaryotic smears in a background of balancing
risks and benefits of the two management options com-
pletes the clinician’s dilemma.

What are the Facts?

To help clarify the dilemma it is possible to review the
advantages and disadvantages of both management
options. The debate centres upon whether there should
be immediate referral for colposcopy and treatment or
whether there should be a programme of regular repeat
smears with referral for colposcopy only if the smear
abnormality persists. Essentially the arguments in
favour of colposcopy and intervention are as follows.
Firstly, colposcopy offers a prompt accurate diagnosis of
CIN. Secondly it reduces the time scale over which CIN
lesions may progress during repeat cytology. Thirdly,
colposcopy can detect disease missed by cytology
including those cases where there is poor patient
compliance.

The arguments in favour of cytology follow up include
the fact that a large proportion of women with mild
dyskaryosis will have disease regression without treat-
ment. Colposcopy is more expensive than cytology and
requires special training and clinics. There is also the
question of colposcopy causing much patient anxiety as
well as exposing the women to the risk of over-treatment
and cervical damage. Cervical stenosis may lead to
difficult smear taking and there are implications with
regard to infertility.

The debate regarding whether colposcopy or cytologi-
cal surveillance is the management of choice still contin-
ues, yet with all the recently published reports it would
seem reasonable that this issue could be resolved. The
question of how mild dyskaryosis relates to the grade of
underlying CIN appears to be the central issue followed
closely by the problem of quantifying the risk of disease
progression of CIN to cancer. A review of the literature
reveals the following facts about the management of
mild dyskaryosis which may help answer the problem.

The Malignant Potential of Mild Dyskaryosis is Low

The majority of women with mild cytological abnor-
malities are at low risk of progressing to higher grade
disease.4 Furthermore the risk of developing cancer in
women with mild dyskaryosis where subsequent smears
have reverted to normal is very low. Robertson et al5

have reviewed smears from women with cervical cancer
to find no evidence that mild dyskaryosis was a forerun-
ner to invasive disease.
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Another aspect of anxiety which is important concerns
one major disadvantage of early colposcopy referral,
namely the introduction of see-and-treat clinics. This
policy has been encouraged partly as a result of the
availability of large loop excision biopsy of the transfor-
mation zone. One large study reported that 27% of
women had no abnormality or just koilocytosic atypia
on biopsy obtained by loop excision.16 There is an argu-
ment that too many women are being exposed to high
levels of anxiety in the absence of any disease being
found. This situation is more significant given the well
recognised complications of loop excision biopsy such
as secondary haemorrhage, cervical stenosis and psy-
chosexual morbidity.

Colposcopy is More Expensive than Cytology

A procedure associated with the use of special training
and equipment is bound to be more expensive than the
simple taking of a cervical smear. Colposcopy itself
generates follow up smears and this can lead to more
colposcopies. Published reports comparing the cost of
colposcopy with that of cytological surveillance are
scarce. An American paper quoted the cost of colpos-
copy including the evaluation and treatment of women
with lesser smear abnormalities as ranging from 632
million to 1.5 billion dollars annually.17

A direct comparison of costs18 has shown that the extra
cost of colposcopy was surprisingly small. The marginal
cost of colposcopy in terms of detecting those CIN 3
lesions which would have been missed by cytology was
approximately 300 pounds per case of CIN 3 detected.

Prospective Randomised Trials are Needed

The only objective way for deciding which manage-
ment option to use is by prospective randomised con-
trolled trials. For at least 10 years there have been calls
for such studies and to date none has been universally
successful. One such study has been reported by Flan-
nelly et al19 and although this dealt with both mild and
moderate dyskaryosis they concluded that cytological
surveillance was safe. They also suggested that cytology
was not efficient, but there was little evidence in their
report to support this conclusion.20

Poor Patient Compliance Undermines Cytological Surveil-
lance

Loss of patient follow up is a serious flaw in cytological
surveillance and this important point is often raised as
an argument in favour of colposcopy. A proportion of
women under follow up, whether it be cytology or
colposcopy will eventually default. Even in Flannelly’s
study where intensive efforts were made to maintain
follow up there was a high default rate. This increased
with length of cytological surveillance from 10% at 6
months to 23% at 24 months. Going one step further

there is the fact that a large majority of invasive cancers
are contracted by women who have never been screened
or have been infrequently screened.21

Invasive Disease is Impossible to Predict

At present it is not possible to predict which women
with an untreated mild smear abnormality will progress
to invasive cancer. If the answer to this question was
known the debate would be very close to resolution.
Increasing evidence implicates certain subtypes of hu-
man papillomavirus as causing cervical cancer. The
different strains of HPV identified also vary in their
oncogenic potential. Research has been directed at find-
ing the “higher risk viruses” on cervical cytology. HPV
16 and 18 are present in over 80% of invasive squamous
cancers and CIN 3 lesions.22,23

Other workers have attempted to look for other clini-
cal variables which may help predict high risk patients
with mild dyskaryosis. Luesley et al24 reported that
cigarette smoking was a powerful independent predic-
tor of high grade CIN in women with mild dyskaryosis.
This finding was challenged by workers25 who found
that no single clinical variable was of help in predicting
high grade CIN in patients with mild dyskaryosis. Inter-
estingly, a large recent study has shown that it is not
possible to identify the majority of women with cervical
abnormality by using a detailed risk factor profile.26

What is the Solution?

Taking everything into consideration any solution
which is put forward must have provisos. With the
evidence that is currently available there would appear
to be no place for a blanket referral policy advocating
colposcopy for all women with a first mildly dyskaryotic
smear. Such a policy incurs more expense and is emo-
tionally traumatic for the patient. In addition colpos-
copy only provides a marginal reduction in invasive
cancer with an increased number of often unnecessary
colposcopies.27

Cytological surveillance is generally safe (particularly
with three smear follow up), but does require some
provisos before it can be recommended as a better alter-
native to colposcopy. Patient compliance is a key issue
and defaulting patients, once identified, should be of-
fered colposcopy. Studies of populations where patient
compliance is good as a result of vigorous clinical follow
up have shown that cytological surveillance is safe. For
example, in the North Buckinghamshire study12 no pa-
tient with mild dyskaryosis developed invasive cancer
after a follow up period ranging from approximately 24
to 36 months. The safety of cytological surveillance
depends on the performance of the individual laborato-
ries which should carefully audit their own performance
to secure a good correlation between cytology report
and grade of CIN found on biopsy.28 They may also
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choose to alter the level of surveillance. For example, in
North Buckinghamshire it was shown that a policy of
requiring 3 negative repeat smears before discharging
the patient offered a level of safety better than that of
only 2 repeat smears.

The current guidelines by the NHSCSP1 in the UK
suggest that cytological surveillance should be the man-
agement option for mild dyskaryosis with recourse to
colposcopy if there is persistence or progression of the
cytological abnormality. Interestingly the guidelines also
show a certain lack of commitment by stating that imme-
diate colposcopy referral may be indicated at the discre-
tion of the individual clinician.

Conclusion

Due to the complexity of the argument only a guarded
conclusion may be reached given the current state of
knowledge. Until a randomised, multi-centre, prospec-
tive, controlled trial has shown colposcopy to have a
significantly greater advantage over cytological surveil-
lance in identifying high grade CIN in women with a
first mildly dyskaryotic smear, it would appear that
cytology is the management of choice. It seems that
colposcopy cannot be justified in terms of clinical needs
and cost, including cost to the patient. However, cyto-
logical surveillance is labour intensive and may need to
be tailored to the needs of the local population. Some
women will still require prompt colposcopy on the
grounds of poor compliance. Compliance could be sig-
nificantly improved with better patient education aimed
at eradicating the fear of cancer in so many women.
There is also the possibility that cytological screening
may become more sensitive. For example, other means
of predicting high grade CIN from smear material will
help develop a better referral policy for colposcopy and
it is quite likely that HPV typing will have a significant
role.29

Given the above, does managing mild dyskaryosis still
pose a management dilemma? At the recent conference
for the British Society of Colposcopy and Cervical Pa-
thology the agenda once again included intense discus-
sion aimed at attempting to resolve the problem. Despite
a detailed current literature review no consensus was
reached. However, one important consideration appears
to have escaped attention and may offer a solution.30 It is
known that for a given population of women presenting
with mild dyskaryosis cytological surveillance will re-
sult in a certain proportion of them needing colposcopy
as a result of persistent smear abnormality. Current data
suggests that approximately two thirds of women wit
eventually have colposcopy, particularly if surveillance
is intense.12 Assuming that the quality of cytological
surveillance continues to improve as a result of the
implementation of National guidelines and better screen-
ing tools then the proportion of women being referred
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