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MANAGEMENT OF CERVICAL DYSPLASIA 
 

DEFINITION Treatment of cervical dysplasia diagnosed by colposcopically-directed biopsy and/or endocervical 

curettage depends upon the patient’s age, her cytological test results, her HR-HPV status (if done) and 

the severity and the location of her dysplasia as well as any previous treatments she may have had. 

Treatment is generally reserved for women with high grade dysplasia, but women with less advanced 

cervical changes need close follow-up. This protocol is based on ACOG Practice Bulletin Number 140 

published in 2013 and on the 2012 ASCCP Consensus Guidelines.  Under this protocol, only 

ectocervical squamous cell dysplasia treatment is within the scope of practice for advance practice nurse. 

 All invasive, endocervical disease and glandular disease should be referred to MD or to Specialty 

Clinic. All procedures require written informed consent from the patient.   

 

SUBJECTIVE Must include: 

1. History of abnormal squamous cell cytologic test. 

2. Squamous dysplasia demonstrated on colposcopically directed biopsy(ies) and/or endocervical 

curettage (ECC). 

 

Must exclude: Pregnancy (refer to MD). 

 

OBJECTIVE Normal cervical exam (refer suspicious lesion to MD). 

 

LABORATORY 1. Cytologic results. 

2. Colposcopic results. 

3. Histologic results. 

 

Must exclude: Refer to MD or Specialty Clinic glandular disease of any variety. 

1. Endocervical dysplasia > CIN1 

2. Carcinoma 

3. Adenocarcinoma in situ 

 

ASSESSMENT Women with cervical dysplasia amenable to advance practice nurse/physician assistant treatment. 

 

 PLAN 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Management of woman with CIN1 or no dysplasia who initially presented with one of the 

following cytologic abnormalities: 

 ASC-US with positive HR-HPV; 

 ASC-US on two consecutive screening tests with no HR-HPV testing 

 ASC-US on 3 consecutive screening tests with negative HR-HPV tests 

 Woman over 30 with positive HR-HPV with normal cytology 

 LSIL. 

a. If colposcopy showed no lesions suspicious for high grade lesion and biopsy and ECC show 

either no dysplasia or CIN1, treatment depends upon patients’ age and pregnancy status. 

1) For non-pregnant women age 21-24 years, repeat cytology every 12 months. Also repeat 

ECC if initial ECC was CIN1. 

a) After 2 negative tests, return to routine age appropriate screening. 

b) At 12 months: 

(1) If ASC-H or ≥ HSIL, refer for colposcopy. 

(2) If LSIL or ASCUS, repeat cytology in 12 months (with ECC, if indicated). 

c) At 24 months if > ASCUS or ECC ≥ CIN1, refer for colposcopy. 

2) For non-pregnant women > 25 years, perform co-testing (cytology and HR-HPV test) in 12 

months. 

a) If both tests negative, perform age-appropriate testing in 3 years.  

b) If either test is abnormal, refer for colposcopy 

(1) If CIN1 persists for 2 years, 2 options available: 

(a) Option 1: continued follow-up as outlined above 
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(b) Option 2: treatment with one of the following: 

 Ablation is acceptable if colposcopy is adequate. 

 Diagnostic excisional procedure preferred if: 

o Colposcopy is inadequate  

o Endocervical curettage > CIN1 or ungraded  

o Patient has been previously treated 

(2) If > CIN1, treat. 

3) Pregnant women with these “lesser cytological abnormalities” rarely get biopsied; reassess 

after delivery. 

2. Management of woman with CIN1 or no lesion on biopsy and ECC ≤ CIN1 or no dysplasia 

preceded by one of the following cytologic abnormalities: 

ASC-H 

HSIL 

a. Review initial cytology and biopsy results. 

1) If any changes, follow appropriate management. 

2) If results unchanged, management depends on patient age and pregnancy status – see below 

(b-d). 

b. Two options for management: 

1) Option 1: retest at 12 and 24 months 

a) Retest with cytology only if < 30 years of age. 

b) Retest with co-testing if ≥ 30 years. 

c) Management depends on results of these repeat tests. 

(1) If tests negative at both visits, return to age-specific testing in 3 years. 

(2) If HPV or cytology ≥ ASC-US but < HSIL, refer to colposcopy. 

(3) If HSIL, refer for diagnostic excisional procedure. 

d) Option 2: diagnostic excision procedure – not an option for women 21-24 or for 

pregnant women. 

c. If CIN1 reported on ECC, management depends upon initial cytology and biopsy results: 

1) If initial cytology not ASC-H or > HSIL, may manage as CIN1 on biopsy, but include repeat 

ECC at 12 months (unless pregnant).  

2) If initial cytology ASC-H or HSIL or if biopsy > CIN2, treat for specific abnormality. 

d. In pregnant women, treatment of CIN1 is unacceptable.  

3. Management of women with CIN2, CIN3 or CIN2, 3, treatment depends upon patient’s age, ECC 

status, adequacy of colposcopy and pregnancy status. 

Note: “young women” is not defined by specific chronology age. Young women is defined as 

women for whom the clinician must consider risk of future pregnancies by treatment to the risk of 

detecting cancer during observation. 

a. For young women with adequate colposcopy and biopsy CIN2 or CIN2, 3, with ECC ≤ CIN1    

2 options exist: 

1) Option 1: Colposcopy and cytology every 6 months for 1 year is preferred. 

a) If both tests normal at each time, co-testing in 1 year.  

(1) If any test abnormal during that follow-up, repeat colposcopy and biopsy. 

b) If colposcopy worsens or if high grade cytology or colposcopy persists for 1 year, repeat 

colposcopy with biopsy. 

(1) If CIN3 develops or CIN2, 3 persist for 24 months, ablate or excise, (see below). 

2) Option 2:  

a) Excision or ablate the T-zone (not preferred, see below 4b). 

b. For young women with adequate colposcopy and biopsy showing CIN3, see treatment for older 

women below.  

4. For older non-pregnant women with CIN2 and all aged women with CIN3, treatment depends on 

other risk factors 

a. Diagnostic excisional procedure (involving endocervix with LEEP, laser or cold knife 

conization) is needed if any of the following risk factors is present: 

1) Risk factors include any of the following: 
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a) Inadequate colposcopy 

b) Recurrent CIN2 or CIN3 or CIN2, 3. 

c) Endocervical sampling ≥ CIN2 or CIN not graded. 

2) If margins of excisional specimen ≥ CIN2 or if repeat ECC ≥ CIN2, two options exist: 

a) Option 1: cytology and repeat ECC in 4-6 months (preferred). 

b) Option 2: immediate treatment with re-excision or hysterectomy if re-excision not 

feasible (acceptable). 

3) If margins of original excisional specimens are negative, co-testing at 12 and 24 months 

recommended: 

a) If both tests negative, repeat co-testing in 3 years and return to routine screening if those 

repeat tests are negative. 

b) If any test is abnormal during co-testing, repeat for colposcopy, biopsy, and ECC. 

b. If no risk factor present (adequate colposcopy, ECC ≤ CIN1, etc), treatment can be confined to 

the T-zone with either ablation (cryotherapy, laser) or excision (LEEP). 

a) If excisional margins ≥ CIN2 see 4a2 above. 

b) If excisional margin < CIN2 or ablation done, see 4a3 above. 

c) See Table 1 for cytotherapy steps. Recurrence rates higher with cryotherapy than with 

other ablation techniques (LEEP, laser). 

5. Pregnant women will generally not have lesions biopsied unless they are suspicious. All pregnant 

women with abnormal pap smears should have been referred to MD or specialist. 

6. Women with AIS, microinvasive or invasive carcinomas, refer to MD or specialist. 

 

PATIENT 

EDUCATION 

1. Advise patient of the nature of her problem and the risk for recurrence or failure of therapy. 

2. Post procedure counseling: 

a. Instruct patient to seek urgent medical care after treatment if she experiences heavy vaginal 

bleeding (especially if she has clots) or if she experiences severe lower pelvic pain, fever or 

chills. 

b. Instruct patient to use only sanitary napkins and to avoid putting anything (including tampons) 

into her vagina for at least 1 week following her last day of discharge or spotting (usually six 

weeks following treatment). 

c. Recommend correct and consistent condom use for at least 3 months. 

3. Advise and encourage safer sex practices in future. 

4. Recommend smoking cessation and use of prenatal vitamins (or folate supplementation) for patient 

with low folate diets. 

5. Encourage close adherence to planned follow-up schedule. 

 

REFER to 

MD/Specialty 

Clinic 

1. Women with ACG, AIS, CIS or carcinoma. 

2. Pregnant women. 

3. Patients needing therapy other than continued observation or cryotherapy. 
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Table 1: Cryotherapy Steps 

 

1) Obtain informed consent. 

2) To reduce the risk of vasovagal reaction: 

a) Make sure the patient is well hydrated and has eaten food recently. 

b) Reassure her to reduce anxiety. 

c) Offer pain control measures, if appropriate. 

d) Have patient practice lower body skeletal muscle tensing (LBMT) if she feels dizzy or lightheaded at any 

time during or following the procedure. 

3) Use freeze-thaw-freeze technique. 

4) If patient develops vasovagal reaction during or following procedure: 

a) Stop procedure and call for help. 

b) Initiate LBMT, if she is not already practicing. 

c) Turn patient to her side to prevent aspiration. 

d) Provide oxygen. 

e) Monitor and record vital signs at least every 3-5 minutes. 

f) When patient regains full consciousness, provide fluids and maintain her in supine position for at least 15 

minutes. 

g) If patient does not rapidly respond to these measures, call paramedics. 

5) Provide post procedure instructions: 

a) Advise pelvic rest for at least one week after the last day she has any spotting or vaginal discharge 

(generally 6 weeks). 

b) Counsel about the warning signs of complications (bleeding, infection) and advise she seek care promptly 

should any of them develop. 

c) Recommend consistent and correct condom use for at least 3 months following procedure. 


